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REFERRAL POLICY

The purpose of this notice is to inform you of our office policy regarding referrals. If your
plan requires that you obtain a referral for specialist services, it is your responsibility to do so. We
do not contact the primary care physician (PCP) for referrals. If you present to the office without a
referral you have the option of paying out of pocket or rescheduling your appointment until you
have obtained a referral. For your convenience, we will accept faxed referrals. However, it is the
patient/parent/guardian's responsibility to ensure that the referral is received in the office prior to
the appointment. Please feel free to call our office to verify that they referral has been received
before arriving to our office if the referral is being faxed. We will not be responsible for referrals
that are expired or otherwise invalid. Please request a copy of your referral if one has not been
provided to you to enable you to track when a referral is needed. Please advise our office
immediately of any changes in your insurance policy as this may void any referrals on file and may
result in unnecessary out of pocket expenses to you. If you need assistance in understanding
your insurance policy, please see one of our administrative staff members or management and we
will gladly assist you.

, have read and understand the above policy.
(print)

Sign: Date:

OA2006



Or thoaedlc /

associates usa

CONTRACT FOR PRESCRIPTION / CONTROLLED
SUBSTANCE MEDICATION

Controlled substance medications (narcotics, tranquilizers, and barbiturates) and all prescription
medications can be very useful in the treatment of pain. Unfortunately, they also have a high

potential for abuse and misuse and are closely supervised by the local, state and federal
governments.

| agree to enter into the following contract with the health care givers of Orthopaedic Associates U.S.A.

| am responsible for my controlled substance and all prescription medications. If
the prescription or medication is lost, misplaced or stolen or | use it sooner then
prescribed, | understand that it will not be replaced.

I will not request nor accept controlled substance medication from any other
physician or individual while | am receiving such medications from Orthopaedic

Associates U.S.A. The exception would be if | were hospitalized and under the
care of another physician.

3. Refills of controlled substance and all nrescrintion medication:

A. Will be made durina office hours onlv. 8:30 a.m. to 5:00 n.m.. Mondav
through Friday. Refills will not be made at night, on holidays, or
weekends.

B. Will not be made if | "run out earlv". I am resnonsible for takina the
medication in the dose prescribed and for keeping track of the amount
remaining.

C. Will not he made as an "emeraencVv". | will call at least 12 to 24 hours
ahead if | need assistance with a controlled substance and nrescrintion
medication.

D. I understand that if | violate anv of the ahove conditions. mv relationshin
with Orthonaedic Associates U.S.A. mav he terminated. | understand
that, | may be reported to the Drug Enforcement Authorities, other
physicians and local medical facilities.

Patient's Signature Print Patient's Name

Witness Date
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CONSENT FOR CARE & TREATMENT

I, the undersigned, do hereby agree and give my consent for Orthopaedic Associates USA to furnish medical care
and treatment to considered necessary and propet

in diagnosing or treating his/her physical and mental condition.

Date

Patient/Guardian/Responsible Party

BENEFIT ASSIGNMENT/RELEASE OF INFORMATION

| hereby assign all medical and/or surgical benefits to include major medical benefits to which | am entitled, including
Medicare, Medicaid, private insurance, and third party payors to Orthopaedic Associates USA. A photocopy of this
assignment is to be considered as valid as the original. | hereby authorize said assignee to release all information
necessary, including medical records, to secure payment.

Date

Patient/Guardian/Responsible Party

FINANCIAL POLICY STATEMENT

We bill your insurance carrier solely as a courtesy to you. You are responsible for the entire bill when their services are
rendered. We require that arrangements for payment of your estimated share be made today. If your insurance carrier
does not remit payment within 60 days, the balance will be due in full from you. In the event that your insurance company
requests a refund of payments made, you will be responsible for the amount of money refunded to your insurance
company. In the event your company establishes an internal usual and customary fee schedule, you will be responsible for
the difference remaining.

If any payment is made directly to you for services billed by us, you recognize an obligation to promptly submit same to
ORTHOPAEDIC ASSOCIATES USA.

The above may not apply for those patients that are considered Worker's Compensation. However, be advised if you claim
Worker's Compensation benefits and are subsequently denied such benefits, you may be held responsible for the total
amount of charges for services rendered to you.

When you pay by check, you expressly authorize Orthopaedic Associates USA, if your check is dishonored or returned for
any reason, to electronically debit your account for the amount of the check plus a processing fee up to the state maximum
legal limit (plus any applicable sales tax). Please note the above language authorizes an electronic debit to your account
for the state-allowed recovery fee. In accordance with rules of the National Automated Clearing House Association, you
may call (888) 235-4635 to revoke the authorization for the electronic transaction. This does not, however, mean that
ORTHOPAEDIC ASSOCIATES USA cannot collect a returned check fee by other methods.

| understand and agree that if | fail to make any of the payments for which | am responsible in a timely manner, | will be
responsible for all costs of collecting monies owed, including court costs, collection agency fees, and attorney fees.

