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ADULT PATIENT REGISTRATION 
 
Date:  _________________ 
 
PATIENT:  _______________________________________  
                (Last Name, First Name, Middle Initial) 
 
Date of Birth:  ________________________               Gender assigned at birth: [   ] Male   [   ] Female   [   ] Unknown 
  
Would you like to share additional information during your appointment with your clinical team regarding sexual orientation and/or 
gender identity?    [   ] Yes  [   ] No 
 
SSN:  __________________________________________     Marital Status:  __________________________________________ 
 
Street Address/P.O. Box:  _____________________________________________________________________________________ 
 
City:  ____________________________________________  State:  ______________   ZIP Code:  _______________________ 
 
Home Phone:  _________________________________________   Cell Phone:  ________________________________________ 
 
Employer:  ____________________________________________    Business Phone:  ___________________________________ 
 
Street Address/P.O. Box:  _____________________________________________________________________________________ 
 
City:  ____________________________________________  State:  ______________  ZIP Code:  ________________________ 
 
Medical Insurance     Check Box if you are Self-Pay     
 
Primary Insurance Company:  __________________________________________________________________________________ 
 
Policy #:  ___________________________   Group #:  _________________________    Plan #:  ________________________ 
 
Policy Holders Name: __________________________________ Policy Holder’s Date of Birth: ________________________________ 
 
Policy Holder’s Employer: _______________________________ Relationship to Patient: ____________________________________ 
 
Secondary Insurance Company:  ________________________________________________________________________________ 
 
Policy #:  ___________________________   Group #:  _________________________    Plan #:  ________________________ 
 
Policy Holders Name: __________________________________ Policy Holder’s Date of Birth: _______________________________ 
 
Policy Holder’s Employer: _______________________________ Relationship to Patient: ____________________________________  
 
 
Preferred Pharmacy: ___________________________________________________ Phone ________________________________ 
 
In case of emergency, who should be notified? ___________________________ Phone: ________________ Relation: ____________ 
 
COMMUNICATION: 
Would you like to be enrolled with our patient portal? [   ] Yes  [   ] No  
 
If yes, please provide your email: ________________________________________ 
 
Please let us know you preferred form of notifications: [   ] Text   [   ] Phone 
These will be the notifications you may receive via the above selected route: 

• Appointment notifications 

• RX confirmations 

• General notifications 
 
I declare the information provided is true and accurate to the best of my knowledge.  
 
____________________________________    __________________________________________   _______________________ 
Signature of Patient/Parent/Guardian            Printed Name of Patient/Parent/Guardian             Date 
 
How did you learn about our practice?  ___________________________________________________________________________ 
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HIPAA ACKNOWLEDGEMENT NOTICE  

PLEASE DO NOT SIGN THIS NOTICE UNTIL YOU HAVE COMPLETELY READ 
AND UNDERSTAND THE NOTICE OF PRIVACY PRACTICES 

 

I understand that under the Health Information Portability & Accountability Act of 1996 
(HIPAA), I have certain rights to my Protected Health Information and how it is used. I 
understand that this information can and will be used by Matthews-Vu Medical Group and staff 
to carry out treatment, payment or healthcare operations.  
 
I understand that I may refer to the Notice of Privacy Practices for a more complete description 
of these uses and disclosures. I acknowledge that I have been informed and read the Notice of 
Privacy Practices in its entirety prior to signing this consent. 
  
I understand that I may request in writing that you restrict how my private information is used 
and disclosed. I also understand that the office of Matthews-Vu Medical Group are not required 
to agree to my requested restrictions, but if they do agree then they are bound to abide by such 
restrictions. I understand that if this request is granted and information needed to carry out 
payment for treatment is restricted, this office exercises its right to collect payment for those 
services in full prior to services being rendered. I also understand that it will be my responsibility 
to seek reimbursement for those services from my insurance company.  
 
I understand that Matthews-Vu Medical Group reserves the right to amend the Notice of Privacy 
Practices from time to time and that I may, at any point, request a copy of the current Notice.  
 
