




OFFICE USE ONLY

DR. JOY A. LOCKNER DIAG. CODE

PATIENT INFORMATION (Please Print Clearly)

         MINOR                         SINGLE                         MARRIED                         DIVORCED                          WIDOWED                        SEPARATED

NAME: SSN:
                                     FIRST                                       M.I.                                              LAST

BIRTHDATE:             /             /          MALE              FEMALE               HOME PHONE: MOBILE PHONE:

ADDRESS: CITY: STATE: ZIP CODE:

EMAIL ADDRESS:

PATIENT'S EMPLOYER (PARENTS, IF MINOR): WORK PHONE:

WORK ADDRESS: CITY: STATE: ZIP CODE:

SCHOOL/COLLEGE, IF PATIENT IS A STUDENT: CITY: STATE:

NAME OF SPOUSE (IF APPLICABLE): SPOUSES EMPLOYER'S PHONE:

CONTACT IN CASE OF AN EMERGENCY?: PHONE:

HOW WERE YOU REFERRED TO OUR OFFICE?: (IF FROM INTERNET PLEASE INDICATE WEBSITE) 

RESPONSIBLE PARTY
PERSON RESPONSIBLE FOR ACCOUNT: RELATIONSHIP TO PATIENT:

ADDRESS: CITY: STATE: ZIP CODE:

EMPLOYER : WORK PHONE:

DRIVER'S LICENSE #: BIRTHDATE:               /             /                              HOME PHONE:

WORK ADDRESS: CITY: STATE: ZIP CODE:

INSURANCE INFORMATION - PRIMARY
NAME OF INSURED: RELATIONSHIP TO PATIENT:

SSN: BIRTHDATE:              /             /                 WORK PHONE:

EMPLOYER : DATE EMPLOYED:              /             /             

WORK ADDRESS: CITY: STATE: ZIP CODE:

INSURANCE COMPANY: INS. PHONE #:

INS. CO. ADDRESS: CITY: STATE: ZIP CODE:

INSURED'S ID#: INSURED'S GROUP #:

HOW MUCH IS YOUR DEDUCTIBLE?: AMOUNT USED:                                    MAXIMUM ANNUAL BENEFIT:

CO-PAYMENT AMOUNT:                                           CO-INSURANCE %: IS PREAUTHORIZATION REQUIRED?:          YES                 NO

INSURANCE INFORMATION - SECONDARY       (If Applicable)

NAME OF INSURED: RELATIONSHIP TO PATIENT:

SSN: BIRTHDATE:              /             /                 WORK PHONE:

EMPLOYER : DATE EMPLOYED:              /             /             

WORK ADDRESS: CITY: STATE: ZIP CODE:

INSURANCE COMPANY: INS. PHONE #:

INS. CO. ADDRESS: CITY: STATE: ZIP CODE:

INSURED'S ID#: INSURED'S GROUP #:

HOW MUCH IS YOUR DEDUCTIBLE?: AMOUNT USED:                                    MAXIMUM ANNUAL BENEFIT:

CO-PAYMENT AMOUNT:                                           CO-INSURANCE %: IS PREAUTHORIZATION REQUIRED?:          YES                 NO



BILLING POLICIES/LATE CHARGES

1) BY SIGNING THIS, YOU ARE CONSENTING TO TREATMENT PROVIDED BY ___________________________ (PROVDER ).  YOU MAY TERMINATE

TREATMENT AT ANY TIME WITHOUT PENALTY.  ANY CONCERNS REGARDING TREATMENT SHOULD BE DISCUSSED WITH THE PROVIDER.

