
Patient of Hyperbarxs at Saint Joseph’s, 

Please �nd attached patient forms that you can either �ll out electronically 

or by hand.

A�er �lling out electronically, this form can not be saved. You can print 

these forms and bring to your appointment. Please do not hit the SAVE 

button. If you do this, all your prior information will be lost.

We ask that you arrive 15 minutes early for your appointment if you are 

more then 15 minutes late we will have to reschedule your appointment.

If you have any questions, call Saint Josephs HyperbaRxs at 

678-229-2800.

�ank you.

5665 Peachtree Dunwoody Rd. 
Suite G9,  
Atlanta, GA 30342

678-229-2800
Fax 404-845-9989

Visit our web site at www.Hyperba Rxs.com

HYPERBARIC PHYSICIANS
OF GEORGIA

HMNA10438_181105 Form Pre-letter
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INTAKE DATABASE
Please Print Legibly

Date: ________________________  Date of Birth: ______________________________

Patient Name First: ________________________________MI: _______ Last: _____________________________________________________

Race: ______________________________________________________________________________________________   Male    Female

Referring Physician: __________________________________________________Phone #: _________________________________________

Primary Physician: ___________________________________________________Phone #: _________________________________________ 

Other Physicians: _____________________________________________________________________________________________________ 

Pharmacy: ________________________________________________________Phone #: _________________________________________

Address / Street: _____________________________________________________________________________________________________

 Home Health Agency: _________________________________________________________________________________________________

A
LL

 M
E

D
IC

A
T

IO
N

MEDICATIONS DOSAGE MEDICATIONS DOSAGE

D
R

U
G

 
A

LL
E

R
G

IE
S MEDICATIONS Adverse E�ect

Y
O

U
R

 M
E

D
IC

A
L 

D
IA

G
N

O
S

E
S

CURRENT OR PAST MEDICAL PROBLEMS

Approx. Date Approx. Date

PREVIOUS SURGERIES, OPERATIONS

REQUIRED

HYPERBARIC PHYSICIANS
OF GEORGIA

Your Partners In Healing
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Patient Name:  _______________________________________________________________________DOB __________________________________

What is the location of your pain? _______________________________________ 
___________________________________________________________________

Rate your pain (on a scale of 1�10): 

Current  1  2  3  4  5  6  7  8  9  10

Worse  1  2  3  4  5  6  7  8  9  10

Best  1  2  3  4  5  6  7  8  9  10

Acceptable  1  2  3  4  5  6  7  8  9  10

How would you describe your pain?       Intermittent      Occasional      Continuous

How long have you had this pain? __________________________________________

What is the quality of your pain? 

       Ache      Cramping      Sharp      Dull      Stabbing      Throbbing

What causes an increase in your pain, List all?__________________________  __________________________  _________________________ 

____________________________  ____________________________  ____________________________  ______________________________

What relieves your pain?       Medication      Heat      Relaxation      Elevation      Exercise      Cold      Nothing

What parts of your life are a�ected by pain?       Sleep      Quality of life      Appetite      Emotions      Concentration      Relationship

What is your current pain management plan? ________________________________________________________________________________ 

______________________________________________________________________________________________________________________

What are your goals for pain management? __________________________________________________________________________________ 

______________________________________________________________________________________________________________________

FAMILY AND SOCIAL HISTORY
What is your marital status?       Married     Single      Widow      Widower      Separated      Divorced      Signi�cant other   

What is your current living situation?       With family     Alone      SNF (skilled nursing facility)      Assisted living      Other

Do you have a family member or friend that can assist in your care?        Yes      No

What is/was your primary career? __________________________________________________________________________________________

Are you Retired?        Yes      No

If yes why did you retire? _________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________

How would you describe your current activity level?      Active      Sedentary      Minimal      Restricted

Have you ever smoked?        Yes      No                         How many packs of cigarettes do you smoke a day? ______________________________

What year did you start smoking? _______________________________What year did you stop smoking? _______________________________

How long does it take you to drink a six pack of beer, �fth of liquor, or bottle of wine? 