I understand that I may revoke this consent in writing at any time, except to the extent that the 
covered entity has taken action in reliance of prior consent and authorization. I understand the 
consent must be signed in person with the Privacy Officer or in written form and sent via 
certified return receipt mail to the attention of the Privacy Officer named. 
 
 
 
________________________________________  _____________________________ 
Signature of Patient/Personal Representative   Date 
 
 
 
________________________________________   
Printed Name    
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Notice of Privacy Practices ± Consent to Share 
 
We at Matthews-Vu Medical Group are committed to safeguarding the privacy and 
confidentiality of your medical records including the personal information you share with us. We 
comply with the Health Insurance Portability and Accountability Act of 1996 (HIPAA). 
 
To assist us in protecting your privacy, please complete the following: (please print) 
Patient Name___________________________________________Date of Birth: ____________ 

 
Preferred Contact number(s): May we leave a detailed message?   Y    N (circle one) 
 
Home:________________ Cell:_____________________ Work: _________________ 

       Yes        No   Yes        No       Yes        No 
 
 

Parent/Guardian #1_______________________ Parent/Guardian #2:______________________ 
         (Last Name, First Name, Middle Initial)       (Last Name, First Name, Middle Initial) 
 
 
Please list any additional people that have your permission to discuss your�� \RXU� FKLOG¶V 
medical records and are allowed to have a copy of your��\RXU�FKLOG¶V information: 
  Name of person (s)/Relationship  Date of Birth Phone Number (if available) 
   

   

   

   

   

 
This authorization applies to the following information: (please initial): 
All Records _______   Labs ________   Imaging Records ________   Immunizations_______ 
 
Mental Health/Behavioral Health _______   Substance Abuse ______ 
 
I have been made aware and have had the opportunity to review the privacy policies of 
Matthews-Vu Medical Group. 
 
Patient/Guardian Signature: ___________________________________ Date: ______________ 
 
Print Name: _____________________________________________________   
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Patient Name: ____________________   Date of Birth: ____________ 
 

Financial Payment & Attendance Policy 
 
Thank you for choosing Matthews-Vu Medical Group as your primary care provider. As part of our commitment 
to offer quality medical and affordable health care, we are also committed to building a successful provider-
patient relationship with you and your family.  Your clear understanding of our Patient Financial Policy is 
important to our professional relationship.    If you have any questions about our fees, or your responsibilities, 
please ask.  It is your responsibility to notify our office of any patient information changes (i.e. address, name, 
insurance, etc.). 
 

1. Insurance ± Our practice participates in most insurance plans, but if you have an insurance plan that we 
do not accept, you will be responsible for payment for all services. Your insurance benefits are a contract 
between you and your insurance company; it is your responsibility to understand your insurance coverage.  
We must have your complete and up to date insurance information at each appointment.  If we do not have 
this information, we cannot file all applicable office charges with your insurance company, and you will 
be responsible for payment for services rendered. Although we may estimate what your insurance 
company may pay, it is the insurance company that makes the final determination of your eligibility and 
benefits.  If the provider deems medical necessity for certain services/test and these services/tests are not 
covered or not considered reasonable or necessary by your insurance, you will be financially responsible. 
For newborns, we will provide care for 60 days of life under an insurance pending status while the FKLOG¶V 
DSSOLFDWLRQ�IRU�LQVXUDQFH�LV�EHLQJ�SURFHVVHG��,I�WKH�FKLOG¶V�DSSOLFDWLRQ�LV�GHQLHG�RU�QRW�SURFHVVHG�ZLWKLQ�
60 days, the outstanding visits will be changed to self-pay and all self-pay policies will be applied to any 
outstanding claims for the child.       
 

2. Co-payments and deductibles ± All co-payments, deductibles and/or co-insurance must be paid at 
the time of service.  We accept Cash, Checks, Master Card, Visa, American Express or Discover. If you 
are not able to pay at the time of service, you must call the business office and set up a payment plan prior 
to your appointment. We must collect co-payments and deductibles at the time of service as this is part of 
our contract with your insurance company. Failure on our part to collect co-payments and deductibles 
from patients can be considered fraud. If you have a high deductible health insurance plan you will be 
required to pay a deposit of $70 at each visit (unless you have a letter from your insurance company 
stating, you have reached your deductible).  You are responsible for working with your insurance company 
to know if you have reached your deductible. If you pay $70 and the insurance company determines that 
you have already met your deductible, the business office will issue a refund.   
 

