
Internet Physician Referral Friend Referral

Facebook Instagram Linkedin Other______________________________________________

PATIENT INFORMATION

Patient's Name:_________________________________________ Date: ___________________________ 

ARE YOU CURRENTLY TAKING OR HAVE TAKEN WITHIN THE LAST 14 DAYS ANY OF THE FOLLOWING BLOOD THINING MEDICATIONS?

ASPIRIN  YES NO
IBUPROFEN YES NO
HOMEOPATHIC MEDICATION YES NO
SBE PROPHLAXIS YES NO
ADVIL  YES NO
ALEVE  YES NO
BABY ASPIRIN  YES       NO 
ARTHRITIS MEDICATION  YES NO
COUMADIN YES NO
VITAMIN E YES NO
PAIN MEDICATION YES NO 

GUARANTOR INFORMATION:
(The guarantor is the responsible party for insurance payments and charges.)

CHECK HERE, IF SAME AS PATIENT INFORMATION
GUARANTOR NAME: _____________________________________________________________
RELATIONSHIP TO PATIENT: _________________________
HOME ADDRESS: __________________________________________________________________
CITY: _____________________________________  STATE: _____________________  ZIP: ________________ 

PHONE: (C)_____________________________ (H)_______________________________

INSURANCE POLICY:
Patients with private healthcare insurance:
The private healthcare insurance presented at the time of your visit will be billed for your treatment, HMO patients will need to start the 
process of securing a referral.  Every effort will be made to ensure that claims are promptly and correctly submitted to your insurance 
company.  Your insurance company has 30 days after receiving a correctly filed claim to process, pay and/or give notice as to why the 
claim has not been paid. After that time the remaining balance will be your responsibility.  If you are not satisfied with the payment made 
by your insurance company, contact them directly at the phone number listed on your insurance card.  If you chose to appeal to your 
insurance company in writing for additional payment please provide Daniel S. Tresley, M.D. with a copy of that appeal for your file.  
________ INITIAL

Patients with Worker’s Compensation or Automobile Accident Insurance:
If your injury was received as a result of a motor vehicle accident or a liability and you do have private healthcare insurance, typically your 
private healthcare insurance will not make payments on your medical claims without a written denial from your motor vehicle insurance/
liability insurance. It is very important that all pertinent information be given at the time of your visit regarding the motor vehicle 
insurance/liability insurance, including claim number, agent information, claim billing address, accident report, etc. 
Name of Insurance Company:_____________________________________________________________________  
Agent:______________________________________________________________Phone Number:____________________________ 
Address: ___________________________________ City:____________________State:_______ Zip: _____________
CASE/CLAIM #: ___________________________________________________Date of Injury: _________________________________ 
Patients with Illinois Department of Public Aid – IDPA (MEDICAID): IDPA is not accepted at Daniel S. Tresley, M.D.  Full payment or an 
approved payment plan is expected at the time of service. ________Patient initials

• Any insurance policy is a contract between you and your insurance company.
• It is your responsibility to verify, with your insurance company, if a provider is in or out of network for your 
plan.  
              Patient initials ________
• Any unpaid balance left by your insurance company will be your responsibility.
              Patient initials ________
• Insurance benefits paid directly to the patient will need to be forwarded to Daniel S. Tresley, M.D. to keep 
the account in good standing.
• If you have retained an attorney regarding your injury, it is very important to provide Daniel S. Tresley, 
M.D. with that information.
• Payment plans can be established with the approval of the billing department 847-770-6660.
• Cash, checks and all major credit cards are accepted for payment.
• You can contact the billing department with any questions.

It is our policy to not release confidential and/or unauthorized information except appointment confirmation by 
home telephone, answering machine, work telephone, voice mail, and cell phone.  Information will also not be left 
with an unauthorized person who may answer the telephone.  If you would like to have information released to 
someone other than yourself please complete the following:

I authorize the doctor’s office to leave medical information pertaining to my care by the following methods and 
will assume responsibility to notify them, in writing, whenever this information changes.

Home phone /voicemail    Yes •   No •   
Cell phone/voicemail     Yes •   No •  
Work phone Yes •   No •   
May we fax medical records for referrals? Yes •   No •  

I hereby authorize Daniel S. Tresley, MD to obtain or release any and all pertinent information regarding my 
medical care, as needed, to assist in my ongoing treatment to or from other healthcare providers, laboratories, 
radiology facilities or other institutions. This authorization remains in effect until revoked. 

__________________________________________________________________________________ 
__________________
Signature of Patient 
Date

EMERGENCY CONTACT INFORMATION:
Emergency Contact: ________________________________________ Relationship to patient: 
________________________
Phone (cell):__________________________ Phone (work) _______________________ext._________ Phone: 
_______________¬¬¬¬¬¬¬¬¬¬¬
Preferred method of contact:  • Home   •Work    •Cell    •Email
Please list names of people we can discuss your medical or cosmetic care with                          RELATIONSHIP*
Spouse Name _______________________________________________________________________    
_______________________ 
Parent Name ________________________________________________________________________    
_______________________ 
Other Name _________________________________________________________________________     
_______________________    
*Please give name and relationship such as boyfriend, sister, parent etc.

