Lawrence M. Korpeck, M.D.
(561) 416-1272, Fax: (561) 391-1384

PATIENT NAME: | SEX (M, ( )F
Last | First M.L

ADDRESS:

PHONE #: ' CELE#
E-MAIL:

PATIENT’S SOCIAL SEC. # :
PATIENT’S DATE OF BIRTH: AGE:
MARITAL STATUS: () SINGLE, ( ) MARRIED, ( )DIVORCED, () WIDOWED

PATIENT’S EMPLOYER:
ADDRESS:
PHONE #:
HOW DID YOU HEAR OF DR. KORPECK?
REASON FOR SEEING DR
EMERGENCY CONTACT NOT LIVING W/YOU:
ADDRESS:
PHONE# _
OFFICE POLICY

To avoid misunderstanding regarding health insurance, we wish our patients to know that all professional services
rendered are charged directly to the patient and the PATIENTS ARE PERSONALLY RESPONSIBLE FOR
PAYMENTS OF FEES. Insurance is a form of reimbursement, not payment, As a courtesy to you, we will prepare

. necessary forms or reports to help you obtain benefits from insirance companies. We do not render out services on
the basis that the insurance companies will pay our fees. Each fee is individual for the individual patient. If, after
45 days from the date of service, your insurance company has not paid its portion of youx bill, it is due and payable
in full by you. If your insurance company does not cover your bill in full, the balance is due and payable by you per
arrangements made in advaoce by our office. **ALL COSMETIC SURGERY DEPOSITS ARE NON-
REFUNDABLE UPON CANCELLATION.**

. SIGNATUWYRE . DATE

PHOTOGRAPH AUTHORIZATION

In compection with the medical services which I am receiving from Lawrence M. Kopeck.D., I consent that
photographs may be taken of me or parts of my body under the following conditions: 1. The photos may be taken
only with the consent of my physician and under such conditions and times as may be approved by him. 2. The
photos shall be used for medical records only, unless in the judgment of my physician, medical research, education
or science will benefit by their use. In that event, I agree that they may be uséd for such purposes providing that my
identity is not revealed by the photos or by descriptive texts accompanying them.

SIGNATURE DATE
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NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

Patient Name:

By signing this form, you acknowledge that we ha® provided you with our Notice of
Privacy Practices which explains how your health information may be handled in various
situations including your treatment, payment of your bill, and our healtheare operations.
If your first date of service with us was due to an emergency, we must try to provide you
with our Notice and get your written acknowledgement for the Notice as soon as we can
once the emergency has passed.

{ ") Ihave received the Notice of Privacy Practices (effective date)

Patient’s (or Legal Representative’s) Signature Date

-

Relationship of Legal Representative
For office use only
To be completed only if Acknowledgement is not signed.

1) Was the patient given a cdpy of the Notice of Privacy Practices?
{ ) Yes ( )No

Z) Please explain why the patient was unable to sign this Acknowledgement and our
" efforts to try to obtain the patient’s signature:

Name/Title Date
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