MiID ATLANTIC ORTHOPEDIC ASSOCIATES, LLP.

' 5§57 Cranbury Road Suite 10 » East Brunswick, NJ 08816
Phone (732) 238-8800 » Fax (732) 238-8246 ® WWW.MAORTHOS.COM

Lewis J. Levine, M.D. General Orthopedics
Richard A. Klein, M.D. Hand and Upper Extremity
David Kirschenbaum, M.D. Sports Medicine
Shawn D. Sieler, M.D. Reconstructive Surgery
Board Certified and Fellowship Trained Spine and Neck

’ Foot & Ankle

‘PATIENT REGISTRATION
PLEASE PRINT AND COMPLETE ALL ENTRIES

PATIENT NAME (LAST -- FIRST -- MIDDLE INITIAL) SS# . PATIENT DATE OF BIRTH

_ / / :
ADDRESS ZIP HOME PHONE CELL PHONE
cIyY STATE SEX MARITAL STATUS

OMale OFemale 0 Single O Married
O Other
EMPLOYER NAME . OCCUPATION: EMPLOYER PHQNE
PATIENT EMPLOYER ADDRESS (STREET ADDRESS - CITY - STATE - ZIP) . LENGTH OF EMPL
PRIMARY DOCTOR/FAMILY DOCTOR: o HOW WERE YCU REFERRED TO THE OFFICE:
OINTERNET ClPHYSIC_I.AN QOFAMILY/FRIEND QOTHER

PHARMACY NAME AND PH. NO: NAME: -
IN CASE OF EMERGENCY CONTACT RELATIONSHIP PHONE NUMBER

I T Y NS (R e A R ST [RELATION TO PATIENT: QOspouse Wparent Oguardian

NAME (FIRST -- LAST -- MIDDLE INITIAL) ADDRESS (if different from patient)
o N
HOME PHONE WORK PHONE SSN BIRTH DATE EMPLOYER
INSURANCE INFORMATION
PRIMARY INSURANCE NAME ADDRESS (STREET - CITY - STATE - ZIP) PHONE
GROUP NUMBER ID NUMBER EMPLOYER EMPLOYER PHONE
SECONDARY INSURANCE NAME ADDRESS (STREET - CITY - STATE - ZIP) PHONE
GROUP NUMBER 1D NUMBER EMPLOYER . ‘ EMPLOYER PHONE

ACCIDENT CASES — PLEASE PROVIDE ALL-INFORMATION REQUESTED

CIWORKER'S COMP | TREATMENT AUTHORIZED BY: CIEMPLOYER DIINSURANCE COMPANY
QAuTo

NAME OF INSURANCE COMPANY DATE OF ACCIDENT ADIUSTER
QOTHER . !

INSURANCE ADDRESS CLAIM#
WAS IT REPORTED
Qves Owno INSURANCE PHONE # '

ASSIGNMENT AND RELEASE: I hereby authorize my insurance benefits be paid directly to the physician and I am financially
responsible for non-covered services, I also autherize the physician to release any information required in the processing of

this claim and all future claims. If my account is sent to a collection agency, I agree to pay all collection and attorney fees.
SIGNATURE {Patient or, if minor Signature of parent or guardian) DATE




MID ATLANTIC ORTHOPEDIC ASSOCIATES, LLP.

557 Cranbury Road Suite 10°», East Brunswick, N 08816
Phoiie (732) 238-8800 #» FaX (732) 238-8246 ® WWW.MAORTHOS.COM

Lewis J. Levine, M.D,
Richard A. Klein, M.D,
David Kirschenbatim, M.D.
Shawn D. Sieler, M.D. !
Board Certified and Fellowship Trained

‘General Orthapedics
Hand &nd Upper Extremity
Sports Medicine
Reconstructive Surgery
Spine and Neck

\ X Foot & Ankle

Authorization te release health Informtation to:

Name(s) ADDRESS
CITY, STATE ’ z1p HOME PHONE ‘DAYTIME PHONE '
)
DATES OF SERVICE . '|. AUTHORIZATION EXPIRES (UNLESS OTHERWISE NOTED THIS
o " AUTHORIZATION WILL REMAIN IN EFFECT ONE YEAR FROM THE DATE
FROM: To! SIGNED)
[} NEVER DATE:

Release thé fellowing information:

J-All Records /. chart Notes J'Radlology Reports J Operative Reports J History & Physlcals

RELEASE OF INFORMATION ,
I understand that: - )
- crice “this facility” discloses miy health-iriformation by my.request, It cannot guarantee, that Reclplent will not re-dlsclose. my health information to”
a third party. The third party may not be required to abide by this Authorization or applicable. federal and state faws qoverning the'use and
. disdosure of my health information.
» I may-make a-request in writinig at any time to Inspect and/or obtain a copy of my health informatiori maintained. at this facility as provided in
the Federal Privacy Rule 45 CFR (164.524).
« my records are protected and cannot be disdosed without written parmission
e this Authorization wiil remain In effect for one year or 1 provide a written notice of revocation to the Medical Record Departnent.

