
ORL, Inc.
Randall L. Welsh, M.D., F.A.C.S.            Darshan K. Vyas, M.D., F.A.C.S.

Medical information: Please complete the enclosed forms and bring them with you to your first visit.
If your forms are not filled out by your appointment time we may need to reschedule.

Bring all your health insurance cards and a drivers license or photo ID so they can be copied.
If x-rays were done, please make arrangements to bring the films with you to your appointment.
Please bring a list of all medications taken over the last six months and any test results that would be helpful

in your treatment.

Children seeing the physician: A parent or legal guardian must accompany patients who are minors on the
patient’s first visit.  This accompanying adult is required to sign a release for treatment and is responsible for
payment of the account.

Fees and payments: Our fees are within the usual range for our area and reflect the high quality of care that you
will receive.

Payment is expected  at the time of service, unless you are covered under an insurance plan in which we have
contracted.  We accept cash, check, Visa, MasterCard, Discover and American Express.

If you are covered under a plan we participate with, you will be responsible for any deductible amount, co-insurance
amount, or co-pay amount at the time of service

Payment is expected at the time of service if you have an insurance company with which we do not participate.  We
will bill your primary insurance as a courtesy if we are not contracted with them. The reimbursement check
should be sent to you by the insurance company.  If there is a problem with paying at the time of service,
please contact our billing manager at 937-498-2361 BEFORE coming to your appointment.

 We do not bill secondary insurances unless we are under a contract to do so with your insurance company.

Cancellations: If you are unable to keep your appointment, please notify us at least 24 hours prior to your
scheduled appointment time.  This allows us to use that time slot for another patient who may need to

be seen. We reserve the right to charge you a fee for not cancelling or rescheduling an appointment 24 hours
prior to the scheduled appointment date and time.

If you have any questions, please do not hesitate to contact our office at 937-498-2361.
Thank you 54      8/19/2005



Acct #

      Patient Application

   Date _______________

Name _______________________________________

           Last                         MI      First

Patient Sex    Male      Female

Birth Date __________________________________

Social Security # _____________________________

Address ____________________________________

____________________________________________

City                              State                  Zip

Home Phone __________________________________

Work Phone __________________________________

Cell Phone ___________________________________

Patient Employer Name ________________________

Patient Occupation ____________________________

Patient Employer Address ______________________

_____________________________________________

Patient Employer Phone ________________________

Emergency Phone _____________________________

Emergency Name _____________________________

Emergency Relationship to Patient _______________

Single      Married        Divorced       Widowed

Spouse Name _________________________________

                        Last                         MI      First

Spouse Address ________________________________

_____________________________________________

Spouse Phone _________________________________

Spouse Birth Date ______________________________

Spouse SS # ___________________________________

Spouse Employer _______________________________

Spouse Emp Address ____________________________

_____________________________________________

Spouse Emp Phone _____________________________

Family Doctor ___________________________________

Requesting Doctor _______________________________

How did you learn about our practice?
family ___   friend ___    dr. ___  other ________________
Name of person for above ___________________________

Have you or a member of your family been a patient?
yes    no     Name when treated ______________________

IF PATIENT IS A CHILD

Guarantor Name ______________________________
                            Last                         MI      First

Guarantor Address _____________________________

_____________________________________________

Guarantor Birth Date ___________________________

Guarantor SS # ________________________________

Guarantor Phone _______________________________

Guarantor Employer ____________________________

_____________________________________________

Guar Employer Phone ___________________________

Other Parent  Name ___________________________

                            Last                         MI      First

Other Parent Address ___________________________

_____________________________________________

Other Parent Birth Date __________________________

Other Parent SS # ______________________________

Other Parent Phone _____________________________

Other Parent Employer __________________________

_____________________________________________

Other Parent Employer Phone _____________________

Primary Insurance ____________________________

Subscriber Name _______________________________

                            Last                         MI      First

Subscriber SS# ________________________________

Subscriber Birth Date ___________________________

Subscriber Employer ____________________________

Effective Date _________________________________

Secondary Insurance ___________________________

Subscriber Name _______________________________

                             Last                         MI      First

Subscriber SS# ________________________________

Subscriber Birth Date ___________________________

Subscriber Employer ____________________________

Effective Date _________________________________
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Pharmacy _______________________________________

Pharmacy City _______________ Street _______________



I authorize ORL, Inc. (Randall L. Welsh, M.D. and Darshan K. Vyas, M.D.),  to furnish complete
information to my insurance carriers or its intermediaries regarding services rendered.  I authorize contacting
my employer or the employer which is providing the insurance coverage in assistance with getting any debt
collected.  I authorize release of any and all information to any third party who provides assistance in
collecting any debt incurred by me to ORL, Inc..
I hereby assign, transfer and convey payment and authorize said payment to be made directly to ORL, Inc.
for any medical/surgical benefits, sick benefits, injury benefits due because of liability of a third party, or
proceeds of all claims resulting from liability of a third party, payable by any party, organization etc., to or
for discharge or completion of all outstanding obligations related to this medical treatment.  I further agree
that this assignment will not be withdrawn or voided at any time until this account is paid in full and revoked
by me in writing.

A photocopy of this assignment is to be considered as valid as an original.  I understand that I am financially
responsible for all charges regardless of the reimbursement amount paid by my insurance.  All self-pay
charges, co-pays, and non-contracted insurance company amounts are due in full at the time of service. If self
pay charges, co-pays, and non-contracted insurance company amounts are not paid at time of service a
billing fee of not over thirty five dollars will be assessed.

Should the account be turned over to a collection agency or attorney for collection, the undersigned shall pay
all court costs, reasonable attorney fees and interest.

The undersigned agrees that any patient or guarantor overpayment collected on the account may be applied
to a delinquent account of the patient or any delinquent accounts for which the patient or guarantor is legally
responsible for at the time of the collection of the overpayment.

I authorize the faxing and phoning of health information as needed.  I also authorize contacting my family
physician.

Interest will be charged on all unpaid accounts in the amount of 2% accrued monthly on total balance.  When
canceling an appointment we request twenty-four hours notice before the appointment.  All no show
appointments will be charged an amount not over thirty dollars.  If a claim is filed to an invalid insurance
company based on the information provided to ORL, Inc. at the time of service we will charge an amount not
over fifty dollars .

Signature                                                                                                  Date
(Patient, parent, legal guardian, or authorized person)

CONSENT FOR THE TREATMENT OF A MINOR

I,  Am the parent and/or legal guardian of the

following child:                                                                                     age

and hereby authorize the physicians and nursing personnel of ORL, Inc. for consent to any and all medical

care and attention which is deemed necessary by the physician.

                                                                              Date   Witness
(Parent, legal guardian, or authorized person)
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