2) FORTY-EIGHT (48) HOURS NOTICE OF CANCELLATION OF A SCHEDULED APPOINTMENT IS REQUIRED.  IF CANCELLATION IS MADE

AFTER THIS TIME IT WILL BE CONSIDERED A "FAILED APPOINTMENT" AND YOU WILL BE CHARGED FOR THE FULL SESSION TIME RESERVED

FOR YOU.  IN THE CASE OF AN EMERGENCY, DEATH IN THE FAMILY, HOSPITALIZATION, ILLNESS, ETC., PLEASE SPEAK WITH YOUR PROVIDER

REGARDING PAYMENT.  IT IS UNDERSTOOD THAT TIME HAS BEEN RESERVED FOR YOU AND THE LACK OF ADEQUATE NOTICE PREVENTS

SUFFICIENT TIME TO SCHEDULE OTHER PATIENTS WHO MAY BE IN NEED.  IT IS ALSO UNDERSTOOD THAT YOUR INSURANCE COMPANY

WILL NOT PAY FOR A FAILED APPOINTMENT AND THAT YOU WILL BE RESPONSIBLE FOR THE FULL FEE.

3) THE UNDERSIGNED AGREES THAT IN CONSIDERATION OF THE SERVICES TO BE RENDERED TO THE PATIENT HE/SHE AGREES TO PAY THE

PROVIDER  IN ACCORDANCE WITH THE TERMS OUTLINED AND AT THE PROVIDER'S CURRENT RATES.  CHANGES TO RATES WILL OCCUR

FROM TIME TO TIME AND WILL BE POSTED PRIOR TO THE EFFECTIVE DATE OF THE RATE CHANGE.

4) PAYMENT IS EXPECTED AT THE TIME OF SERVICE.  IF USING INSURANCE BENEFITS, IT IS YOUR RESPONSIBILITY TO CONTACT YOUR

INSURANCE CARRIER TO DETERMINE YOUR PORTION DUE.  YOUR BALANCE DUE IS YOUR FULL RESPONSIBILITY.  YOUR PROVIDER REMITS

CLAIMS AND ACCEPTS PAYMENTS FROM INSURANCE COMPANIES AS A COURTESY ONLY (FOR ALL NON-CONTRACTED CARRIERS).

5) SHOULD THE ACCOUNT BE REFERRED TO AN AGENCY OR ATTORNEY FOR COLLECTION, THE UNDERSIGNED WILL PAY REASONABLE

ATTORNEY'S FEES AND COLLECTION EXPENSE.  THE UNDERSIGNED SHALL ALSO BE RESPONSIBLE FOR ALL INTEREST, AFTER 60 DAYS, AT

THE RATE OF 1.5%  MONTHLY (18.0% ANNUAL) OF THE UNPAID MONTHLY BALANCE.

6) IF FAILURE TO COMPLY WITH THESE OBLIGATIONS, EACH CONSENTS TO THE DISCLOSURE OF THEIR IDENTITY AND OTHER NECESSARY

INFORMATION RELATING TO SERVICES RENDERED TO THE PATIENT, BY THE PROVIDER, TO ANY THIRD PARTIES, INCLUDING COLLECTION

AGENCIES AND/OR LEGAL REPRESENTATIVES FOR THE PURPOSE OF ENFORCING THE PATIENT'S OR GUARANTOR'S OBLIGATIONS TO THE

PROVIDER.  SUCH DISCLOSURE OR REDISCLOSURE SHALL NOT BE DEEMED TO BE A BREACH OF THE PATIENT'S CONFIDENTIALITY BY THE

PROVIDER. 

SIGNATURE

I HAVE READ AND UNDERSTOOD THE ABOVE INFORMATION AND AGREE TO THESE CONDITIONS.

x DATE:             /             /

                                                   SIGNATURE OF PATIENT, OR GUARDIAN IF MINOR

AUTHORIZATION AND RELEASE

                         I AUTHORIZE  _____________________________ (PROVIDER ), IT'S AGENTS OR ASSIGNS, TO RELEASE ANY INFORMATION OF THE

PATIENT, INCLUDING DIAGNOSIS AND RECORDS OF ANY TREATMENT OR EXAMINATION RENDERED,  DURING THE PERIOD OF SUCH CARE, TO

THE PROVIDER'S EMPLOYEES OR CONTRACTORS, THIRD PARTY BILLING AGENTS, THIRD PARTY PAYOR'S, OR OTHER SUCH PARTIES

NECESSARY FOR THE PURPOSE OF CLAIMS PROCESSING AND OBTAINING PAYMENT FOR SERVICES RENDERED TO THE PATIENT.