SIGNATURE OF PATIENT OR LEGAL REPRESENTATIVE DATE v EMAIL

I3

A
IF SIGNED BY LEGAL REPRESENTATIVE, RELATIONSHIP TO PATIENT SIGNATURE OF WITNESS (Optional):

- L




-

557 Cranbury Road Suite 10 ¢ EastBrunswick, N) 08816
Phone (732)238-8800 » Fax (732) 238-8246 ® WWW.MAORTHOS,COM

Lewis J. Levine, M.D.
Richard A, Klein, M.D,
David Kirschenbaum; M.D.
Shawn D. Sieler, M.D.

Boord Certified and Fellowship Trained

n
L] K]

PATIENT MEDICAL HISTORY

™ [ wtiele

PATIENT NAME (LAST -- FIRST --' MIDDLE INITIAL)

. [

MID ATLANTIC ORTHOPEDIC ASSOCIATES, LLP.

General Orthopedics
Hand and Upper Extremity
Sparts Mediclne
Reconstructive Surgery

Spine.and Neck

,Foot & Ankle

| HEIGHT

WEIGHT

Allergies:
1
PAST MEDICAL HISTORY , ,
PATIENT FAMILY -PATIENT FAMILY
YES | NO | YES | NG: YES | NO YES NO
ANXIETY | TUBERCULOSIS )
HYPERTENSION PHEBITIS OR BLOOD CLOTS
DIABETES 1 LIVER DISEASE:
SEIZURES OR STROKES ‘ULCERS
TUMORS OR CANCER THYROID DISEASE
LUNG DISEASE BLEEDING PROBLEMS/ANEMIA
ASTHMA HIGH CHOLESTROL
DEPRESSION QOTHER
SOCIAL HISTORY _
OYes [No - Do you drink alcohol? 1 Daily OWeekly Olnfrequently O Recovering Alcoholic
OYes. ONo - Do you use tobacco? 0 Smoke { ____packsperday) DO-Chew
PAST History: Please list -
MEDICATIONS DOSE SURGERY DATE
'| Review of Systems: Have you gver had any of the following? YES | NO . T |3

CARDIC CHEST PAIN P Gl MAUSEA

CHEAST PRESSURE VOMITTING

CHEST TIGHTNESS VOMITTING BLOOD

CHEST SQUEEZING BLACK STOOL ,

PALPITATIONS ‘DIARRHEA

ANGINA ABDOMINAL PAIN.

CHF CONGESTIVE HEART FAILURE WEIGHT LOSS
NEURD DIZZINESS : GU | BURNING WHILE URINATING

LIGHT-HEADEDNESS ' FREQUENT URINATION

FAINTING : URINATING AT NIGHT

FREQUENTLY .

WEAKNESS OF ARMS/LEGS KIDNEY PROBLEMS
RESPIRATORY | SHORTNESS.OF BREATH OTHER | SWELLING OF LEGS

COUGHING SWELLING OF JOINTS

CHEST PAIN INFLAMMATION OF THE JOINTS

FEVERS PAIN WHILE WALKING

SHORTNESS OF BREATH WHILE LYING RHEUMATOID ARTHRITIS

DOWN ,




MID ATLANTIC ORTHOPEDIC ASSOCIATES, LLP

557 Cranbury-Road Suite 10 e. East Brunswick,-NJ 08816
Phone (732)-238-8800 # Fax (732) 238-8246 ® WWW.MAORTHOS.COM

Lewis J. Levine, M.D. General Orthopedics
RichardA. Klein, M.D, . \ Hand and Upper Extremity:
David Kirschenbauim, M.D. " Sports Medicine
Shawn D. Siéler, M.D. Reconstructive Surgery
Board Certiffed and Fellowship, Trained Spine and Neck

- Foot & Ankle

EINANCTAL RESPONSIBILITY.

. Mid Atlantic Orthopedics are out-of-network providers with your insurance company,

Patient's Name:

Iam persoml!y responsible for all bills related to my cére-at the office of Mid. Atlantic
" (inifial) Orthopedics, including but- not limited to my deductible and'co-insurance.

I authorize niy insurance companyto felease information regarding my insurance. benefits
(iitial} ta the office. of Mid Atlantic Orthopedics.
| lI‘ll‘_ a .
I‘authorize Mid ‘Atlantic Orthopedics-to file insurance claims.on my behalf for surgical
(initial) and other servites rendered to ine. .
Lirrevocably authorize Mid Atlantic Orthopedics to-act on my behalf and report any
| (initial) suspected violations of proper claims practices to the projier regulatory Authority.

I authorize Mid ‘Atlantic Orthopedics to file appeals on.my behalf, to my insurance

(initial)  CO™PANY, should a claim not be paid correctly. .

