DANIEL M. LIBBY, M.D.

635 Madison Avenue, Suite 1101
New York, NY  10022






Date:_________________

Patient Name:__________________________________________________________________________ 
Address:_____________________________________city_______________state_________zip________
Telephone#:_______________________________ Work#:_____________________________________
Date of Birth:________________________ Marital Status:______________________________________
Social Security#:__________________________ Referring Physician:____________________________
Medicare Number:________________________ Secondary Ins with ID#:_______________________
Private Insurance with ID#:__________________________________________________________
Signature on File:_______________________________________________________________________
Emergency Contact:_____________________________________________________________________






FINANCIAL POLICY

This letter explains the financial policy of my practice.  I am committed to providing you with the best possible medical care.  Your clear understanding of my financial policy is important to our professional relationship.  I believe that good communication is essential to a successful patient-doctor relationship.


Payment in full is to be made at the time of service unless other financial arrangements have been made prior to your visit.  For your convenience, I accept cash, checks, MasterCard, Visa, Discover, and American Express.


Reimbursement from your insurance plan is determined by your plan.  I will provide the standard documentation for their consideration; namely, completed, coded insurance forms, billing statements and other reports if required.  Additional narrative letters will only be considered if the circumstances are unusual.  I as a provider of health care do not make the determination of reimbursement.  Please acknowledge you have read, understand, and will comply with the above with your signature.:________________________________________________ date:________________






MEDICARE ONLY

We will make every effort to provide care that is within Medicare guidelines and will notify you when we know in advance that certain tests will not be covered by Medicare.  However, it is not possible to predict what services will continue to be covered by Medicare, and therefore, ask that you sign the declaration below.

I understand that Medicare may deny payment for the tests or services performed because Medicare does not pay for the service or this many services for my condition.  I also understand that Medicare does not cover many routine screening tests or annual physical exams.  I also understand that Medicare is continually modifying its previously published guidelines regarding reimbursements.  If Medicare denies payment, I agree to be personally responsible for full payment.

Signature of Medicare Benificiary:_____________________________________________