      Do not drink      Unknown      A day      A week      A month      6 months     A year

What recreational drugs do you use? (check all that apply) 

      None      Marijuana      Methamphetamines      Cocaine      Heroin      LSD      Other _____________________________________

Has your mother passed away?        Yes      No

If yes what was the cause of death of your Mother? ____________________________________________________________________________

Has your father passed away?        Yes      No

If yes what was the cause of death of your Father? ____________________________________________________________________________

Are there any other pertinent diseases that run in your family?    _________________________________  ______________________________ 

____________________________  ____________________________  ____________________________  ______________________________

Mark (X) the area that you are having pain.
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Patient Name:  _______________________________________________________________________DOB __________________________________

REVIEW OF SYSTEMS

CONSTITUTIONAL

Appetite Change Y N Intended Weight Loss Y N Pain Y N 

Chills Y N Lethargy (Decreased Level Of Alertness)Y N Unintended Weight Gain Y N 
Fever Y N Malaise (Fatigue/Tiredness) Y N Unintended Weight Loss Y N 

Insomnia (Unable To Sleep) Y N Night Sweats Y N Weakness Y N 

Intended Weight Gain Y N Obesity Y N 

INTEGUMENTARY (SKIN AND/OR BREAST)

Acne Y N Hx Ulcer Y N Rashes Y N 

Contact Dermatitis (Rash From  
Something Touching Your Skin)

Y N Keloids (Scar Overgrowth) Y N Scars Y N 

Y N Pigment Change Y N 

Dryness Y N Pruritus (Itching) Y N 

ALLERGIC/IMMUNOLOGIC

AIDS Y N Lupus Y N Rheumatoid Arthritis Y N 

Collagen Vascular Disease Y N Pyoderma Gangrenosum Y N Scleroderma Y N 

HIV Y N 

EYES

Blindness Y N Contact Lenses Y N Optic Neuritis Y N 

Blurred Vision Y N Glasses Y N Retinal Detachment Y N 

Cataract Removal Y N Glaucoma Y N 

Cataracts Y N Macular Degeneration Y N 

EARS, NOSE, MOUTH, THROAT

Chronic Sinusitis (Recurrent Sinusitis)Y N Eustachian Tube Problems Y N Mid Ear Implants Y N 

Dentures Y N Hearing Loss Y N Partial Dentures Y N 

Di�culty Swallowing Y N Herpes Simplex (Cold Sores) Y N Sinus Surgery Y N 

Ear Surgery Y N Meniere’s Disease Y N Upper Respiratory Infection (Recent) Y N 

RESPIRATORY

Apnea Y N COPD (Emphysema) Y N SHORTNESS OF BREATH Y N 

Asthma Y N Oxygen Dependence Y N Spontaneous Pneumothorax 
(Lung Collapse) Y N 

Blood Tinged Sputum Y N Pulmonary Fibrosis Y N 

Bronchitis Y N Respiratory Infection Y N Tuberculosis Y N 

Chronic Cough Y N Seasonal Allergies Y N Wear Supplemental Oxygen Y N 

Cold Symptoms Y N Snoring Y N Wheezing Y N 

CARDIOVASCULAR (HEART)

Angina (Chest Pain) Y N Hypotension (Low Blood Pressure) Y N Palpitations Y N 

Arrhythmia (Abnormal Heartbeat) Y N MI (Heart Attack) Y N PND (Have To Sit Up To Catch Your Breath  
               When Sleeping) Y N 

Chest Pain Y N Murmur Y N 

CHF (Heart Failure) Y N Orthopnea (Di�culty Breathing When Lying 
Flat On Your Back) Y N 

Shortness of Breath with Exertion Y N 

De�brillator Y N 

Hypertension (Elevated Blood Pressure)Y N Pacemaker Y N 

CARDIOVASCULAR (Peripheral)

Arterial Surgery Y N Leg Swelling Y N Varicose Veins Y N 

Claudication (Pain with Exercise/Walking)Y N Necrosis/Gangrene Y N Vein Surgery Y N 

DVT (Blood Clot in Leg) Y N Rest Pain Y N 
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Patient Name:  _______________________________________________________________________DOB __________________________________

GASTROINTESTINAL

Acid Re�ux Y N Cirrhosis of Liver Y N Liver Disease Y N 

Anorexia Y N Constipation Y N Malnutrition Y N 

Ascites Y N Diarrhea Y N Vomiting Y N 

Blood In Stools Y N Dysphagia (Di�culty Swallowing) Y N Nausea Y N 

Bowel Incontinence Y N Hepatitis Y N Obesity Y N 

Bulimia Y N Hiatal Hernia Y N Stomach Ulcers Y N 

Change In Appetite Y N Jaundice Y N Colostomy (Colon Pouch) Y N 

GENITOURINARY

Chronic Renal Insu�ciency Y N Foley Catheter Y N Nocturia (Waking up to Urinate) Y N 