1 agree to be responsible for collection cost, including without limitation reasonable
attorneys” fees which can.reach 50%-100% of the amount owed, should my account
‘become delinquent and is referred:to a.collection agency: I understand that an’ fccount
shall be considered delinquent if (1)-it is not paid-in'full within 90 days from the date of
initial billihgor (2).regardless of the amount of time that has elapsed since the initial
billing if [ receive payment from the insurance company and’ do not satisfy ' my bill to Mid .
Atlantic.Orthopedics within five days thereafier

(initial)

[ cettify (hat I have read and-fully understand the above statements. This form supersedes any previous

financial agreement:
4 r

“Patient’s Signature: ____ L _ Date:
{Patient or parent/guardian)
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. 557 Cranbury Road Suite 10 » East Brunswick, NJ 08816
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Lewis 1, Levine, M.D: General Qrthopedics
Richard A, Klein, M.D. " Hand-and Upper Extremity-
David Kirschenbaumm, M.D, . Sports Medicine
Shawn D. Sieler, M.D: ' - Reconstructive Surgery
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Surprise Billing Protection Forim -

The purpose of this document is to inform you.about your protection from unexpected medical bills,

You are not'required to sign this form and should not sign itI if you did not\have a chaice of a heath care provider when
‘you received care. it is your right to choose your physician,

You're getting this notice because this provider is not in yoyr health plan’s network. This means the provider does not -
have an agreement with your plan.,

if your plan covers the item or service you're getting, federal law protects you from higher bills;

+« When you get emergency care from an out-of-network provider and facilities, or
*  When an out-of-network provider treats you at an In-netwerk hospital or ambulatory surgical center without
your knowledge or consent.

Before signing this form, you can contact ylou'r health plan to find an in-netwark provider or facility. If there Is not one,
your health plan might work.out an agreement Wwith this provider or facility or direct you to anotﬁer-provider/facility.

1

Please review your detailed estimate. If you have any questions about this notice.and estimate, please-call 732-238-8800

“If you have any questions about your rights, pleasecalli the no surprises help desk: 800-985-3059.

Prior authorization or other care management limitations

* Exceptin an émergency,youi-health plan may réquire prier authorization {or other limitations): for.certain items and
services. This means you may need your plan’s approval that it will cover an item*or service before you get them, If prior
authorization Is required, ask your health plan about whiat information is necessary to get coverage.



MID ATLANTIC OR-THOPEDIC'A_SSOCIATES, LLP.
557 Cranbury-Road Suite 10 o East Brunswick, NJ 08816
Phone (732)-238: 8300 » Fax (732):238-8246 & wWww. MACRTHQS.COM

Lewls J. Levine, M.D.. General Orthopedics

. Richard A. Klein, M.D.. Hand and Upper Extremity
David Kirscheribaum, M.D. Sparts Medicine
Shawn D..Sieler, M.D. . Reconstructive Surgery
.Board Certified ond Fellowship Trgined Spine and Neck
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With my 5|gnature, 1 acknowledgé that | am conseriting of my own freé will and am not being coerced or pressured. |
understand that:

' * Imaygeta bl” for the full charges for these items and services or have to pay. out-of-network cost-
sharing under ry health plan.

» lwas.given a.written notice that my provider is NOT a'participating in-network providerin my health
plans network, the estimated cost of service, and what | may owe if | agree to be treated by this
provider or facility.

¢ | received thenotice either on paper‘or'ele‘ctr'onically,-cé’néistent with my:choice,

o | fully and completely understand that someor all amounts | pay might not count towards my health
plan’s deductible or cut-of-pocket limit,

e | canend this agreement by notifying the prowder or facmty in-writing before getting services.
Important; You don’t Hiave to sign this form. Haowever, if you do not sign, this provider-or facility might
not treat you You can choose to'get.care from a provider or facility in your health plan's network,

~

By signing: | give up my federal consumer protéctions and'agréeto pay for out-of-network care.
1 )

With my signature, { am saying that | dgree to gét the items or service from Dr.

Patient’s signature: Guardianfautharized representativé’s signatuire:

J

| Peint name of patient: . ) Print name of guasdianfauthorized represantative;

Date & Time of signature: Date & Time of signature:




A

 MID ATLANTIC ORTHOPEDIC ASSQCIATES, LLP.

' 557 Cranbury Road Suite 10 » East Brunswick, NJ 08816 -
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Lewis J. Levine, M.D. General Orthopedics
Richard.A. Klein, M.D, Hand and Upper Extremity
David Kirschenbaum, M.D.. ! \ ‘Sports Medicine
Shawn D, Sieler, M.D. Reconstructive Surgery
Board Certified and Fellowship Troined Spine and Neck

Foot & Ankle

OFFICE SERVICES PROVIDED

SERVICE CODE DESCRIPTION ’ PAY AT
TIME OF
. _ SERVICE
99202/99211 ‘ ‘OFFICE VIST / $150.00
: FOLLOW-UP VISIT . $100.00
20550-20552, 20600-20610 B INJECTION. - $150.00
70010-79403 X-RAY ‘ $65.00
29105, 29125, 29505, 29515 _ SPLINT $125.00
29065,29075,29345,29355, 29405, 29425, 29435 | CAST (INCLUDING SUPPLIES) $150.00

A



MID ATLANTIC ORTHOPEDIC ASSOCIATES, LLP.

