
ROBERT C. HSIEH, M.D., P.A. 
6510 KenilWorthAvenue. Suite 1300 

Riverdale, Maryland 20737 
www.roberthsiehmd.com 

PATIENT 

REGISTRATION * PLEASE PRINT CLEARLY* Telephone #301-699-1166 

Patient Name First Middle Last Dale of Birth 

Home Address Apt No. City Stale Zip Code 

occupation Social Security No. Marital Status Sex Home Phone 

i:JS □ M □ Di:JW 

Employer Address Work Phone 

Cell Phone 

Spouse/Parent/Guardian Name Spouse/Parent/Guardian Employer Spouse/Parent Work 

Spouse/Parent/Guardian Address 

Emergency Contact Relationship Home Phone Cell Phone 

Referred By Primary Care Physician Telephone 

Pharmacy Name & Phone No. EMAIL Name (ii dll'lerel'lt from patien1) 

Financially ResponSlble Persons Address (if different from pelientJ Home Phone Worl<PhonG 

* BILLING AND INSURANCE INFORMATION *

PRIMARY INSURANCE INFORMATION SECONDARY INSURANCE INFORMATION 

Age 

Insurance.Co. _________________ _ Insurance Co. _________________ _ 

ID# _____________________ _ ID# _____________________ _ 

Group# ___________________ _ Group# ___________________ _ 

Policy Holder's Name ______________ _ Policy Holder's Name ______________ _ 

Policy Holder's DOB ______________ _ Policy Holder's DOB _____________ _ 

Assignment of Benef'rt:s / Information Release: I, ____________________ _. the undersigned authorize 
payment of medical benefits to Robert C. Hsieh, M.D .. P.A. for any services provided by the physician. I understand that I am financially 
responsible for any amount not covered by my Insurance CQmpany. I also authorize you to release to my Insurance Company information 
conceming health care, or treatment provided to me. This information will be used for the purpose of evaluating and administerlilg dalms and 
benefits. 

I certify that the above infonnatlon is accurate to the best of my knowledge. 

Patient, Parent, or Guardian Signature 
(it child Is under 18 years old) 

Date 



Robert C. Hsieh, MDPA 

6510 Kenilworth Avenue, Suite 1300 Riverdale, MD 20737 

Office 301-699-1166 Fax 301-209-9456 

Patient Financial and Practice Policies 

• The patient must provide current, accurate billing/patient information. Inaccurate

information will result in all charges for services becoming the sole responsibility of the

patient/responsible party. Patients must notify the practice of any changes in 

information (address, insurance, and phone numbers) and provide insurance cards at 

each visit for verification. 

• If your insurance requires a referral from your PCP, it must be presented at the time 

of service. Failure to do so will result in appointment cancellation.

• Copayments are to be paid at the time services are rendered. Deductibles ere billed 

to the patient once the insurance has processed the claim fully.

• Self-pay patients: We welcome patients without health insurance. All services must 

be paid in full at the time of service.

• It is the responsibility of the patient to pay any outstanding bills promptly. Once an 

account becomes delinquent, it will go to our collection agency.

• REFRACTION POLICY: Refraction is the determination to see if there is a need for 

corrective eyeglasses or contact tenses using a phoropter, see photo below. it is an 

essential part of the eye examination. Most insurance plans, including Medicare, do 

not cover the refraction. Our fee for refraction is $75.00 and this is collected at the 

time of service. Should your plan pay for the refraction after the fact, we will 

reimburse you accordingly .

• 
Additional fees: 

• The fee for completion of the Maryland MVA Vision Certificate Form is $55.00

• The. fee for returned check is $35.00

• The fee for completion of any form pertaining to employment, disability, etc. is $30.00

I have read and understand the above policies. 

Patient Date: 