Cystostomy Y N Hemodialysis Y N Peritoneal Dialysis Y N 

Dysuria (Pain with Urination) Y N Intermittent Catheter Y N Suprapubic Catheter Y N 

ESRD (Renal Failure) Y N Kidney Transplant Y N Urinary Frequency Y N 

MUSCULOSKELETAL

Alteration of Gait Y N Joint Sti�ness Y N Painful Nails Y N 

Arthritis Y N Joint Swelling Y N Previous Fracture Y N 

Changes in Feet Y N Muscle Wasting Y N Previous Amputation Y N 

Charcot Y N Myalgias (Muscle Pain) Y N 

NEUROLOGICAL

Dizziness Y N Paraplegia Y N Stroke (CVA) Y N 

Focal Headaches Y N Parkinson’s Disease Y N Syncope (Passing Out) Y N 

Migraine Y N Quadriplegia Y N TIA (Mini Strokes) Y N 

Muscular Dystrophy Y N Seizures Y N Weakness Y N 

Neuropathy Y N Spinal Cord Injury Y N 

ENDOCRINE

Addison's Disease Y N Hyperglycemia (High Blood Sugar) Y N Hypothyroidism Y N 

Cushing’s Disease Y N Hyperthyroidism Y N Thyroid Disease Y N 

Diabetes Y N Hypoglycemia (Low Blood Sugar) Y N 

LYMPHATIC/HEMATOLOGIC

Bleeding Disorder Y N Hypercoaguable (Clotting Disorder) Y N 

Bruising Y N Lymphedema Y N 

PSYCHIATRIC

Anxiety Y N Depression Y N Psychosis Y N 

Bipolar Y N Impaired Judgment Y N PTSD (Post Tramatic Stress Disorder)Y N 

Claustrophobia (Fear of Closed Spaces)Y N Memory Loss Y N 

Dementia/Alzheimers Y N Panic Attacks Y N 
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5665 Peachtree Dunwoody Road, Suite G9, Atlanta, GA 30342 
678-229-2800 • www.HyperbaRxs.com

HYPERBARIC PHYSICIANS
OF GEORGIA

HYPERBARIC 

Asthma Y N Ear Surgery Y N Recent High Fevers Y N 

Cancer History Y N Optic Neuritis Y N Seizures Y N 

Cataract Removal Y N Previous Hyperbaric Treatment Y N Spontaneous Pneumothorax  
(Lung Collapse) Y N 

Cataracts Y N Recent Administration of:

Chronic Sinusitis Y N      1.  Cisplatinum Y N Steroid Use Y N 

Congenital Spherocytosis Y N      2.  Adriamycin Y N Thoracic Surgery Y N 

COPD/Emphysema Y N      3.  Bleomycin Y N 

I certify that the information I have given today is to the best of my ability and as fully and accurately as possible. I will notify the 
doctor/sta� to any changes or additions at subsequent visits.

 ___________________________________________________________________________________ __________________________________
Signature of Patient/Parent/Guardian or Authorized Representative  Date 
(Guardian or authorized representative must attach documentation of such status.)

 _____________________________________________________________________________________  __________________________________
Printed Name of Authorized Representative  Relationship/Capacity to Patient

 _________________________________________________________________________________________________________________________
Address of Authorized Representative  (Street)

 _________________________________________________________________________________________________________________________
Address of Authorized Representative (City, State, Zip)

 __________________________________________________________  ____________________________________________________________
Cell Phone Number of Authorized Representative   Home Phone Number of Authorized Representative

Patient Name:  _______________________________________________________________________DOB __________________________________

Your Partners In Healing



PATIENT ACKNOWLEDGMENT FORM

HYPERBARIC PHYSICIANS
OF GEORGIA5665 Peachtree Dunwoody Road, Suite G9, Atlanta, GA  30342

678-229-2800 • www.HyperbaRXs.com

HMNA10058-161219 Patient Acknowledge Form © 2016 Hyperbarxs, Inc.2

My signature below indicates that I have been given the chance to review a current copy of Hyperbaric Physicians of Georgia 
and this Facility’s “Notice of Privacy Practices”.

