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Name of doctor you are seeing today

L 8 3 {'.\';v R ]

LAFLY R S

& MEIRC AL BT
onecmc

Date:

PRINT Y All que

Name

Address

Home: ( )

po.: _ / {___ Gender.__

Email..

Marmried: Yes / No (Spouse Name:

Emergency Contact:

Name:

Tel#:(__ )

Primary Insurance

Name:

Relationship to patient:

1D#:

Secondary Insurance

Name:,

iD#:

Guarantor: Name:

DOB: / /

Preferred Language?

interpreter Needed? o Yes © No

ASL Interpreter? o Yes c No (if hearing impaired)

Primary Care Physician

Name:

Referring Physician

Name:

Do vou have an Advanced Healthcare Directive [ ] Yes [1No (if yes, please provide copy)

Do you have a Durable Power of Attommey [ ] Yes [ 1 No (if yes, please provide copy)
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Patient Financial Responsibility Acknowledgment
East Bay Cardiovascular and Medical Speciaity

Date:
Patient Name:
Procedure:

Dear ) i

Your insurance provider may not cover the above procedure, or it is considered

non-covered, investigational, or not medidall)ff necessary under your insurance plan. As such,
you may be financially responsible for the ful! cost of this service.

By signing below, you acknowledge and agrée to the following:

1. Insurance Denial: You understand that your insurance may not pay for this
procedure, and that you are responsible for payment if it is denied.

2. Estimated Cost: The estimated cost for the procedure is $ . Thisis an
estimate and subject to change depending on additional services rendered.

3. Paymerit Responsibility: You agree to pay the full amount for the procedure
if insurance does not cover it, in accordance with the practice's billing

policies.

4. Appeal Rights: You understand that you may request your insurance
provider to review or appeal any denial of caverage, but this does not delay

ar relieve your responsibility for payment. !

|
Please sign below to indicate your understanding and acceptance of financial responsibility.

Patient Signature: I

Date: '

Witness (EBCMS Staff):

Date:
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HIPAA ACKNOWLEDG NT

Please initial that you have read:

By signing this form, you will consent to our use and disclosure of your profected health
information to carry out treatment, payment activities and healthcare operations. You have the
right to revoke this consent at any time by giving this office written notice of your revocation.
Please understand that we could no longer file insurance claims for you and that it will not affect
any action we took in reliance on this consent prior to receiving your revocation and that we may
decline to treat or continue treating you if you revoke this consent.

| acknowledge a copy of this office's Notice of Privacy Practices is available to me at my
request. .
[ hereby authorize payment to this practice of the insurance benefits otherwise payable to
me and recognize and accept personal responsibility of any remaining balance. Please check
the following that apply:
——__OKto leave a message regarding appointment, insurance information, call back requests,
efc. on my home phone and/or cell phone. :
OK to leave a message regarding appomtment msurance information, call back
requests, etc. with a family member.
—— OK to leave a message regarding appointment, insurance information, call back requests,
etc. on my work phone. |

Please list any and all persons we can spe§k to on your behalf:
|

Signature of Patient ' Date

1532 150™ Ave 27206 Colaroga Ave. #205 1984S Lake Chabot Rd #211 2333 Mowry Ave #300 San Leandro, CA 94578
Hayward, CA 94545 Castro Valley, CA 94546 Fremont, CA 94538 Phone: (510) 351-6363 Phone: (510) 670-1111 Phone:
(510) 582-6966 Phone: (510) 670-1111 Fax: (510) 278-3757 Fax: (510) 670-4772 Fax: (510) 582-5632 Fax: (510) 670-4772
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East Bay Cardiovascular and Medical Specialist
Terms and Conditions of Service

Please, read this document carefully. Dr. Aditya Jain MD Inc, doing business as East Bay
Cardiovascular and Medical Speclallst requires that Terms and Conditions of Service be
signed in its entirety, without alteration, and patient registration forms are to be completed on
as needed basis.Terms of Agreement: | understand that the terms and conditions in this
agreement will remain in effect indefinitely unless there are changes in information. |
understand | will be asked to confirm that my demographic and insurance information is
correct at each office visit. If my insurance or demographic information has changed, | wili
inform the office staff and provide the needed documentation.

Medical Consent: I, the undersigned patient or legal representative, consent to the general
treatment and procedures that may be berfon'ned. These procedures may include byt are-not
limited to laboratory procedures, medical or surgical treatment, special diagnosis, vaccines,
or therapeutic procedures. | understand and agree that at the request of the attending
physician, health practitioners (such as nurse praciitioners)

may participate in my care.