CASE/CLAIM #: _____________________________________________ Date of Injury: 
_________________________________________________
Patients without private healthcare insurance – Self Pay:
If not private healthcare insurance is presented at the time of your visits, full payment or an approved payment 
plan is expected at the time of service. ________Patient initials

Patients with Illinois Department of Public Aid – IDPA (MEDICAID):
IDPA is not accepted at Daniel S. Tresley, M.D.  Full payment or an approved payment plan is expected at the time 
of service. ________Patient initials

FOR ALL PATIENTS:
• Any insurance policy is a contract between you and your insurance company.
• It is your responsibility to verify, with your insurance company, if a provider is in or out of network for your 
plan.  
              Patient initials ________
• Any unpaid balance left by your insurance company will be your responsibility.
              Patient initials ________
• Insurance benefits paid directly to the patient will need to be forwarded to Daniel S. Tresley, M.D. to keep 
the account in good standing.
• If you have retained an attorney regarding your injury, it is very important to provide Daniel S. Tresley, 
M.D. with that information.
• Payment plans can be established with the approval of the billing department 847-770-6660.
• Cash, checks and all major credit cards are accepted for payment.
• You can contact the billing department with any questions.

It is our policy to not release confidential and/or unauthorized information except appointment confirmation by 
home telephone, answering machine, work telephone, voice mail, and cell phone.  Information will also not be left 
with an unauthorized person who may answer the telephone.  If you would like to have information released to 
someone other than yourself please complete the following:

I authorize the doctor’s office to leave medical information pertaining to my care by the following methods and 
will assume responsibility to notify them, in writing, whenever this information changes.

Home phone /voicemail    Yes •   No •   
Cell phone/voicemail     Yes •   No •  
Work phone Yes •   No •   
May we fax medical records for referrals? Yes •   No •  

I hereby authorize Daniel S. Tresley, MD to obtain or release any and all pertinent information regarding my 
medical care, as needed, to assist in my ongoing treatment to or from other healthcare providers, laboratories, 
radiology facilities or other institutions. This authorization remains in effect until revoked. 

__________________________________________________________________________________ 
__________________
Signature of Patient 
Date

EMERGENCY CONTACT INFORMATION:
Emergency Contact: ________________________________________ Relationship to patient: 
________________________
Phone (cell):__________________________ Phone (work) _______________________ext._________ Phone: 
_______________¬¬¬¬¬¬¬¬¬¬¬
Preferred method of contact:  • Home   •Work    •Cell    •Email
Please list names of people we can discuss your medical or cosmetic care with                          RELATIONSHIP*
Spouse Name _______________________________________________________________________    
_______________________ 
Parent Name ________________________________________________________________________    
_______________________ 
Other Name _________________________________________________________________________     
_______________________    
*Please give name and relationship such as boyfriend, sister, parent etc.

 ________________________________________
Address: _____________________________________________________ City: 
_____________________________State:_______ Zip: ___________
CASE/CLAIM #: _____________________________________________ Date of Injury: 
_________________________________________________
Patients without private healthcare insurance – Self Pay:
If not private healthcare insurance is presented at the time of your visits, full payment or an approved payment 
plan is expected at the time of service. ________Patient initials

Patients with Illinois Department of Public Aid – IDPA (MEDICAID):
IDPA is not accepted at Daniel S. Tresley, M.D.  Full payment or an approved payment plan is expected at the time 
of service. ________Patient initials

FOR ALL PATIENTS:
• Any insurance policy is a contract between you and your insurance company.
• It is your responsibility to verify, with your insurance company, if a provider is in or out of network for your 
plan.  
              Patient initials ________
• Any unpaid balance left by your insurance company will be your responsibility.
              Patient initials ________
• Insurance benefits paid directly to the patient will need to be forwarded to Daniel S. Tresley, M.D. to keep 
the account in good standing.
• If you have retained an attorney regarding your injury, it is very important to provide Daniel S. Tresley, 
M.D. with that information.
• Payment plans can be established with the approval of the billing department 847-770-6660.
• Cash, checks and all major credit cards are accepted for payment.
• You can contact the billing department with any questions.

It is our policy to not release confidential and/or unauthorized information except appointment confirmation by 
home telephone, answering machine, work telephone, voice mail, and cell phone.  Information will also not be left 
with an unauthorized person who may answer the telephone.  If you would like to have information released to 
someone other than yourself please complete the following:

I authorize the doctor’s office to leave medical information pertaining to my care by the following methods and 
will assume responsibility to notify them, in writing, whenever this information changes.

Home phone /voicemail    Yes •   No •   
Cell phone/voicemail     Yes •   No •  
Work phone Yes •   No •   
May we fax medical records for referrals? Yes •   No •  

I hereby authorize Daniel S. Tresley, MD to obtain or release any and all pertinent information regarding my 
medical care, as needed, to assist in my ongoing treatment to or from other healthcare providers, laboratories, 
radiology facilities or other institutions. This authorization remains in effect until revoked. 