557 Cranbury Road Suite 10 e Edst Brunswick, NJj 08816 ,
Phone (732) 2388800 @ Fax (732) 238:8246 ® WWW.MAORTHOS.COM

s

Lewis J. Levine, M.D. General Orthopédics.”

Richard A. Klein, M.D, Hand and Upper Extremity

David Kirschenbaum, M.D. Sports Medicine

Shawn D, Sieler, M.D. _ Reconstructive Surgery

Boord Certified ond Felibwship Trolied’ ' Spine-and Neck |
’ Foot & Ankle

Out of Network Payment Estimate

‘The amount below.is only an estimate: it Is not an offér or a contract for services. The estimate shows the full
estimated cost of the items or'services listed. It ddesn’tinclude any information about what your-health plan may cover..

This means that the final cost of services may be different than this estimate. . .
Dateof [ Service Code | Description Estimated
Service amount to be

_ | billed
99202 Initial Office Visit i $150.00

L] 1

Total Estimate of what you may owe $300.00

f

Contact your-insurance carrier to determine rein‘ib,ursemen_t amounts for each code listed above.

Patient's signature: _ ‘ __Date

‘Witness Signature: 7 . Date

Date appointment made Date provided to patient

t



)
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Phoné (732) 238-8800 » Fax (732) 238-8246 ® WWW.MAORTHOS.COM

Lewis J. Levine, .D. General Orthopedics
Richard A. Klein, M.D. Hand and Upper Extremity
David Kirschenbaum, M.D. . Sports Medicine ¢
Shawn D. Sieler, M.D. Reconstructive Surgery
8oord Certified and Fellowship Trained Spine and Neck
Foot & Ankle

Revocable Assignment-of Benefits & Authorization

L[ 1("patient™, assign to my medical prowder{ Mid Atlantic
Orthopedics}("the provider”), any and all of my fights and benefits under ry insurance contract andfor my
employer welfare benefit plan{s) as well as all of my rights and benefit under the employee Retirement Income
Security Act of 1974-(CERSIA") and any other applicable state or federal law(s);regulation(s),statue(s), or rule(s),
which are in any way related to-the medical sérvices provided to me by Provider at.any time..

[ assign to Provider any and all of _my rights and benefits under my. plan or policy as well as
state and/or federal law(s); regulation(s), statue(s), or rule(s), to seek plan-or policy documents, file
appeals, seek statutory and other penalties; seek equitable relief, commence legal action, and directly
receive payment of benefits insofar as they in any way relate to the treatment and/or services provided
to me by Provider at any time. I assign the Provider any recovery, settlement, penalty, and/for other
relief obtained.

1 authorize Provider to file insurance claims on my behalf for services.rendered to me at any
time by Provider. I direct that all reimbursable payments for treatment and/or services rendered to me
by Provider go directly to the Provider or any individual or entity they deem appropriate,

I authorize Provider to file to arbitration and/or litigation in my name and on my behalf against
my PIP carrier, Hedlthcare carrier, Employee Welfare Benefit plan, Worker's compensation Plan, or any
similar entity, which is.in any way related to the treatment and/or services provided to me by Provider
at any time.

T authorize Provider to retain an attorney of Provider’s choice on my behalf for collections of the

Provider’s. bill and/or file insurance claims on 'my behalf for services rendered to me. I authorized and
consent te Provider acting on my behalf in this regard and in regard to my general health insurance
coverage, and I specifically authorized Provider to pursue any administrative appeals conducted
pursuant to any contract, plan, law or statute, including but not limited to ERSIA.
Provider may affirmatively disclaim any part of this assignment and authorization at any time and for
any and/or reason (s) through writing. There is no reciprocal right on the Patiént 6nce this document
is executed. Patient does not retain any power, right, or ability to revoke or withdraw any authorization
or assignment. Should Provider disclaim any part of this assignment or authorization it shall result in
the right(s) and/or benefits(s) explicitly disclaimed returning to patient. /

/

(NAME OF PATIENT) ' (DATE)



557 Cranbury Réad Sulte 10 & East Brunswick, NJ 08816
Phone (73,2.)"238-8800‘ o Fax (732) 238:8246 ® WWW.MAORTHOS.COM

Lewis }. Levine,-M.D.

Richard A’ Kiein, M.D.

David Kirschenbaum, M.D:. y
Shawn D. Sieler, M.D. :

8oerd Lertified and 'Fei.'éwshfp Trained

MID ATLANTIC ORTHOPEDIC ASSOCIATES, LLP.

General Orthopedics

‘Hand.ahd Upper Extrefmity

Sports Medicine
Reconstructive Surgery
Spine and Neck

Foot & Ankle

Appointment Reminders/ Test Results (laboratory, X-rays, etc)

if we need to reach you ,re,gardir)g an.appointment or te‘s't-_re‘suits, we will make every effort to
reach you personally. If we cannot reach you persanally, wewill only leave a message asking
you to call sur-office during regular business.hours. Please check all item below that apply to

you.

May we call to remind yau of an appointment or regarding test results?