 _______________________________________________________________  __________________________  ____________
Signature of Patient/Parent/Guardian or Authorized Representative                                                                         Date and Time 
(Guardian or authorized representative must attach documentation of such status.)

 _________________________________________________________________  __________________________________________ 
Printed Name of Authorized Representative                                                                                                                                    Relationship/Capacity to Patient

 ___________________________________________________________________________________________________________________________ 
Address and Telephone Number Of Authorized Representative

I understand that Hyperbaric Physicians of Georgia and this Facility may 
use and disclose the patient’s personal health information to help provide 
health care to the patient, to handle billing and payment, and to take care 
of other health care operations. In general, there will be no other uses 
and disclosures of this information unless I permit it. I understand that 
sometimes the law may require the release of this information without my 
permission. These situations are very unusual. (One example would be if a 
patient threatened to hurt someone.)

Hyperbaric Physicians of Georgia and this Facility have a detailed document 
called the “Notice of Privacy Practices”. It contains more information about 
the policies and practices protecting the patient’s privacy and is available 
to all patients. I understand that I have the right to read the “Notice of 
Privacy Practices” before signing this Acknowledgment.

Hyperbaric Physicians of Georgia and this Facility may update this 
Acknowledgment and “Notice of Privacy Practices”. If I ask, Hyperbaric 
Physicians of Georgia or this Facility will provide me with the most current 
“Notice of Privacy Practices”.  

Within the “Notice of Privacy Practices” is contained a complete description 
of my privacy/con�dentiality rights. These rights include, but aren’t limited 
to, access to my medical records, restrictions on certain uses; receiving an 
accounting of disclosures as required by law; and requesting communication 
by speci�ed methods of communications or alternative location.

Hyperbaric Physicians of Georgia and this Facility have established 
procedures which help them meet their obligations to patients. 
These procedures may include other signature requirements, written 
acknowledgments, and authorizations; reasonable time frames for 
requesting information; charges for copies and non-routine information 
needs, etc. I will assist Hyperbaric Physicians of Georgia and this Facility 
by following these procedures if I choose to exercise any of my rights 
described in the “Notice of Privacy Practices”. 

I understand that the patient’s 
health information is private and 
con�dential. I understand that 
Hyperbaric Physicians of Georgia 
and this Facility work very hard 
to protect the patient’s privacy 
and preserve the con�dentiality 
of the patient’s personal health 
information.

_______________________________________________________
Printed Name

_______________________________________________________
Date of Birth

 AM

 PM

Your Partners In Healing



HMNA10392_180910 Patient Communication          Saint Joseph Hyperbarxs

As provided by Privacy Rule Section 164.522(b), I hereby request 
that the Practice make all communications to me by the alternative 
means that I have listed below.

Home Number:  _________________________________________________________
 Ok to leave message with detailed information
 Leave message with call back numbers only

Cell Number:  ___________________________________________________________
 Ok to leave message with detailed information
 Leave message with call back numbers only
 Leave TEXT message with call back numbers only

Work Telephone:  ________________________________________________________
 Ok to leave message with detailed information
 Leave message with call back numbers only
 NEVER CALL AT WORK

Fax Communication:  _____________________________________________________
 Ok to fax at the number listed above

Email:  (PRINT)____________________________________________________________________________________________
 Ok to email detailed information

Many of our patients allow family members such as their spouse, parents or others to call and request medical or billing  
information. Under the requirements of HIPAA, we are not allowed to give this information to anyone without the patients 
consent. If you wish to have your medical or billing information released to family members, you must sign this form.  
Signing this form will give us permission to provide information only to those people listed below.

I authorize Hyperbaric Physicians of Georgia and this facility to release my information to the following individual(s):

Name / Phone Number Relationship Options (Check all that apply)

  Billing information 
  Appointment information 
  Medical/Health information

  Billing information 
  Appointment information 
  Medical/Health information

This request surpasses any prior request for communication of information I may have made and will remain in e�ect until 
written noti�cation from the patient and/or responsible party. 