                         I AUTHORIZE AND REQUEST THAT MY INSURANCE COMPANY PAY DIRECTLY TO  ____________________________ (PROVIDER )

INSURANCE BENEFITS OTHERWISE PAYABLE TO ME.  I FURTHER ACKNOWLEDGE AND AGREE THAT MY SIGNATURE AUTHORIZES THE PROVIDER,

OR THE PROVIDER'S EMPLOYEES OR AGENTS, TO SUBMIT CLAIMS AND OTHER REQUESTS FOR PAYMENT ON MY BEHALF OR MY DEPENDENTS.

                         I UNDERSTAND THAT MY INSURANCE CARRIER MAY PAY LESS THAN THE ACTUAL BILL FOR SERVICES.  I AGREE TO BE FULLY

RESPONSIBLE FOR PAYMENT OF ALL SERVICES RENDERED ON MY BEHALF OR MY DEPENDENTS.

x DATE:             /             /

                                                   SIGNATURE OF PATIENT, OR GUARDIAN IF MINOR

Dr. Joy A. Lockner

Dr. Joy A. Lockner

Dr. Joy A. Lockner



1305 Remington Road, Suite T
Schaumburg, IL 60193
(847) 686-0023   Fax (847) 519-9089

Dr. Joy A. Lockner

Patient Instructions

Please complete by signing and dating the Patient's Acknowledgement section
below.  Retain the NOTICE OF PRIVACY POLICY for your records.

RETURN ONLY THIS PAGE TO OUR OFFICE

Patient's Acknowledgement

I hereby acknowledge that I have been provided with the practice's NOTICE OF
PRIVACY POLICY and that I have read and fully understand the notice.  I have
been provided the opportunity to ask questions about the notice and my questions
have been answered to my satisfaction.

__________________________________________________
Patient Name

__________________________________________________ ____________
Signature of Patient (or Legal Guardian/Representative)  Date   

__________________________________________________
Witness Name

__________________________________________________ ____________
Signature of Witness Date

_________________
Notice Effective Date (See Page 1)



                   
 
 

 
 

1305 Remington Road, Suite T 
Schaumburg, IL 60193 
(847) 686-0023    Fax (847) 519-9089 
DrLockner@aol.com 
www.DrJoyLockner.com 

Dr. Joy A. Lockner 

 
 
 
 

Thank you for being our patient 
 
 

In order to give you a better understanding of our services & procedures, we would like 
to provide you with the following information. 
 
- An hour session is based on a "clinical hour" in accordance with the Healthcare & 
Insurance industry.  A clinical hour is between 45-50 minutes. 
 
- Dr. Lockner sometimes uses an outside billing service.  If, however, you should have 
any questions regarding your statement, please contact Dr. Lockner.  If she is unable to 
assist you, she will contact the billing service directly. 
 
- If you should change insurance carriers or have any other changes to your insurance, it 
is important that your clinician is notified of this change promptly & that your new 
insurance information is provided.  Also, a copy (front & back) of your new or revised 
insurance card should be provided to our office promptly. 
 
- We try to be understanding of our patient's busy schedules and lifestyles.  Please note, 
however, that your clinician must receive (48) hours notice of cancellation or 
appointment change.  Please understand that this time has been reserved for you.  The 
lack of adequate notice prevents sufficient time to schedule other patients in need.  Notice 
within (48) hours will be considered a "Failed" appointment.  Failed appointments are not 
eligible for insurance benefits and you will be responsible for payment in full.  Please 
discuss emergency situations with your clinician directly. 
 
- Your appointment time slot has been reserved for you.  If you arrive to your 
appointment late, please understand that your full session time generally cannot be 
provided. Abiding to the set schedule as arranged prevents disturbance to following 
appointments. 
 
- Our office accepts payments from insurance companies as a courtesy to our patients.  
Please note that you are fully responsible for all charges and it is your responsibility to 
contact your insurance company to verify benefits, eligibility & coverage. 
 
- Co-payments are due at the time of service.  It is your responsibility to contact your 
insurance company to determine your portion due.  Any amount due at the time of service 
is expected to be paid.  Self payers (patients without insurance or not utilizing insurance) 
are responsible for paying their full session fee at the time of service.  