If we get an answering machine/voice mail, may we leave a message?

If we get a family member, may we leave a riessage?

If so; can we discuss your treatment/progress/result with them?

-

ESpouse

OYES ONO
OYES ONO
OYES ONO
OYES ONO

OParent(s);

Qchild{ren)

Dsibling(s)

O0ther (s) |




New Jersey Department of Banking and Insurance ‘

CONSENT TO REPRESENTATION IN APPEALS OF UTILIZATION
MANAGEMENT DETERMINATIONS AND AUTHORIZATION FOR RELEASE OF
MEDICAL RECORDS IN UM APPEALS AND INDEPENDENT ARBITRATION OF

CLAIMS

i e e g s i R

..
-

APPEALS OF UTILIZATION MANAGEMENT DETERMINATIONS

You have the right to ask-your insurer, HMO or ather.campany providing yolr health benefits {carrier) to change its utilization
management (UM} -decision if the carrier determines that a service or treatment covered under your health: benefits plan is or was
not medically necessary.! This Is called a UM appeal. Youalso have the right to allow a doctor, hospital or other health care provider
to make a UM appeal for you.

There are three appeal stages if you are covered under 3 health betiefits plan issied iH New Jersey. Stige |: the carrler reviews your
case using a differenc health care professional from the orie who first reviewed yourcase, Stage Z: the carrier reviews your case using
a panel that includes medical professionals trained in cases lile yours. Stage 3: your case will be reviewed through the Independent
Health Care Appeals Program :of the New Jersey Department of Banking and Insurance (DOBI) using an Independent Utilization
Review Organization (IURQ) that contracts with medical professionals whose practices includé cases like yours. The health care
provider is required to attempe to send you a letter telling you. it intends to file an appeal before filing at each stage.

At Stage 3, the health care provider will share your personal and medical information with DOBI, the IURO, and the IURO's contracted
medical proféssionals. Everyone is required by law to keep your information confidential. DOBI must report data about JURO
decislons, but no personal information is ever included in these reports.

You have the right to cancel (revoke) your consent at any time, Your financial obligacion, IF ANY, does not change because you
choose to give consent to representation, or later révdke your consent. Your consent to representation and release of Information
for.appeal of a UM determination will end 24 months after the date you sign the consent.

INDEPENDENT ARBITRATION OF CLAIMS

Your health care provider has the right to take certain claims to an independent claims arbitration process through the DOBL. To
arbitrate the claim(s), the health care provider may share seme of your personal and medical information with the DOBI, the arbitration
organization;, and the arbitration professional(s). Everyone is required to keep yourinformation confidential. The DOBI reports data
about the arbitrition outcomes, but no personal Informacion will be in the reports. Your consent-to the release of informatian for
the arbitration process will end 24 months after the date you-sign the consent.-

CONSENT TO REPRESENTATION IN UM APPEALS AND AUTHORIZATION TO-RELEASE OF
INFORMATION IN UM APPEALS AND ARBITRATION OF CLAIMS

1, | L A ], by. marking (or E| ) and signing below, agree ta:

<] representation by MAQ in an appeal of an adverse UM determinacion as allowed by NLS.A, 26:25-I'l, and release of personal
health information- to DOBI, Its contractors for the. Independent Health Care Appeals Program, and independent contractors

reviewing the appeal. My consent to representation and authorization of release of information-expires in 24 months, but | may
revoke both sooner.

[X]. release of personal health information to DOBI, its contractors for the Indepenident Claims Arbitration Program or the Chapter
32 Independent Arbitration System, and any independent contractors that may be required to perform the.arbltration process.
My authorization of release of information for purposes of claims arbitration will expire in 24 months.

Signature: " Ins, |ID#: Date;

Relationship to Patient: [ | am the Patient (C] 1 am the Personal Representative (provide contact information on back)
! . ]

/

11f the patient Is a minor, or unable to:read and complete this form due to mental or physical incapacity, a persenal representative of the patient may complete the
form.
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New jersey Depzrtment of, Banklng and Insurance ‘

NOTICE OF REVOCATION OF CONSENT TO REPRESENTATION IN APPEALS
OF UTILIZATION MANAGEMENT DETERMINATIONS AND OF
AUTHORIZATION TO RELEASE OF MEDICAL RECORDS

_ ...
——

~

) f
You may, at any time, revoke the consent you gave allowlng a health care provider to represent you In.anappeal of 2'UM determinadon
and allowing the release of your'medical records to the DOB, the JURO and medical professionals that contract with the IURO. You
may use this form to revoke your: consent, or you may submit.seme othér written evidence of your intent to revole consent, if you
prefer. Either way, if you havé not yet Fecelved a Stage 2 UM détermination froim the carrigr, send the wrictén and signed révocation.
to the carrier at the address Indicated In the carrier’s wrltten notice 1o you regarding the carrier’s Initial UM determination. If you
have received a Stage 2 UM determinacion, then your revocation should be sent to:

New Jersey Department of Banking and Insurance
Consurmer.-Protection Services
Office of Managed Care —Autn: [HCAP | r
P.O. Box 329
. Trenton, NJ 08625-0329
OR for courier service to: 20 West State Street ~ OR’ by fax.to: (609) 633-0807
You may also-want.to send & copy of your notice of revacation to'the health care provider.