3. Self-pay Accounts ± You will be considered self-pay if you do not have insurance coverage, or we do not 
have your correct insurance information on file. Self-pay patients scheduled for non-urgent visits will be 
required to make a deposit of $70 prior to each visit. After the visit a claim will be generated for any 
additional charges and a final bill will be determined and reconciled against the payment paid at time of 
service.  If a balance is due, you will be responsible for paying the remaining balance. If a refund is owed 
to the patient, the business office will issue a refund.  For Urgent Care visits, a flat fee of $150 will be 
due up-front before being seen and any additional costs will be paid immediately after the visit. 
   

4. Return Checks ± The charge for a returned check is $30 payable in cash or credit card.  This will be 
applied to your account in addition to any bank-insufficient-funds charge incurred by the practice. You 
may be placed on a cash or credit card only basis following any returned check.   
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5. Outstanding Balance Policy ± You will receive a monthly statement with any outstanding balance of 

$5.00 or more.  Please be aware that the balance after insurance pays is your responsibility. If your 
insurance company does not pay your claim in 60 days, the balance may be billed to you. You can make 
payments by paying with a check or by going online and using the patient portal to process a credit card 
payment.  You can also call the billing office at (719)884-2799 to process a credit card payment over the 
phone. If your account becomes past due over 60 days, you will receive a phone call.  On a case-by-case 
basis, a payment plan can be established with a credit card on file.     
 

6. Nonpayment - If there was no attempt on your behalf to contact and set up a payment plan, and your 
account is over 60 days past due, you will receive a letter stating you have 30 days to pay your account in 
full. Please be aware that if the balance remains unpaid, we may refer your account to a collection agency 
(patient responsible for collection fees) and you, and your immediate family members, may be discharged 
from this practice.  If this occurs, you will be notified by regular mail that you have 30 days to find 
alternative medical care.  During that 30-day period, our providers will only be able to treat you on an 
emergency basis.   
 

7. Late Appointments ± Matthews-Vu Medical Group asks all patients to arrive at least 20 minutes early 
for their scheduled appointment. If you check in 15 minutes or more after your appointment time, your 
appointment is not guaranteed.  We will determine if we have openings with the same provider or with 
another provider on a case-by-case basis.  
 

8. Missed Appointments ± Matthews-Vu Medical Group requires a minimum 24-hour notice for 
rescheduling appointments or cancellations.  Missed appointments not cancelled or rescheduled at 
least 24 hours prior to the appointment will be charged $50.00. (This does not apply to Medicaid 
patients per Medicaid rules) If you miss 3 appointments within a 12-month period, we may request a $50 
deposit prior to scheduling another appointment and you may be subject to discharge from the practice 
following continuity of care guidelines.  
 

9. This financial payment and attendance policy helps the office provide timely quality care to our valued 
patients. Our prices are representative of the usual and customary charges for our area. Please let us know 
if you have any questions or concerns. 

 
ASSIGNMENT AND RELEASE / MEDICARE AUTHORIZATION 
I request that payment of authorized medical benefits to include all Medicare benefits be made on my 
behalf to Matthews-Vu Medical Group for any services provided to me.  I authorize any holder of 
medical information about me to release to the insurance payor and/or the Center of Medicare and 
Medicaid Services, or its agents, any information needed to determine benefits payable for billed 
services.  I understand my signature requests that payment be made and authorizes release of medical 
information necessary to pay the claim. My signature authorizes the release of information to the insurer 
or agency shown in Medicare assigned cases, Matthews-Vu Medical Group agrees to accept the 
determination of the Medicare carrier. The patient is responsible for the deductible, coinsurance, and 
non-covered services.  Coinsurance and the deductible are based on the charge determination of the 
Medicare carrier. 
 