 ________________________________________________________________________  _______________________
Signature of Patient/Parent/Guardian or Authorized Representative                                                                    Date 

 __________________________________________________________________________  ________________________
Name of Patient/Name of Authorized Representative   (Print)                                                                                  Relationship to Patient

COMMUNICATING WITH YOU

HYPERBARIC PHYSICIANS
OF GEORGIA5665 Peachtree Dunwoody Road, 

Suite G9, Atlanta, GA  30342
678-229-2800 
www.HyperbaRxs.com
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Your Partners In Healing



PATIENT INFORMATION SHEET
Please Print

HYPERBARIC PHYSICIANS
OF GEORGIA

HMNA10393_180910 Patient Information

I do hereby assign all medical and/or surgical bene�ts to which I am entitled, including all government and private 
insurance plans, to this o�ce. This assignment will remain in e�ect until revoked by me in writing. I understand I am 
responsible for all charges not paid by my insurance. I authorize this o�ce to secure payment. 

I authorize consultative services and related treatment by HYPERBARIC PHYSICIANS OF GEORGIA, this FACILITY, and its 
agents along with the release of any necessary medical information needed in my care, or in the processing of medical 
claims to HYPERBARIC PHYSICIANS OF GEORGIA, this FACILITY, and its agents. I also assign the payment of medical bene�ts 
for the care and services provided to HYPERBARIC PHYSICIANS OF GEORGIA, this FACILITY, and its agents.

I certify that the information provided is true and correct to the best of my knowledge. I will notify HYPERBARIC PHYSICIANS 
OF GEORGIA and this FACILITY of any changes in the above information immediately.

4

Patient Name:  _____________________________________________________________Date of Birth: __________________________

Age ________Social Security#:  ____________________________________Race ____________________________________________ 

   Married     Single      Widow      Widower      Separated      Divorced      Signi�cant other           I               Male    Female

Address: ______________________________________________ City: _______________________State: ____  Zip: ________________

Phone#: ______________________________________________ Cell Phone#: _______________________________________________

Email: ___________________________________________________________________________________________________________

Patient’s Employer: _____________________________________  Employer Phone#:  _________________________________________

Emergency Contact: _____________________________Phone#: _________________________________Relation: ________________

Primary Physician: _________________________________________________Phone#: ________________________________________

Referring Physician: _______________________________________________Phone#: ________________________________________
    Check if same as above

Primary Insurance: _____________________________________ Secondary Insurance: ________________________________________ 

ID #: _________________________Group #: ________________ ID #: ______________________________Group #: ________________

Workman’s  
Compensation 
Case Manager: ____________________________________________________Phone#: ________________________________________

Name of Responsible Party:  _______________________________________________________________Relation: ________________
(If Not Patient, Print Name of Guarantor)

 _______________________________________________________________________________________________________________________
Signature of Patient/Parent/Guardian or Authorized Representative                                                                         Date 
(Guardian or authorized representative must attach documentation of such status.)

 _______________________________________________________________________________________________________________________
Printed Name of Authorized Representative                                                                                                                                  Relationship/Capacity to Patient

 _______________________________________________________________________________________________________________________
Address and Telephone Number of Authorized Representative
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Your Partners In Healing



We realize the wound care and/or hyperbaric oxygen therapy you will 

be receiving may be a new experience for you and your family. These 

specialized treatments often require signi�cant �nancial resources which 

can vary among di�erent insurance company plans. This brochure is 

intended to explain the �nancial resources you have available so you can 

better understand and plan your �nancial responsibility. 

PATIENT GUIDE TO INSURANCE COVERAGE  
IMPORTANT FINANCIAL INFORMATION

Insurance Precerti�cation and Financial Procedures

Once your physician prescribes wound care and/or hyperbaric oxygen 
therapy, your insurance company requires us to contact them to 
determine if your treatment is covered with your diagnosis as well as 
verify your personal �nancial responsibility for the treatment.  

Generally, it takes at least 3 business days, and sometimes as long as 7 
business days, to complete the insurance veri�cation process. There are 
di�erent types of personal �nancial responsibility that you may have 
based on your individual insurance plan. The most common types are 
outlined below: 

Deductible  -  this is the amount you must pay before your insurance 
company will start paying for any services. This is usually a �xed 
dollar amount.

Co-Payment  -  this is a speci�c amount ($5-$100) that you pay for 
speci�c services, such as doctor’s o�ce or emergency room visits.  
Co-payments are due at the time of service.

Coinsurance  -  this is the percentage of the medical cost you are 
responsible to pay. This percentage may apply to all or speci�c 
services until you reach a certain out-of-pocket amount. (10% - 60% 
owed by the patient.) This coinsurance amount may be collected 
per treatment based on an estimate of your services.