ONLY.COMPLETE AND SEND THIS IN WHEN AND IF YOU WISH TO REVOKE YOUR CONSENT!

REVOCATION OF-CONSENT TO REPRESENTATION AND RELEASE OF MEDICAL RECORDS IN UM
. 'DETERMINATION APPEALS

[  |hereby reveke my consenit.to representation by l::] and my authorization to the release of medicakinformation in an appeal
of ‘an adverse UM detérmination. | understand that by révoking consent; the:UM appeal may not be pursued further by miy
health care provider } uriderstind that this revocatlon may occur after my personal and mediceal informadon has already been
shared with the DOBI, the’ |UR05 and medical professionals with.whom the {UROs contract, but that no further discributfon
of recgds in this matter will decur based on my authorizatlon, and that all of my medical and personal information is required
to ba maintained as confidential by all parties,

Signature; : - . Ins. ID#__ Date:

Relationship to Patient.  {] | am the Patient [J 1 am the Personal Representative

Contact Information of Personal Representative
Please provide the following contact informationIF it is different from the patient’s contact information:

PRINT NAME:

ADDRESS:

PHONE: FAX:  EMAIL: ' :
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Mid Atlantic Drti\opedlc.
' Effective March 1, 2005 o
NOTICE-QF PRIVACY PRACTICES AND RIGHY TQ C_HAPERDNE

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY
BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION;: PLEASE REVIEW IT CAREFULLY.

I you have any questions about this Natlce, please ask to speak to or call our
Privacy Officer, Or. Shawn Sieler at [732)238-8800,

This Notice of Brivacy Practices is provided to you as a requirement ‘of the
Heaith Insurance Portability & Accounlabﬂlty Act.{HIPAA). It describés how we
may, use of disclose your: pmtec:ed health Infarmation, with whom that
information may be shared, and the safeguards we have In place to protect it,
This Motice. also descilbes your rights-ta. secess and amend your protected
health infermation. You have. the.right’ to approve ar refuse the releasé of
specific information outside of our practlce except when the release ‘is
required or authorized by [aw or regulation,

ACKNOWLEDGMENT OR RECEIPT DF'THIS NOTICE ~ You will be asked to
provide:s signed- acknowledgment of recelpt ofthls Notice, Our intent is to
makeyou aware of the pessible uses and disclosures of your protected heaith
Informatibn and your privacy fights. The delivery of.your health care services
will in ne way be conditioned upon your signed acknowledgment. If you
decline to provide a signed acknocwledgment, we will continie to provide your
treatment, and will use and disclose your protected health Information in
accardance with law, ,
OUR DUTIES TO YOU REGARDING PROTECTED HEALTH INFORMATION: —
“Protected Health Information” is indl¥idually identifiable health informaticn
and includes demographic informatian {for example, age, address, etc), and
relates to.your past, present or future physical or mental healthi or conditlon
and related health services. Qur prattice is required by kavs to do the following:
(1) keep your profected health information private; {2) present to you this
Notice: of ‘cur legal duties and privacy: practices refated to the use and
distlosure of your protected hiealth informatlian; {3) follow the terms of the
Notice currently in effect; and (4) communicate to you any changes we may
make in the Notice. We reserve the right to-change this Notice. lis effective
date Is at the top of the first page and at the bottem of the last’page. We
reserve the fight to make the revised or changed notice effective for health
information'we already have about you as.well as any information we (gceiv‘é
In the future,

_HOW WE USE OR DISCLOSE YOUR PROTECTED HEALTH INFORMAITON -

Following are examples or permitted uses and disclosures' of your- health
information. These examples are not.exhaustive,

Requifed Uses and Disclosures —~ By law, we must disclose your health,
mformatlon o you unless it has been determmed by a health care professlonal
that it would be harmiful to you. Everi‘in such cases, we may distlose a
summary of your health information to. certain of your authorized
representatives: specified by you or by law. We must also: disclose ‘health
tnformatlon to the-Secretary of the US Department of Health and Human
Services {HHS) for Investigations or determinatians of our compliance with
laws on the grotéction of your health,infdrmation.

Treatment'— We will use and disclose your pratécted health information to
provide, coordinated or manage your health case and any related services.
This includes the coordination or management of your health care viith 4 third
party. For example, we may disclose your protecied health information from
time to time to:another physician.ar health care provider {for example, a
spetiallst, pharmacist or laboratory) who at-the. request-of your physician
becomes Involved In your care, This Includes, pharmaclsts who may be:

‘previded information on other drugs you have been prescnhed to identify

potentlal interactions, in emnérgencies, wé will use and disclose your protectéd
health informaticn to provide the treatmént vou require,

Payment = your protected health Information will be used, as needet, to
obtain payment for véur health. care services, This-may include certaln
activities we may need to undertake bifore your health care Insurer approves
or pays for the health care services recommended for you, such as determlnlng
eligibility or coverage for benefits: For example, obtaining approval for a
surgical procedure might fequire that. your refevant protected health

Information be:disclased to obtain approvall to perform the procedure as a
particular fatility: We will continue to request yout autharization to share your
protected health information with your hcaﬂh Insurer-or third-party payer.

