Andrew T. Goldstein, M.D., FACOG

Registration
2002 Medical Parkway, Suite 215, Annapolis, MD 21401-3260
Fax to DC office (202-659-6481)
For Directions Call (202) 887-0568
Date___________________________
	Patient Registration – Please Print Clearly

	Patient Name          First                                  Middle                                  Last
	Date of Birth
	Age

	Home Address                                                                  Apt. No.
	City
	State
	Zip Code

	Occupation


	Social Security No.
	Marital Status

□ S  □ M  □ D  □ W
	Sex
	Hm. Ph.

	
	
	
	
	Cell Ph.

	
	
	
	
	Wk. Ph.

	Employer
	Address
	Email Address

	Spouse’s Name (or Parent)
	Spouse’s Employer (or Parent)
	Spouse/Parent Work Phone

	Spouse’s or Parent’s Address

	Referred By
	Address
	Telephone

	Preferred Method of Communication
	Preferred Pharmacy 
	Preferred Pharmacy Phone

	Emergency Contact Information

	IN CASE OF EMERGENCY, PLEASE NOTIFY:
Name____________________________________________________________

                 First                                     Middle                          Last

Address__________________________________________________________


	Relationship_______________________

Home Phone_______________________

Work Phone_______________________

	Policy Concerning Payment of Medical Bills

	Our policy is that payment is to be made at the time services are rendered.  Whether or not your insurance pays in full, a portion, or nothing at all for services is a matter between you and your insurance carrier.  Payment is accepted in the form of cash, check, money order, or charge card. The patient agrees to pay a $250 cancellation fee if the appointment is not cancelled or rescheduled 2 business days prior to appointment time.  In order for the appointment to be confirmed, office calls must reach the patient or the patient must return the call at least one day prior to appointment.

                                              

                                                (sign)                                                                                                     (date)




Center for Vulvovaginal Disorders

Andrew T. Goldstein, M.D., FACOG

Lara J. Burrows, M.D., MSc, FACOG

April 1, 2009
This will confirm the new patient cancellation and payment policy for the Center for Vulvovaginal Disorders.

If a new patient appointment needs to be rescheduled or cancelled, the patient must notify the Washington, DC office by phone at 202-887-0568, x101, two business days prior to the day of the appointment.  A voice mail will suffice.  If two business days’ notice is not given or the patient does not arrive the day of their appointment, a $250 cancellation fee will apply.  The first missed appointment cancellation fee of $250 will be credited to a rescheduled appointment.

At the time of scheduling the appointment, a credit card number is given to the receptionist.  This card will not be charged as long as the appointment is kept, rescheduled or cancelled prior to the two business day notice.  The Center for Vulvovaginal Disorders will call to confirm each appointment and will make every attempt to reach the patient.  If we are unable to reach a new patient to confirm or we do not receive a call back, we cannot guarantee that the appointment will be held.  

Payment is expected at the time of each service.  The average cost of a new patient appointment is $1300.  Some new patient appointments will result in a higher cost, some will be lower.  The patient may pay for services by cash, check, or credit card.  If the patient wishes to use the same credit card that was given over the phone to hold the appointment, the patient must present the card when checking out.  The Center for Vulvovaginal Disorders will provide the patient an itemized receipt including all pertinent information to use in filing an insurance claim if out of network coverage is available.  

The Center for Vulvovaginal Disorders does not participate with health insurance, Tricare or Medicaid and has opted out of Medicare.  Medicare and Tricare patients must sign a waiver which states that the patient understands they are not eligible to file with Medicare or Tricare for reimbursement.  

We ask that you mail or fax the completed 2-page registration and waiver(s), where applicable,  to our Washington, DC office, so that we receive it at least four business days before your appointment.  Our fax number is 202-659-6481 and our address is 3 Washington Circle, NW, Suite 205, Washington, DC 20037.  Please bring the completed Vulvar Pain Questionnaire to your physician on the day of your appointment.
You and your health are our greatest concern and it is our goal to ensure your wellness for a long time to come.  These policies allow us to continue to provide high quality medical care to each of our patients.  If you have any questions, please feel free to speak with us.  Thank you for your cooperation. 

______________________________________


________________________

Signature






Date