Out-of-Pocket  -  this is the �at dollar amount you are required to pay 
before your insurance pays 100% of the cost of your care. This amount 
is not reimbursed by your insurance company. This amount will accrue 
based on the Coinsurance % of your plan. Example: If a patient’s out-
of-pocket maximum is $4,000 and the patient has paid $4,000 out of 
their pocket, the patient no longer pays a coinsurance amount.   

Your Partners In Healing
HYPERBARIC PHYSICIANS

OF GEORGIA

Your personal �nancial responsibility 

for treatment, such as a deductible, 

coinsurance, out-of-pocket and/or  

co-payments, has been provided to  

us by your insurance company as part 

of the coverage veri�cation process.

BILLING SPECIALIST
(Phone) 770-422-0517
(Fax) 678-638-7015

5665 Peachtree Dunwoody Road, Suite G9, Atlanta, GA  30342
(Phone)  770-422-0517, ext. 801 • www.HyperbaRxs.com

HMNA10457_181126 Patient’s Guide Insurance



NEED HELP?
Your insurance/billing questions 
and concerns can be discussed 
with a Billing Specialist assigned 
to the center where you received 
treatment.  Contact your Billing 
Specialist, indicated below, for 
assistance during our normal 
business hours, Monday through 
Friday, 8:00 am - 4:00 pm. 

Insurance Disclaimer

“A quote of bene�ts and/

or authorization does not 

guarantee payment or verify 

eligibility. Payment of bene�ts 

are subject to all terms, 

conditions, limitations, and 

exclusions of the member’s 

contract at time of service”

Patient Insurance Coverage Worksheet

You will receive 2 bills for services rendered: 

1) From the physician, Hyperbaric Physicians of Georgia.
2) From HyperbaRxs of Saint Joseph’s where you are treated.

Patient Name: _____________________________________________________________

Insurance Carrier/ID: ________________________________________________________

Deductible: $ ______________________ Coinsurance: ___________________________

Out-of-Pocket maximum: $ ______________________

Co-Payments:  $ _______________For wound care visit (Physician)*

$ _______________For wound care visit (Facility)

$ _______________For Hyperbaric Therapy (Physician Component) -99183 

$ _______________For Hyperbaric Therapy (Technical Component) -G0277

* Visit co-payments are for initial consultations, wound care, and re-evaluation
(every 10 HBO treatments)

ALL BENEFIT AMOUNTS INDICATED ON THIS WORKSHEET ARE SUBJECT TO CHANGE,         
 BASED ON YOUR INSURANCE COMPANY’S PAYMENT

Completed by: 

___________________________________________________________________________________
Printed Name

___________________________________________________________________________________
Signature                                                                                                                                           Date 

• • •  PATIENT ACKNOWLEDGMENT  • • •
The undersigned has read this “Patient Guide to Insurance Coverage” worksheet, and understands  

the information presented and/or explained.

___________________________________________________________________________________
Signature of Patient/Parent/Guardian Date 
(Guardian or authorized representative must attach documentation of such status.)

___________________________________________________________________________
Printed Name of Authorized Representative Date

NEED HELP?
Your insurance/billing questions 
and concerns can be discussed 
with a Billing Specialist assigned 
to the center where you received 
treatment.  Contact your Billing 
Specialist, indicated below, for 
assistance during our normal 
business hours, Monday through 
Friday, 8:00 am - 4:00 pm. 

HMNA10457_181126 Patient’s Guide Insurance

BILLING SPECIALIST 

HyperbaRxs at Saint Joseph’s
5665 Peachtree Dunwoody Road, 
Suite G9
Atlanta, GA  30342

(Phone) 770-422-0517
(Fax) 678-638-7015
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AGREEMENT OF FINANCIAL RESPONSIBILITY

We are pleased to have the opportunity to provide medical services to you. We are committed to providing 
�T�X�D�O�L�W�\���F�D�U�H���D�Q�G���V�H�U�Y�L�F�H���W�R���D�O�O���R�I���R�X�U���S�D�W�L�H�Q�W�V�����7�K�H���I�R�O�O�R�Z�L�Q�J���L�V���D���V�W�D�W�H�P�H�Q�W���R�I���R�X�U���¿�Q�D�Q�F�L�D�O���S�R�O�L�F�\�����Z�K�L�F�K���Z�H��
require that you read and agree to before to any treatment.