Health Care Operations — we may use or disclose, as needed, your pratected
health information’ te suppert our daily. activities refated to providing health:
care. These:zctivities Include billing, collection, quility assessment, licensling.:
and staff-performance reviews. For example, we may disclose your protected
health information to a billing agency in order to prepare claims for
reimbursement far the services we provide to yau. We may call you by name
ins the-waiting roem when your physician Is ready to see you, We may use or
disclose your 'protected health information as necessary to contact you o
remind you of your_appointment. For example; we will contact you at'your
home telephone number tb remind you of your next appaintment and/or mail
2 pustcan_i‘appcimment reminder to your home address. We will share your
protected health Infarmation with other:persens or entities who perform
varlous activitles {for example, a trariscriptiiin service) for our Practices. These
business associates of our practice will also be required to protect your health

«informatlan. We may use or disclose your prutected health Information, as

necessarv, ‘to pruvlde you with information about treatment alternalives or
other’ health- -rélated benefits and services that right interest you, For
example, your name and address maybe used to send you a newsletter abeut
aur Practice and aur services,.

Reguired by Law — We may use or disclose your protected health Information
if law or regulations requiras the use or disclosure.

Public Health - We may disclose your prmected health |nformatlon toa publtc
health autharity who Is permitted by law to collect or receive the infarmation.
For example,:thie disclosure may be necessary to prevent a control disease,
injury or disabiity; report births and dealhs, or réport reactions to medications
or problems with products.

Communftable Diseases - We may disclose your protected health
liformation; If duthicrized by law, 0 a persan who tight otherwise be at risk
of contracting or spreading the disease or candition.

-Health Ovetsight ~ We may disclose protected health informaticn ta a health
aversipht agency for activities authorized by law, such as zudits, investigations,
,and inspections. These health oversight.agencies might include governmient
agencies that averse.the health care System; government benefit programs;
ather re_g_uiat'ufy programs, or civil fights laws.,

food and Drug Administration — We may disciose your protected health
infarmation to a person or company fequired by the Food and Drug
Administration to.report adverse events: track products, enable product
recalls; make repalrs or replacements; or. conduct past-marketing review, as
required,.

Legal Proceedings — We may disclose your protected health information
during any judmlal or administrative proceeding in responie to a count order
or. administrative tribunal [if such disclosure is expressly autharized) and in
ceftaln conditions in. response to a:subpoena, discovery request, o ather
lawful process,

JLegal Erifarcément - We maydisclose protected health Information for law
enfarcement purposes, including respanses to legal proceedings; information
.requests for identification .and location; and &ircunistances pertaining to
victims of a crimel

Coroners, Funeral Directars, and Organ Donatlons — We may disclose
protected ‘health information to corcfiers or medical examiners for
Identificaticn to detcrmine the cause of death or for the performance of ather
duties authorized by law! We may also disclose protected health infermation
to funeral directars as authorized by law, Protected health information may
be used and disclosed for eadaver organ; éye’or tissue donations,

Research™~We -may disclose protected health information to researchers
when autharized by law, for example, if their research has been appraved by
an institutional.review board that has-reviewed .the research proposal and
established protocols to ensure the privacy of your protected health
infermation:



Threat to Health or Safety = Under applicable Federal and State Lows, we may.
disclose your protected heaith informatign to law enforcement or another
health care professional if we belleve in good falth that its use or disclosureis
necessary to prevent or lessen a serlous-and limmirient threat to the health or
safety of @ person or. the public. We may ako disclase protected health
information if it is necessary tor law'enforcemant authoritles to identity ar
apprehendan Iadi\}iduaL

Milltary, Activlty and Natlonal Security —When the:appropriate conditions
apply, we may use or disclose protected hezlth Tnformation ofinds\nduals who
are Armed Forces persennel for actlvitles. be“eved necessary:by appropriate
military command.authorities to ensuré the praper execution of the rilitdry
rission, including determination of fithess far duty; of to a forelgn:military
authority if'you are a. member of that foreign military service. We may also

' disclose your protected health Infarsiatlon; under specified conditions to
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autherized Federal officials for conducting national security and intelligence
activities in¢luding protective services to the President or others,

Worker's Compensation = We may disclose your protected health Informgtidn
to comply ‘with workers” compensation laws and other simitar [egally
establishéd programs.

Inmates - We may use or disclose your protected health lnfo_;maﬂqn, under
certain circumstances, if you are'an inmate of a correctional facility.