Photography/Telehealth: | consent {o the taking of photos, videos, or electronic image
reproductions of any information in my medical record, including surgical treatment
information. | consent to the evatuation bya physician/nurse practitioner via virtual
technologies/telephone as determined by the providers by telehealth medicine methods for
as long as the public health emergency stays in effect and/or until my insurance provides an
end date. | understand that my digital image in any form may be used by providers for quality
improvement, patient safety, education, and security.

Financial Agreement: | accept full financial responsibility for services not covered by my
medical insurance: Co-Pays, Co-Insurance, balance, and Deductibles. This also includes
services or supplies not covered by my health insurance plan or Medicare. Should my
account be referred to an attorney or a ¢ollection agency for collection, I further agree to pay
actual attorney's fees and lawsuit-related collection agency incurced in addition to other
amounts due. Assignment of Insurance Benefits (Including Medicare Benefits): | authorize
Dr. Aditya Jain MD, inc., doing business as East Bay Cardiovascular and Medical Specialist
to bill my insurance(s) on my behalf, and direct payment to be made to Dr. Aditya Jain MD,
Inc., doing business as East Bay Cardiovascular and Medical Specialist. | am responsible for
providing information to my provider office if | have dual coverage or more than one
insurance plan at the time of the service. | may be held responsible for payment if the time
filing fimit to submit a claim has expired, If the billing department did not have my insurance
information at the time of billing. ! authorize the release of medicat information to my
insurance company, pharmagcy, or another party to assist in my medical care, or payment of
my claims.

Returned Fee Checks: A fee of $30.00 is charged for returned checks in addition 1o the
amount of the check. Release of Information: In compliance with the federal Health
Insurance Portability and Accountability Act (HIPAA), East Bay Cardiovascular and Medical
Specialists will provide the patient with a Notice of Privacy Practices, which describes how
medical information about you may be used and disclosed, and how you can get access to
this information, Additional copies are available at any reception desk. Call the office



manager with any questions at (510) 351-6363.

We reserve the right to refuse service to anyone who does comply with the office policies,
medical advice and the provider orders as mandated by their insurance companies. Also,
anyone who is rude, boisterous, threatening in any shape or form to office staff, providers,
and patients will be discharged from the praclice

You will be asked to produce identification, insurance card and payment (if applied) at each
office visil.

The undersigned certifies that he/she has read the Terms and Conditions of Service, and is
the patient or is duly authorized by or on behalf of the patient to execute and accept its
lerms.

Full Né}ﬁém("print) Signature Date

1532 150" Ave 27206 Caluroga Ave. #205 19845 Lake Chabot Rd #211 2333 Mowry Ave #300 San Leandro, CA 94578
Huyward, CA 94545 Castro Valley, CA 94546 Fremont, CA 94538 Phene: (510) 351-6363 Phone: (510) 670-1111
Phane: (510) 582-6966 Phone: (510) 670-1111 Fax: (510) 278-3757 Fax: (510) 670-4772 Fax: (510) 582-5632 Fax: (510)
670-4772
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CARDIOVASCULAR
& MEDICAL SPECIALIST

CANCELLATION POLICY

Dear Valued Patients of EBCMS,

Effective {revised) 2025 our practice will 'respectfully require an advance TWENTY-FOUR (24)
HOUR cancellation of your scheduled appointment and / or scheduled office test. This policy is
effective for NO Show Appointments and Iess than 24 hours of cancelling your appointment and/
OR scheduled test, \

[
If a No Show or Late Cancellation occurs, it greatly affects our pracﬁce and ability to see other

patients. You WILL be billed a FEE of $50.00.

We understand that sometimes schedule adjusiments are necessary. With that, an EBCMS
medical staff member will call you one weak to forty-eight (48) hours prior to your scheduled
appointment to confirm. We will leave a nl':essage on your voicemail If we do not reach you,

In accordance with EBCMS Cancellation Policy, you will be billed $50 (as described above) and
that will be your financial responsibility.

Thank you for your cooperation. Our providers and staff look forward to assisting you in your
health needs and are available if you have any questions or concerns.

Sincerely,
EBCMS Administration .
|
|
Name (Please Print) ' Date of Birth
Signature Date
R e 27206 Caloroga Ave. 205 19830 Laks Chabot RA 6C 2333 Mowry A
Stn Leandro, CA94578 Hayward, CA 94545 Custre Valley, CA 94546 ﬁmonucxgsm
Phone: (510) 3536363  Phones: (510) 670-1111 *  Phone: (510) 562-6965 Phone: (510) 670-1111

Fex: (510) 278-3757 Fex: (510) 6704772 Fax: (510) 582-5632 Fax: (510) 6704772



