ROUTINE EXAM FORM

PATIENT NAME: 






   DOB: 



DATE: 





You are scheduled for your annual routine examination. Your health insurance may not cover this type of service. If, after filing your claim, your insurance company indicates that this routine examination is not covered by your current policy, prompt payment will be expected from you.

If, during your visit, your physician addresses a problem that would normally be submitted to your insurance company as an office visit, both the routine exam and the office visit will be submitted. However, if the problem portion accounts for the majority of the time spent, it will be billed only as an office visit. 

Please note that the documentation the physician puts in your chart as to what your visit involves will determine the diagnostic code used for that visit. This is mandated by law and necessary to prevent possible allegations of fraud.

By signing this I understand and agree with the above statements.
PATIENT SIGNATURE: 