Parental Access ~ State laws concermng minors permit or require certain
disclosure of protec'ﬁed health infermation to parents, guardians; and persons
atting in a similarlegal status. We will. act consistently with the faws ol this
Stale (o7, If you.are treated by us In another stite; the laws of that state) and
will make disclosures following such laws,

USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION REQUIRING
YOUR' PERMISSION — In some clrcumstances, you have the:opportunity: to
sgree or objectto the use or disclosure-of all or part of your protected health
Information. Following are examples in-which-your agreement or objettion.is
requlred.

Individuals Invalved In Yaur Hedlth Care - Unlass you object, we may disclose
to a2 member of your family, a relative, a close frignd, or any 6thief person you
idéntify, your protected hezlth Information that direcily relates to that
person's involvement in your health care, We may also.give infarmation to
someone who helps pay for yuurfcare.:Additlanallv, we may.use or disclose
protetted health infarmation to notify or.3ssist In notlfying a family rhember,
personal representative, ot any othier person wha [s responsible for your care,
or your location, paneral condition, or death; Finally, we may use or.disclose
your protected health information to an authorized public or private entity to
asslst In disaster Tellef efforts and coordiiate uses and disclosures ta familly or
cther individuals invelved in your health care.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMAITON ~ You may exercise
the followlny rights by submitting a written request to cur privacy Officer, Qur
Privacy Officer can guida you in pursulng these eptions. Please be aware that
our Practice may deny your reguest; hovever, | most cases you may seck a
review of the denlal.

Right to Inspect and Copy — You may.inspect and/or abtain.a copy of your
pmtened health informatianthatis contalfedin a "desfgnaled record set” for
as leng aswe malntaln the protected health Information. A deslgnated recurds
set contalns ‘medical and billing records and any otfier records that our
Practice used for making decisions about.yéu, This. right does not nclude
irispattion and’ copying of the following records: psychotherapy. notes;
infarmation-complled in reasonable anticipation of ar use In a clvlt criminal or
administrative actionor pro:eeding, and, prater.ted health infarmation; that: is
subject to a law that prohiblts access to protected health Informatloh. You will
be charged a fee for a copy of your record and we will advise you of the exact
Signature of Patiént OR Authorized Representative

fee at the time you make your request. We may offer 1o provide a summary of
your infarmation and, Hyou agree to receive a summary, we wili advise you of
the féc at the time of your request.

Right to Request Restrictions ~you may-ask us not to use or disclose any part
of your pratected health informatlon for treatment, payment or health care
opérations. Your request must be made in:writing to our Privacy Officer, In
your request, you must tell us:{1) what information you wan¥ restricted;.(2}
whether you:want to restrict our use or-disclosure, or both; (3} to whom.you
want the restriction to apply, for exampie, disclosures to your spouse; dind {4}
an expiration date. f We believe.that the restriction is not in the best, interests-
of either garty, ar'that we cannot reasonably actommodate the request, we
are not required to agree to your request. [f the restriction Is mutually agreed
upen, we will nat use or disclose your protected health Informationin violation
of that restrictlon, unless it Is needed to provide emergency treatment, You
may revoke a previously agreed upon restricticn, at any time, in writing,

Right to Request Alternative Confidential Communications = You may
request that we -communicate with you using, alternative means or at an
alternative lozation, We will not ask you the reason for your requast, We will
accommodaté reasonable requests, wheh possible,

Rights to Reguest Amendment — If ybu belleve that the Information, we have
about youln incorrect or incomplete, you may request an amendment to your
protected health information as long as we malntain this Iaformation. While-
we will accapt requests for amendment, we are'not required to agree to:the
amendment,

Right to'an Actounting of Disclosure — You may request that we provide you
vith an accounting of the'disclosures wehave made of your protected health”
Infarmation. This right applids 16 disclosures made. for purposes other than
treatment, poyment or health care opgrailons‘as described in this Notice ang
excludes disclpsures made- directly fo you, to others pursuant to an
authorization form-you, to famlily members or friends involved in your care, or
far notification’ piirposes. The accounting will only Include disclosures made
en or after April 14, 2003 and ne mare than 6 years prior to the date of yaur
request, The 7ight to receive this information Is subject te additional
exceptiun';,.i’éstrictiuns, and [imitations ‘as described earlier in this Motice.

Right to Obtajn a Copy of this Notice =~ You may.cbtain a péper copy of-this
Notice from us by requesting one; -

Special Protettions — This Notice Is provided to you as a requirement of HIPAA,
There are:several other privagy laws that 2lso apply- to HiV-related
)nfcrrnalmn, mental health information; and substance abuase jnformation.
These laiss have not been suspénded and have béen takeri into consideration
In developing.our policies ancd this Notice,

Complaints~ li.you believe these privacyrights have been violated, you may
filé a written complaint with our Privacy Officer or wit the US Department of
Heslth and Human Services Office of Civil ftights. We will provide their address
Oponl request. No retaliation will occur agalnst you for filing a complaint.

CONTACT INFORMATION — Our Privacy Officer s Dr. Skawn Sieler and he may
be contacted at.this office or by calling (732)238-8800. You may contact our
Privacy Cfficer. for further Information .about our complaint process or for
further explanation ofthis Notice of Brivacy Practices.

Date: / /




