Albemarle Center for Family Medicine
Annual Patient Registration

I, ________________________________________, have been in receipt of my patient demographics
and insurance information on file with ACFM. I agree that the information
presented is accurate and will assume any and all responsibility for any
misinformation.













I authorize the release of any medical information necessary to process an insurance claim for payment, and request that
payment be made directly to Albemarle Center for Family Medicine.
I understand that I am fully responsible for the entire balance of my account not covered or paid by my insurance.
I understand that if my insurance company does not pay a claim within 60 days, it will become necessary to contact my
insurance company to discuss timely payments to my medical provider.
I understand that it is my responsibility to make and keep appointments. In the event that an appointment is missed,
without the required 24 hours’ notice, my account may be assessed a fee of $75.00. While ACFM makes every effort to
place an appointment reminder call, it is ultimately my responsibility to come to my appointments as scheduled. This
balance is my responsibility and will need to be paid, prior to scheduling another appointment.
I understand that if I am unable to pay my copay at the time of service, I will be billed an additional fee of $25.00. This
balance is my responsibility and will need to be paid, prior to scheduling another appointment.
Should collection proceedings or other legal action become necessary to collect an overdue account, the patient or the
patient’s responsible party, understands that the practice has the right to disclose to an outside collection agency all
relevant personal and account information necessary to collect payment for services rendered. The patient, or the patient’s
responsible party, understands and agrees to pay all collection fees in the amount up to thirty‐three and one‐third percent
(33‐1/3%) of the total unpaid balance due, plus court costs and filing fees incurred by the practice. I understand and agree
that should the practice be awarded judgment relating to this agreement or any debt incurred thereof, I will pay a service
charge of one and one‐half percent (1‐1/2%) per month, eighteen percent (18%) per annum, beginning on the date of the
judgment.
I understand that any forms or letters that I request will be subject to a minimum charge of $30, payable upon completion
of the above mentioned documents.
I understand that there is a returned check fee of $30.00 in the event that my payment is returned as unpaid. This balance
is my responsibility and will need to be paid, prior to scheduling another appointment.
I understand and acknowledge that my physician is a member of the Virginia Prescription Monitoring Program and will use
this program as needed.
I acknowledge that I have received and or been offered a copy of the HIPPA, Notice of Privacy Practices for this office.

Signature: _______________________________________ Date: ___________________________
Printed Name: ___________________________________
Relationship to patient: ____________________________
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