 
______________________________    ____________________ 
Patient/Guardian Signature      Date 



 

Surprise/Balance Billing Disclosure 
Form 

 
 
Surprise Billing ± Know Your Rights 

 
%HJLQQLQJ�-DQXDU\����������&RORUDGR�VWDWH�ODZ�SURWHFWV�\RX
�IURP�³VXUSULVH�ELOOLQJ�´�DOVR�NQRZQ�DV�
³EDODQFH�ELOOLQJ�´�7KHVH�SURWHFWLRQV�DSSO\�ZKHQ� 

 
· You receive covered emergency services, other than ambulance services, from an out-of-
network provider in Colorado, and/or 

 
· You unintentionally receive covered services from an out-of-network provider at an in-
network facility in Colorado 

 
What is surprise/balance billing, and when does it happen? 

 
If you are seen by a health care provider or use services in a facility or agency that is not in your health 
LQVXUDQFH�SODQ¶V�SURYLGHU�QHWZRUN��VRPHWLPHV�UHIHUUHG�WR�DV�³RXW-of-QHWZRUN�´�\RX�PD\�UHFHLYH�D�ELOO�IRU�
additional costs associated with that care. Out-of-network health care providers often bill you for the 
difference between what your insurer decides is the eligible charge and what the out-of-network provider 
ELOOV�DV�WKH�WRWDO�FKDUJH��7KLV�LV�FDOOHG�³VXUSULVH´�RU�³EDODQFH´�ELOOLQJ� 

 
When you CANNOT be balance-billed: 

 
Emergency Services 

 
,I�\RX�DUH�UHFHLYLQJ�HPHUJHQF\�VHUYLFHV��WKH�PRVW�\RX�FDQ�EH�ELOOHG�IRU�LV�\RXU�SODQ¶V 
in-network cost-sharing amounts, which are copayments, deductibles, and/or coinsurance. You cannot be 
balance-billed for any other amount. This includes both the emergency facility where you receive 
emergency services and any providers that see you for emergency care. 

 
Nonemergency Services at an In-Network or Out-of-Network Health Care Provider 

 
The health care provider must tell you if you are at an out-of-network location or at an 
in-network location that is using out-of-network providers. They must also tell you what types of services 
that you will be using may be provided by any out-of-network provider. 

 
You have the right to request that in-network providers perform all covered medical services. However, 
you may have to receive medical services from an out-of-network provider if an in-network provider is 
not available. In this case, the most you can be billed for covered services is your in-network cost-
sharing amount, which are copayments, deductibles, and/or coinsurance. These providers cannot balance 
bill you for additional costs. 



Additional Protections 
 
· Your insurer will pay out-of-network providers and facilities directly. 

 
· Your insurer must count any amount you pay for emergency services or certain out-of-
network services (described above) toward your in-network deductible and out-of-pocket 
limit. 

 
· Your provider, facility, hospital, or agency must refund any amount you overpay within sixty days 
of being notified. 

 
· No one, including a provider, hospital, or insurer can ask you to limit or give up these rights. 

 
If you receive services from an out-of-network provider or facility or agency OTHER situation, you 
may still be balance billed, or you may be responsible for the entire bill. If you intentionally receive 
nonemergency services from an out-of-network provider or facility, you may also be balance billed. 

 
If you want to file a complaint against your health care provider, you can submit an online complaint by 
visiting this website: h ttps://www.colorado.gov/pacific/dora/DPO_File_Complaint. 

 
If you think you have received a bill for amounts other than your copayments, deductible, and/or 
coinsurance, please contact the billing department at 719-884-2799, or the Colorado Division of Insurance 
at 303-894-7490 or 1-800-930-3745. 

 

7KLV�ODZ�GRHV�127�DSSO\�WR�$//�&RORUDGR�KHDOWK�SODQV��,W�RQO\�DSSOLHV�LI�\RX�KDYH�D�³&2-'2,´�RQ�\RXU�
health insurance ID card. 

 
Please contact your health insurance plan at the number on your health insurance ID card or the Colorado 
Division of Insurance with questions. 

 
 
    
 
 
 
Patient Name: _____________________________________  DOB: _____________________ 
   (Please print) 
    
 
Signature: _________________________________________  Date: _____________________ 
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