• Please understand that payment of your bill is considered part of your treatment. Fees are payable when 
�V�H�U�Y�L�F�H�V���D�U�H���U�H�Q�G�H�U�H�G�����:�H���D�F�F�H�S�W���F�D�V�K�����F�K�H�F�N�����F�U�H�G�L�W���F�D�U�G�V�����D�Q�G���S�U�H���D�S�S�U�R�Y�H�G���L�Q�V�X�U�D�Q�F�H���I�R�U���Z�K�L�F�K���Z�H���D�U�H�� 
a contracted provider.

• �$�O�O���S�U�R�F�H�G�X�U�H�V�����Y�L�V�L�W�V�����G�U�H�V�V�L�Q�J���F�K�D�Q�J�H�V�����G�L�D�J�Q�R�V�W�L�F���W�H�V�W�����D�Q�G���I�D�F�L�O�L�W�\���F�K�D�U�J�H�V���Z�L�O�O���E�H���¿�O�H�G���Z�L�W�K���\�R�X�U�� 
insurance company. 

YOU WILL RECEIVE (2) BILLS FOR SERVICES RENDERED:

From the Physician:  With Hyperbaric Physicians of Georgia.

From the Facility:  Where You Receive Treatment (Listed at The Top of This Form)  
  

•���<�R�X���Z�L�O�O���E�H���¿�Q�D�Q�F�L�D�O�O�\���O�L�D�E�O�H���I�R�U���D�Q�\���E�D�O�D�Q�F�H�V���G�H�H�P�H�G���S�D�W�L�H�Q�W���U�H�V�S�R�Q�V�L�E�L�O�L�W�\���E�\���\�R�X�U���L�Q�V�X�U�D�Q�F�H���F�R�P�S�D�Q�\���� 
�7�K�L�V���L�Q�F�O�X�G�H�V���G�H�G�X�F�W�L�E�O�H�V�����F�R�L�Q�V�X�U�D�Q�F�H�����D�Q�G���F�R�S�D�\�V��

• �,�W���L�V���\�R�X�U���U�H�V�S�R�Q�V�L�E�L�O�L�W�\���W�R���N�Q�R�Z���\�R�X�U���R�Z�Q���L�Q�V�X�U�D�Q�F�H���F�R�Y�H�U�D�J�H�����L�Q�F�O�X�G�L�Q�J���Z�K�H�W�K�H�U���Z�H���D�U�H���D���F�R�Q�W�U�D�F�W�H�G��
�S�U�R�Y�L�G�H�U���Z�L�W�K���\�R�X�U���L�Q�V�X�U�D�Q�F�H���F�R�P�S�D�Q�\�����\�R�X�U���F�R�Y�H�U�H�G���E�H�Q�H�¿�W�V���D�Q�G���D�Q�\���H�[�F�O�X�V�L�R�Q�V���L�Q���\�R�X�U���L�Q�V�X�U�D�Q�F�H��
�S�R�O�L�F�\���D�Q�G���D�Q�\���S�U�H���D�X�W�K�R�U�L�]�D�W�L�R�Q���U�H�T�X�L�U�H�P�H�Q�W�V���R�I���\�R�X�U���L�Q�V�X�U�D�Q�F�H���F�R�P�S�D�Q�\����

• �:�H���Z�L�O�O���F�K�H�F�N���\�R�X�U���H�O�L�J�L�E�L�O�L�W�\���Z�L�W�K���\�R�X�U���L�Q�V�X�U�H�U�����:�H���Z�L�O�O���R�E�W�D�L�Q���D�X�W�K�R�U�L�]�D�W�L�R�Q���I�R�U���W�U�H�D�W�P�H�Q�W���I�U�R�P���\�R�X�U��
�L�Q�V�X�U�D�Q�F�H���F�R�P�S�D�Q�\���Z�K�H�Q���U�H�T�X�L�U�H�G�����,�W���Z�L�O�O���E�H���\�R�X�U���U�H�V�S�R�Q�V�L�E�L�O�L�W�\���W�R���P�D�L�Q�W�D�L�Q���E�H�Q�H�¿�W�V���W�K�U�R�X�J�K�R�X�W���\�R�X�U��
�W�U�H�D�W�P�H�Q�W�����3�O�H�D�V�H���E�H���D�G�Y�L�V�H�G���W�K�D�W���H�Y�H�Q���Z�L�W�K���S�U�H���D�X�W�K�R�U�L�]�D�W�L�R�Q�����S�D�\�P�H�Q�W���R�I���E�H�Q�H�¿�W�V���E�\���\�R�X�U���L�Q�V�X�U�D�Q�F�H��
company is not a guarantee. It is your responsibility to provide current and accurate insurance 
�L�Q�I�R�U�P�D�W�L�R�Q�����L�Q�F�O�X�G�L�Q�J���D�Q�\���X�S�G�D�W�H�V���R�U���F�K�D�Q�J�H�V���L�Q���F�R�Y�H�U�D�J�H�����6�K�R�X�O�G���\�R�X���I�D�L�O���W�R���S�U�R�Y�L�G�H���W�K�L�V���L�Q�I�R�U�P�D�W�L�R�Q����
�\�R�X���Z�L�O�O���E�H���¿�Q�D�Q�F�L�D�O�O�\���U�H�V�S�R�Q�V�L�E�O�H��

