
JUSCO Medical, LLC 
PATIENT REGISTRATION FORM    Rep: 

 

PATIENT INFORMATION 
Last Name: First: Middle: Marital Status: 

Single Married Other 
Date of Birth: Sex: 

M F 

Home Phone: Social Security #: 

Cell / Work Phone : 

Street address: City: State: ZIP Code: 

Employer: Current Email Address:   

INSURANCE INFORMATION 
Primary Insurance: 

Policy Holder: Self Spouse Child Other 

Please Indicate à Group Auto Accident Worker’s Comp Other 

ID#: Group#: Auto or Work Adjuster’s Name:  
Comp Only 

State in which 
accident occurred: 

Phone Number:   

Complete below if patient is NOT the policy holder 

Policy Holder’s Name: Date of Birth: 

Patient’s Relationship to Insured: Self Spouse Child Other   

Policy Holder’s Address: Policy Holder’s Phone: 

Name of secondary insurance (if applicable): Subscriber’s name: ID/Policy#: Group#: 

Patient’s relationship to insured: Self Spouse Child Other  
I understand that JUSCO Medical, LLC functions only as a supplier. I understand that this equipment is to be used only for my diagnosed condition and is 
issued under a doctor’s prescription. I have been fully instructed in the use of this equipment and I am aware of the warnings and precautions. I absolve 
JUSCO Medical, LLC of any responsibility in the event of any accident or injury caused directly or indirectly in the use of equipment and supplies. 

I authorize JUSCO Medical, LLC to provide supplies needed based on my prescription from the physician. Should my supplies become over/under-
stocked, I understand that it is my responsibility to notify JUSCO Medical, LLC 

I understand that due to health regulations, supplies are non-returnable due to our commitment to offering sterile and new equipment to you. 
 
By my signature below I am acknowledging that I have read, understand and agree with the statements contained above and also confirm the receipt of 
the prescribed equipment and supplies. 

Patient/Parent/Guardian Signature:   _______________________________________________ Date:________________________ 

Office Use Only 

Serial Number: 

 
Diagnosis Codes: 
 
Equipment:        TENS       EMS         Microcurrent         INF        JStim Hand/Knee        Mesh Garment 
                        
                            Cervical Traction        Cervical PP        Lumbar PP        Lumbar Support     
 
 

 425 19th Street Ensley Phone: 205.547.0751 
Birmingham, AL, 35218 Fax: 888.123.4567 
 

http://cbs.iSkysoft.com/go.php?pid=2982&m=db


ASSIGNMENT OF BENEFITS / ERISA AUTHORIZED REPRESENTATIVE FORM 
Bratux Medical Equipment, LLC/Axe Medical, LLC/Lambo Medical Supply, LLC/Oakmont Med, LLC 

 
Financial Responsibility 
I have requested professional services from Bratux Medical Equipment, LLC/Axe Medical, LLC/Lambo Medical Supply, 
LLC/Oakmont Med, LLC (“Provider”) on behalf of myself and/or my dependents, and understand that by making this 
request, I am responsible for all charges incurred during the course of said services.  I understand that all fees for said 
services are due and payable on the date services are rendered and agree to pay all such charges incurred in full 
immediately upon presentation of the appropriate statement unless other arrangements have been made in advance. 
 
Assignment of Insurance Benefits 
I hereby assign all applicable health insurance benefits to which I and/or my dependents are entitled to Provider.  I 
certify that the health insurance information that I provided to Provider is accurate as of the date set forth below and 
that I am responsible for keeping it updated. 
 
I hereby authorize Provider to submit claims, on my and/or my dependent’s behalf, to the benefit plan (or its 
administrator) listed on the current insurance card I provided to Provider, in good faith.  I also hereby instruct my benefit 
plan (or its administrator) to pay Provider directly for services rendered to me or my dependents.  To the extent that my 
current policy prohibits direct payment to Provider, I hereby instruct and direct my benefit plan (or its administrator) to 
provide documentation stating such non-assignment to myself and Provider upon request.  Upon proof of such non-
assignment, I instruct my benefit plan (or its administrator) to make out the check to me and mail it directly to Provider. 
 
I am fully aware that having health insurance does not absolve me of my responsibility to ensure that my bills for 
professional services from Provider are paid in full.  I also understand that I am responsible for all amounts not covered 
by my health insurance, including co-payments, co-insurance, and deductibles. 
 
Authorization to Release Information 
I hereby authorize Provider to: (1) release any information necessary to my health benefit plan (or its administrator) 
regarding my illness and treatments; (2) process insurance claims generated in the course of examination or treatment; 
and(3) allow a photocopy of my signature to be used to process insurance claims  I understand that any information 
disclosed pursuant to this authorization may be disclosed by the recipient pursuant to my providers Notice of Privacy 
disclosure and may not be protected by the federal privacy regulation.  I understand that I have a right to revoke this 
authorization at any time by providing written notice to my Provider and my health benefit plan (or its administrator) via 
electronic mail, U.S. mail or facsimile.  I further understand that there are no exceptions to my rights to revoke this 
authorization.  Therefore, this authorization will remain in force and effect for claims with date of service within one year 
of the signature date, or until revoked by me in writing, or until my healthcare claims are adjudicated to my provider’s 
satisfaction.  
 