__________________________________________________________________________________ 
__________________
Signature of Patient 
Date

EMERGENCY CONTACT INFORMATION:
Emergency Contact: ________________________________________ Relationship to patient: 
________________________
Phone (cell):__________________________ Phone (work) _______________________ext._________ Phone: 
_______________¬¬¬¬¬¬¬¬¬¬¬
Preferred method of contact:  • Home   •Work    •Cell    •Email
Please list names of people we can discuss your medical or cosmetic care with                          RELATIONSHIP*
Spouse Name _______________________________________________________________________    
_______________________ 
Parent Name ________________________________________________________________________    
_______________________ 
Other Name _________________________________________________________________________     
_______________________    
*Please give name and relationship such as boyfriend, sister, parent etc.

CREDIT CARD PAYMENT SYSTEM:
In order to facilitate our billing process, Daniel S. Tresley, MD has implemented a Credit Card payment system. Our 
goal is to assist our patients in eliminating past due patient accounts.

Your credit card information will be held securely on file until your Insurance Company has paid your claim. Once 
your “Explanation of Benefits” has been filed, any remaining balance owed by you “patient responsibility”, will be 
charged to the credit /debit card we have on file. A copy or receipt of those charges will then be mailed to you.
The advantage to you is that you will no longer need to write out checks and send payments in mail. You will also 
not have to worry about any past due accounts.

This in no way will compromise your ability to dispute charges or question your insurance company’s 
determination of payment. All credit card contracts give card holders the right to challenge any charges against an 
account.
Name on Card __________________________________________________________
Patient’s Name _________________________________________________________
Cardholder Signature ____________________________________________________

Our goal is to provide you with the highest quality of care while keeping the cost of medical care low.
Thank you for your assistance.

***Card will be swiped, encrypted and securely saved on file for your convenience***

How did you hear about Dr. Tresley?



Patients without private healthcare insurance – Self Pay:
If not private healthcare insurance is presented at the time of your visits, full payment or an approved payment plan is expected at the 
time of service. ________Patient initials

Patients with Illinois Department of Public Aid – IDPA (MEDICAID):
IDPA is not accepted at Daniel S. Tresley, M.D.  Full payment or an approved payment plan is expected at the time of service. 
________Patient initials

FOR ALL PATIENTS:

• Any insurance policy is a contract between you and your insurance company.
• It is your responsibility to verify, with your insurance company, if a provider is in or out of network for your plan.
Patient initials ________
• Any unpaid balance left by your insurance company will be your responsibility. Patient initials ________
• Insurance benefits paid directly to the patient will need to be forwarded to Daniel S. Tresley, M.D. to keep the account in good
standing.
• If you have retained an attorney regarding your injury, it is very important to provide Daniel S. Tresley, MD with that
information

• Payment plans can be established with the approval of the billing department 847-770-6660.
• Cash, checks and all major credit cards are accepted for payment.
• You can contact the billing department with any questions.

EMERGENCY CONTACT INFORMATION:
Emergency Contact: ____________________________ Relationship to patient: ________________________ 

Phone (cell):__________________________ 

Please list names of people we can discuss your medical or cosmetic care with          RELATIONSHIP*
Spouse Name: _______________________________________________________    _______________________ 
Parent Name: _______________________________________________________     _______________________ 
Other Name:  ________________________________________________________   _______________________    
*Please give name and relationship such as boyfriend, sister, parent etc.

CREDIT CARD PAYMENT SYSTEM:

In order to facilitate our billing process, Daniel S. Tresley, MD has implemented a Credit Card payment system. Our goal is to assist our 
patients in eliminating past due patient accounts.

Your credit card information will be held securely on file until your Insurance Company has paid your claim. Once your “Explanation of 
Benefits” has been filed, any remaining balance owed by you “patient responsibility”, will be charged to the credit /debit card we have on 
file. A copy or receipt of those charges will then be mailed to you.

The advantage to you is that you will no longer need to write out checks and send payments in mail. You will also not have to worry 
about any past due accounts. 

This in no way will compromise your ability to dispute charges or question your insurance company’s
determination of payment. All credit card contracts give card holders the right to challenge any charges
against an account.

Name on Card _________________________________________________________________
Patient’s Name(if different than cardholder) ________________________________________
Cardholder Signature ___________________________________________________________
Our goal is to provide you with the highest quality of care while keeping the cost of medical care low.
Thank you for your assistance.
***Card will be swiped, encrypted and securely saved on file for your convenience***



CONSENT TO PHOTOGRAPHS

I, ____________________________________________________ (print full name) understand that photographs will be taken 
periodically throughout my treatments.  These photographs will be used to monitor progress and other factors. I consent to the taking 
of photographs by Dr. Tresley, or his assistant of me in connection with the procedure(s) to be performed by Dr.Tresley.

I grant Dr. Tresley the right to use photographs of me, in the following areas: 
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