• �3�O�H�D�V�H���X�Q�G�H�U�V�W�D�Q�G���V�R�P�H���L�Q�V�X�U�D�Q�F�H���F�R�Y�H�U�D�J�H���K�D�Y�H���2�X�W���R�I���1�H�W�Z�R�U�N���E�H�Q�H�¿�W�V���W�K�D�W���K�D�Y�H���F�R���L�Q�V�X�U�D�Q�F�H��
�F�K�D�U�J�H�V�����K�L�J�K�H�U���F�R���S�D�\�P�H�Q�W�V�����D�Q�G���O�L�P�L�W�H�G���D�Q�Q�X�D�O���E�H�Q�H�¿�W�V�����,�I���\�R�X���U�H�F�H�L�Y�H���V�H�U�Y�L�F�H�V���W�K�D�W���D�U�H���S�D�U�W���R�I���D�Q�� 
�2�X�W���R�I���1�H�W�Z�R�U�N���E�H�Q�H�¿�W�����\�R�X�U���S�R�U�W�L�R�Q���R�I���¿�Q�D�Q�F�L�D�O���U�H�V�S�R�Q�V�L�E�L�O�L�W�\���P�D�\���E�H���K�L�J�K�H�U���W�K�D�Q���W�K�H���,�Q���1�H�W�Z�R�U�N���U�D�W�H��

�,���K�D�Y�H���U�H�D�G���W�K�H���¿�Q�D�Q�F�L�D�O���S�R�O�L�F�L�H�V���R�X�W�O�L�Q�H�G���D�E�R�Y�H�����D�Q�G���P�\���V�L�J�Q�D�W�X�U�H���E�H�O�R�Z���V�H�U�Y�H�V���D�V���D�Q���D�F�N�Q�R�Z�O�H�G�J�P�H�Q�W��
�R�I���D���F�O�H�D�U���X�Q�G�H�U�V�W�D�W�L�Q�J���R�I���P�\���¿�Q�D�Q�F�L�D�O���U�H�V�S�R�Q�V�L�E�L�O�L�W�\�����,���X�Q�G�H�U�V�W�D�Q�G���W�K�D�W���L�I���P�\���L�Q�V�X�U�D�Q�F�H���F�R�P�S�D�Q�\���G�H�Q�L�H�V��
�F�R�Y�H�U�D�J�H���D�Q�G���R�U���S�D�\�P�H�Q�W���I�R�U���V�H�U�Y�L�F�H�V���S�U�R�Y�L�G�H�G���W�R���P�H�����,���D�V�V�X�P�H���¿�Q�D�Q�F�L�D�O���U�H�V�S�R�Q�V�L�E�L�O�L�W�\���D�Q�G���Z�L�O�O���S�D�\���D�O�O���V�X�F�K��
charges in full.

__________________________________________________________ ______________________ 
�6�L�J�Q�D�W�X�U�H���R�I���3�D�W�L�H�Q�W���5�H�V�S�R�Q�V�L�E�O�H���3�D�U�W�\�������������������������� �� �� �� �� �� ���'�D�W�H

__________________________________________________________ ______________________ 
���3�U�L�Q�W���3�D�W�L�H�Q�W���5�H�V�S�R�Q�V�L�E�O�H���3�D�U�W�\�������������� �� �� �� �� �� �������������������������������������5�H�O�D�W�L�R�Q�V�K�L�S���W�R���3�D�W�L�H�Q�W
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