
Dr. Lydia M. Evans

Dr. Arnold C, Toback

Please print all information clearly

Patient
First Name Middle Name

Last Name

Home Tel. fl Cell#

Address
Street Staie Zrpcode

DateofBirth:JJ-Male-Female-other-Soc.Sec.il-
Primary lnsurance: PolicYS

Name of Policy Holder:

Crty

DOB of Policy Holder Relationship to pt:

Secondary lnsurance- PolicY S

Name of Policy Holder

DOB of Policy Holder Relationship to pt

Emergency contact: (lf patient is a child, please list both parents/guardians)

Name

Name

Telephone#:

Telephonef ;

Relationship:

Relationship:

Please indicate your email address if you would like to receive periodic information about new products

and services,

I authorize the release of any
medical/other information necessary to process claims. I authorize payment of benefrts directly to Dr.
Lydia M. Evans for services. I understand that I am financially responsible for any balance not covered by
my rnsurance plan. I also understand that if a referral is required and I did not supply one, that I am
responsible for payment. I have been given the opportunity to read the Privacy Practices (HIPA) posted
in the office,

Signature of lnsured. Parent or Guardian Today's Date

Pnnted Name of Patient Today's Daie
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Lydia M. Evans, MD

Arnold Toback, MD

229 King St

Chappaqua, N.Y. 10514

914 238-1500

Patient Preferred Method of Communication

To All of our Patients

{n an effort to communicate with our patients effectively, it is our policy to leave a rnessage

confirming appointments. lt is our office policy NOT to leave any medical lnformation or results

in a telephone message, without your permission. We do this in order to comply with medical

conf identiality regulations.

Please indicate below whether we have your permission to speak with a family member or to leave a

message on your answerlng machine/voicemail.

t hereby give permisslon for Dr. Lydia Evans to:

A) Give information regarding test results, medical history, medications or bil[ing

To (name) Phone$- Relationship_

B) Leave test results on my Answering Machine/Voicemail: circle one: Yes No

C) Emergency Contact Name:_ Phone#

This person will only be contacted if you had urgent test results and we are unable to contact
you.

Signature of Patient Date-

Print Name Patient Date of Birth

Signature of Parent/Guardian Date_



Dr. Lydia M. Evans. Dr. Arnold C. Toback
Office Policy & Financial Agreement

We ae committed to poviding you witr tre best possible cae and ae pleased to discnss our professionalfees witt
you at any time. Your clea understanding of our offce policy and financial policy ae important to our professional
relalionship. Pease ask us if you have questions about our fees, financial policy or your financial responsibifity.

Palienb must fill out patbnt information forms priu to seeing tre doctor. We will need a copy of your insurance cads
for our files, lf you do not have it at he time of visit you will be reEonsible for payment at tre visit This due to tre
short time fame most insurance companies have for filling a claim.

Co'Payments: By insurance policy rules we MUST colbct your co-payment at tre time of tre visit (dreck, aedit cad
or cash only). ShouH you not pay at $e tme of serrrice, you will rec€ive a statement ftom our billing company, and
an administative fee of $10.00 willbe changed to you.

Self.Pay Patienb: Payment is expected at he lime of service unless ofter anangements have been made pricr to
your visit ShouH you not pay at he he time of service, you will receive a statement tom our billing company, and an

adminisfative fee of $10.00 will be ctaged to you,

Medicare: We will submit claims. You ae responsible for deduc,tibles and co-ins:rance balances.

Secondary lnsuranceg: lf m p*ticipate wiUr your secondry insurance company we will send a claim to hom.
However, if we do not paticipate witr your seconday insurance, we rrrill not bill hem for any balances, fie palient
will be reeponsible fu payment to us. lf he insurance @mpany sends he check directly to us in enor and you have
paid fte balance, we willreimburse you wiftin a timely fashion.

Please be aware that separate laboratory charges will be incurred lf biopsies or blood rvork are performed,

Appolntments: 2rl hour notice wouH be appreciated fu any cancallations.