ERISA Authorization and Limited Power of Attorney 
I hereby designate, authorize, and convey to CHRIS DUFFY and/or ALLIANCE MED, LLC, Provider’s Third-Party 
Billing Service for the claims assigned hereunder, to the full extent permissible under law and under any applicable 
insurance policy and/or employee health care benefit plan: (1) the right and ability to sign any and all documents that 
require my signature, sent to or received from my health benefit plan (or its administrator) on my behalf, in the event 
that my health benefit plan (or its administrator) requires additional information; (2) the right and ability to act as my 
Authorized Representative in connection with any claim, right, or cause in action that I may have under such insurance 
policy and/or benefit plan and assigned hereunder to Provider; and (3) the right and ability to act as my Authorized 
Representative to pursue any such claim, right, or cause of action in connection with said insurance policy and/or 
benefit plan including but not limited to, the right and ability to act as my Authorized Representative with respect to a 
benefit plan governed by the provisions of ERISA as provided in 29 C.F.R. §2560.5031(b)(4) with respect to any 
healthcare expense incurred as a result of the services I received from Provider and, to the extent permissible under 
the law, to claim on my behalf, such benefits, claims, or reimbursement, and any other applicable remedy, including 
fines;  
 
A photocopy of this Assignment/Authorization shall be as effective and valid as the original. 
 
 
            
Patient        Date 
 
 
            
Policyholder/Insured      Date 
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Date:____________	

	

Benefits	Election	Letter		

To	whom	it	may	concern:	

This	letter	shall	serve	as	notice	that	I	am	electing	to	engage	my	“Out	of	Network”	medical	benefits	which	
may	require	an	informed	disclosure	by	my	medical	provider.		

Since	I	have	paid	a	higher	premium	for	the	ability	to	seek	an	“Out	of	Network”	provider,	I	wish	to	have	my	
provider	compensated	for	any	and	all	treatments/procedures	which	he/she	believes	to	be	medically	
necessary	to	treat	my	existing	condition/ailment/injury.	

Please	be	advised	that	benefits	have	been	checked	prior	to	receiving	services,	and	if	I	do	not	receive	an	
adverse	benefit	determination	within	48	hours	of	the	claims	submission,	I	will	assume	all	costs	related	to	
the	treatment/procedure	will	be	covered	in	their	entirety	as	it	states	in	my	Summary	of	Benefits	Coverage	
(SBC)	documentation.	

If	an	adverse	benefit	determination	is	received	within	48	hours,	please	provide	me	with	the	entire	claim	file,	
including	your	copy	of	the	SBC,	that	was	utilized	to	make	the	determination	so	I	can	comply	with	the	claims	
procedure	process	according	the	Patient	Protection	Affordable	Care	Act	(PPACA)	and	the	benefit	plan	in	
which	I	am	enrolled.	

Cordially,	

	

_______________________________________		
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Patient Waiver Policy & Agreement 

Bratux Medical Equipment, LLC/Axe Medical, LLC/Lambo Medical Supply, LLC/Oakmont Med, LLC 
  

 
In consideration of my particular medical needs and care expenses incurred solely based on such medical needs, and my 
financial ability to pay for such recommended medical services without or even with applicable insurance coverage, 
and with understanding that I am personally financially responsible for any and all medical charges regardless of any 
applicable insurance coverage, I hereby declare that I have financial difficulty to pay for part or all expenses 
because of the following: 
 
  � Insufficient current income 
  � Without any or applicable insurance for treatment at this medical provider 
  � With applicable insurance but still medically financially harmed (see below)  

  
More importantly, I declare that without following payment assistance, seeking for and continuing with medically 
appropriate and important health care would have been impossible for me or would make me financially harmed if I 
were forced to pay full charges for my medically necessary care expenses after I have already paid the provider for my 
portion of the bills, but my insurance improperly denied my claims. I also declare that I personally requested for such 
payment assistance only after I was fully informed of my important medical treatment options and the necessity of said 
treatment options solely based on my particular medical needs and availability of this provider Payment Policy: 
 

By Payment Waiver we mean a policy developed and utilized by a healthcare provider to determine patients’ 
financial ability to pay for services. By “financially harmed,” we mean patients whose health insurance 
coverage, if any, does not provide full coverage for all of their medical expenses and that their medical 
expenses, in relationship to their income, would make them financially harmed if they were forced to pay full 
charges for their medical expenses.”    

  
While I request and designate my authorized representative to continue to submit any new claims/appeal any denied 
claims on my behalf, I specifically request under this payment waiver for the following indigent discount assistance for 
the remaining total balance on my account upon the exhaustion of the claims process:      
                          
  Check all that you wish to be considered for: 
 

� Waiving collection of deductible 
� Waiving collection of co-pays/encounter fees 
� Waiving collection of co-insurance 
� Waiving collection of insurance denial: $___________________ 

 
 
Patient’s Signature _____________________________________ Date_______________ 

 
Provider’s Staff/Agent Signature __________________________ Date______________ 
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JUSCO Medical, LLC 

Personnel-  
Please follow these steps: 

Complete the following forms:  
Patient Registration 

Letter of Medical Necessity (Prescription)  
[Patient Signs: Patient Notice of Policies] 

Fax forms to JUSCO Medical, LLC 
888.123.4567 

or 
Email forms to JUSCO Medical, LLC 

DME@alliancemed.com 

Keep copies for your own file 

Place originals in the mail to JUSCO Medical, LLC 

Thank you for selecting JUSCO Medical, LLC for your pain reducing solutions 

 

 

 425 19th Street Ensley Phone: 205.547.0751 
Birmingham, AL, 35218 Fax: 888.123.4567 
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	lastname: 
	firstname: 


