
John P. Bursell, MD 
Daniel R. Harrah, MD 

Gustavo Garcia, MD 
Meghan Lindquist, PA-C 

Name  SSN  

Date of Birth Sex M F Married Single Divorced Widowed 

Mailing Address   City/State Zip 

Primary Phone   Secondary Phone  Email ___ 

Primary Care Doctor/Clinic Pharmacy for RX 

Emergency Contact ____________________DOB________ Relationship ____________Phone  _ 

The above contact has authorization to make medical decisions: Yes No 

Do you have: Medical Insurance - Yes / No 

• Primary Insurance

Policy Number

Policy Holder   DOB 

Group Number 

• Secondary Insurance  Policy Holder   DOB 

Policy Number Group Number 

Mailing address / phone number of Policy Holder, if different than above  

Is this a Worker’s Comp Injury - Yes No Date of Injury 

WC Insurance Carrier Adjustor  

Claim Number  Phone 

I, the undersigned, have insurance, and assign directly to Juneau Bone & Joint Center all medical benefits. I understand that I am financially 
responsible for all charges whether or not paid by insurance. I hereby authorize JBJC to release all information necessary to secure payment of 
benefits. I authorize the use of this signature on all my insurance submissions. 

Signed  Date 

Patient Information 

Insurance Information 

Worker’s Compensation 

Authorization 



 
 

Acknowledgement of Receipt of Privacy Notice 
 

I acknowledge that I have received a copy of the Juneau Bone & Joint Center (JBJC) Privacy 
Notice that describes how my health information is used and shared. I understand that JBJC 
has the right to change this notice at any time. 

 
My signature below, constitutes my acknowledgement that I have received a copy of the notice 
of privacy practices. 

 
 

Patient name Date 
 
 

Signature of patient or legal representative Relationship to patient 
 
 
 
 

I understand my HIPAA rights and I request Juneau Bone & Joint Center to leave messages, 
including those containing personal health information for me, with either of the two individuals 
listed below, or by fax, voicemail, answering machine at the numbers below: 

 

Fax   
 

Voicemail / Answering Machine   
 

Relative / Friend 
1)   

 

2)   
 

I give the above contact authorization to receive verbal medical information Yes No 
 
 
 

Signature of patient or legal representative Relationship to patient 

Signature of JBJC employee/witness:    

 
John Bursell, MD                                Daniel Harrah, MD 
Gustavo Garcia, MD                                  Meghan Lindquist, PA-C 



 

John P. Bursell, MD 
Gustavo Garcia, MD   

Daniel R. Harrah, MD 
Meghan Lindquist, PA-C

 
 

 
Patient Payment Policy 

** Signature Required ** 
 

Thank you for choosing our practice! We are committed to providing you with quality health care. Some 
of our patients have had questions regarding patient and insurance responsibility for services rendered; we 
have developed this financial policy. Please read it, ask us any questions you may have, and sign in the 
space provided. A copy will be provided to you upon request. 

 
Insurance: We participate in most insurance plans. We will bill your insurance company as a courtesy. 
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. You are required to pay any co-pay and/or 
deductible. 

 
Copayments and Deductible: It is the patient’s responsibility to know information regarding deductible 
and co-pay. Please contact your insurance company to determine these amounts. All co-payments must 
be paid at the time of service. This arrangement is part of your contract with your insurance company. 
Failure on our part to collect co-payments and deductibles from patients can be considered fraud. Please 
help us in upholding the law by paying your co-payment at each visit. This is a requirement for all 
patients. If you do not know what your co-pay amount is, you will be charged 20% of the visit fee at the 
time of service. 

 
Medicaid: All Medicaid patients must provide their Medicaid insurance card, and provide their $3 co-pay 
at each visit. Anyone under the age of 18 does not require a $3 co-pay. 

 
Medicare: Payment is not required at the time of service for Medicare patients. We will submit your 
claim to Medicare and your supplementary insurance. You will be responsible for any deductible co-pay 
left over. 

 
Non-covered services: Please be aware that some, and perhaps all, of the services you receive may be 
non-covered or not considered necessary by Medicare or other insurers. This is something decided by 
your insurance company and it will still be your responsibility to pay for these services. 

 
Proof of Insurance: All patients must complete our patient information form before seeing the doctor. 
We must obtain a copy of your valid insurance to provide proof of insurance. If you fail to provide us 
with the correct insurance information in a timely manner, you may be responsible for the balance of a 
claim. 

 
~ continued on back ~ 



Coverage Changes: If your insurance changes, please notify us before your next visit so we can make 
the appropriate changes to help you receive your maximum benefits. If you do not notify us of changes, 
any balances of services will be the patient’s responsibility to pay. 

 
Methods of Payments: We accept payment by cash, check, VISA, and Mastercard. 

 

Patient Statements: Unless other arrangements are approved by us in writing, the balance on your 
statement is due 30 days from when the statement is issued. 

 
Nonpayment: If your account is past due, you will receive a letter from us stating you have 10 days to 
pay your account in full. Please be aware that if a balance remains unpaid, we may refer your account to 
a collection agency. If this is to occur, you will not be able to be seen in the office until your balance is 
paid in full and all charges for future visits will be collected upfront. Until the balance is paid in full, our 
physicians will only be able to treat you on an emergency basis. 

 
Returned Checks: There is a fee of $25 for any checks returned by the bank. 

 

Divorce: In case of divorce or separation, the party responsible for the account is the parent authorizing 
treatment for a child. If the divorce decree requires the other parent to pay all or part of the treatment 
costs, it is the authorizing parent’s responsibility to collect from the other parent. 

 
Worker’s Compensation: We require written approval/authorization by your employer and/or worker’s 
compensation carrier prior to your initial visit. If your claim is denied, you will be responsible for 
payment in full. 

 
Personal Injury: If you are being treated as part of a personal injury lawsuit or claim, we require 
verification from your attorney prior to your initial visit. Payment of the bill remains the patient’s 
responsibility. We cannot bill your attorney for charges incurred due to a personal injury case. 

 
Missed Appointments: Our policy is 24-hours notice on an appointment change. We understand 
emergencies arise. If an emergency keeps you from keeping your appointment, please contact us as soon 
as you know you will not be able to keep the scheduled appointment. Please help us to serve you better 
by keeping your regularly scheduled appointments. After 3 physician no-show appointments, you will no 
longer be able to be seen at our office. Rehabilitation Department patients should refer to the "Rhab 
Consent & Participation Policy" for additional no show policy guidelines. 

 
Surgery: If your physician recommends surgery, you will be escorted to the Surgery Scheduler(s). They 
will answer any specific questions about the surgery scheduling process, discuss the paperwork and tests 
involved, and complete all pre-certification/authorization if your insurance company requires it. If you do 
not have insurance coverage, you will be required to pay at least 75% of the surgery cost before your 
surgery, unless otherwise arranged with your physician. 

 
By signing below, I agree to the payment policy of Juneau Bone & Joint Center 

Patient Name:  
 

(If patient is under the age of 18, parent or legal guardian sign below) 
 

Patient Signature:   
 

Date   

 

Please return this signed form to the front desk receptionist. A copy of this form will be kept in 
your patient chart. You will be provided a copy of this form upon your request. 
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