Retum Checkg: Th6re is a $35,@ fee ftr all*ect<s retumed to us,

Refenals: The insurance companies wtrich utilize refenals have become stict about heir use. Refenals ae being
processed elecfonically and cannot b€ backdabd, Thig meana that you must have the refenal at the time of
your visit or eign a walver that you will be respontlble for payment.

Pleaee be aware that most insurance companies have a 45-90 day filing period for claimc. lf we are not

notifled of any changes at the time of servico (e.9., new lneurance company, subrcrlber lD number, group

numberg etc.), and the time limit has past for filing ol your claim, you wlll be reeponaible for all balances not
paid by your lnaurances company. There la a $,75 cents per page charge for coplos of medical records.

You are responrible for payment of your deduc'tiUe and any other charges not covered by your ineurance

company. You ae responsibh fu tris timety payment of balances. Should it become nocosstry for us to use an

oubitle agency to collec't payment from you, you will be responsibb for any additjonal ciarges hat may occur. Also, it
is your responsibility to notity us as soon as poasible of any insurance plan changes or home addross information,

etc.

Print Patisnt Name: Date:

Signature: Date:



Lydia M Evans, M.D.

Arnold C. Toback, M.D.

Effecrive 3/L/20L2

Office Policy on lnsurances and Payments

As a courtesy service to you, our office employs a billing service and participates with several insurance

carriers. Please familiarize yourself with your insurance practices and policies.

1. lf your insurance carrier requires you to pay a portion of your healthcare visits (i.e.

copayment, deductible, co-insurance), we are legally required to collect these. You are required to pay

your co-payment at the time of your visit.

2. lf your insurance carrier requires you to have a referral to be seen in our office, you must

provide a referral at time of visit, or you cannot be seen,

3, lf your insurance requires you to meet an annual deductible before your healthcare is

covered, you will be billed for the services rendered if you have not met vour deductible,

4. You will be asked to leave a credit card number {Visa, Mastercard or HSA card) at the time of

check-in. This will be held in a secured systern off site until your insurances have paid their portion and

notified us of your share. At that time, any remaining balance owed by you will be charged to your credit

card and a copv of the charge will be mailed to you. Your credit card information will not be kept in this

off ice or in your chart (except for the last 4 digits of your card for identification purposes only), Please

note that this will not compromise your ability to dispute a charge or your insurance company's

determination of payment.

t, (print name clearly) authorize Lydia M. Evans M.D. / Arnold

C. Toback M,D. to charge any outstanding balances to my credit card on file

I have read the above and acknowledge these terms. I hereby assun'te all responsibility for any

outstanding balances and understand that these charges will be applied to the credit card I have

provided,

Signature Today's Oate

Print Name Today's Date



Lydia M. Evans, /Vl.D.

Arnold C. Toback, IVl.D.

229 King Street
Chappaqua, NY 10514

CREDIT CARD AUTHORIZATION FORM

l,(cardholder)(Print)aUthorizeVoUtochargeany
balanced due on mV account afLer rnv insurance paVS, I understand this
charge is my responsibility.

Name as it appears on credit card

Card Number:

Please circle type of card

VISA MASTERCARD HSA CARD
Y4c. € V rla

CVV:

Exp. Date:

Billing address:

I have read and understood the terms above.

Signature Date

Print Name

DISCOVER

11t29t23

Date-



Dr. Lydia M. Evans

Dr. Arnold C. Toback

229 King St. Chappaqua, N.Y. 10514

9i4-238-1500

(piease print clearly) request that payment of authorized Medicare

benefits be made on my behalf to Dr. Lydia M. Evans / Dr. Arnold C. Toback for services furnished to me

by the provider. I authorize any holder of medical information about me to release to the Centers for

Medicare and Medicaid Services and its agents any information needed to determine these benefits or-

the benef its payable for related services.

signature Today s Date

t,

Pnnt Nanre Today s Date