Information Privacy: ORTHOPAEDIC ASSOCIATES USA will use and disclose your personal health information to treat
you, to receive payment for the care we provide, and for other health care operation. Health care operations generally
include those activities we perform to improve the quality of care. We have prepared a detailed NOTICE OF PRIVACY
PRACTICES to help your better understand our policies in regards to your personal health information. The terms of the
notice may change with time and we will always post the current notice at our facilities, on our website and have copies
available for distribution. The undersigned acknowledges receipt of this information.

| UNDERSTAND MY RESPONSIBILITY FOR THE PAYMENT OF MY ACCOUNT.

Patient/Guardian/Responsible Party Date

Center Representative/Witness Date
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THIS NOTICE DESCRIBES HOW INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.
Understandina Your Health Record/Information

Each time you visit a hospital, physician, or other healthcare provider, a record of your visit is made. Typically,
this record contains your symptoms, examination and test results, diagnoses, treatment, and a plan for future care
or treatment. This information, often referred to as your health or medical record, serves as a:

* basis for planning your care and treatment

* means of communication among the many health professionals who contribute to your care

* legal document describing the care you received

* means by which you or a third party payer can verify that services billed were actually provided

* atool in educating heath professionals;

* a source of data for medical research;

* a source of information for public health officials charged with improving the health of the nation;

* a source of data for facility planning and marketing and

* a tool with which we can assess and continually work to improve the care we render and the outcomes we
achieve.

Understanding what is in your record and how your health information is used helps you to:
* ensure its accuracy
* better understand who, what, when, where and why others may access your health information
* make more informed decisions when authorizing disclosure to others.

Your Health Information Riahts
Although your health record is physical property of the healthcare practitioner or facility that compiled it, the
information belongs to you. You have the right to:
* request a restriction on certain uses and disclosures of your information as provided by 45 CFR
164.522
* obtain a paper copy of the notice of information practices upon request
* inspect and copy your health record as provided for in 45 CFR 164.524
* amend your health record as provided in 45 CFR 164.528
* obtain an accounting of disclosures of your health information as provided in 45 CFR 164.528
* request communications of your health information by alternative means or at alternative locations
* revoke your authorization to use or disclose health information except to the extent that action has
already been taken.

Our Responsibilities:
This organization is required to:

* maintain the privacy of your health information

* provide you with a notice as to our legal duties and privacy practices with respect to information we collect

and maintain about you

* abide by the terms of this notice

* notify you if we are unable to agree to a requested restriction

* accommodate reasonable requests you may have to communicate health information by alternative means or

at alternative locations.
We reserve the right to change our practices and to make the new provisions effective for all protected health
information we maintain. Should our information practices change, we will mail a revised notice to the address
you've supplied us.
We will not use or disclose your health information without your authorization, except as described in this
notice.
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Qrgan Procurement Organizations: Consistent with applicable law, we may disclose health information to organ
procurement organizations or other entities engaged in the procurement, banking, or transplantation of organs for

the purpose of tissue donation and transplant.

Marketing: We may contact you to provide appointment reminders or information about treatment alternatives or
other health related benefits and services that may be of interest to you.

Fund Raising: We may contact you as part of a fund-raising effort.
Food and Drug Administration (FDA): We may disclose to the FDA health information relative to adverse events

with respect to Tood, supplements, product and product defects or post marketing surveillance information to enable
product recalls, repairs or replacement.

Workers Compensation: We may disclose health information to the extent authorized by and to the extent necessary
to comply with Taws relating to workers compensation or other similar programs established by law.

Public Health: As required by law, we may disclose your health information to public health or legal authorities
charged-with preventing or controlling disease, injury or disability.

Correctional Institution: Should you be an inmate of a correctional institution, we may disclose to the institution or
agentsthereof, heatthrinformation necessary for your health, and the health and safety of other individuals.

Law Enforcement: We may disclose health information for law enforcement purposes as required by law, or in

response-toa valid subpoena.

Federal law makes provision for your health information to be released to an appropriate health oversight agency,
public health authority or attorney, provided that a workforce member or business associate believes in good faith
that we have engaged in unlawful conduct or have otherwise violated professional or clinical standards and are
potentially endangering one or more patients, workers or the public.

My signature below indicates that | have been provided with a copy of the notice of privacy practices.

Signature of Patient or Legal Representative Date

If signed by legal representative, relationship to patient

Effective Date:

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our
Notice of Privacy Practices, but the acknowledgement could not be
obtained because:

Individual refused to sign

Communications barrier prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement
O Other (Please Specify)

000

0OA2013



Ortho aedlc/

associates usa

AUTHORIZATION FOR USE AND DISCLOSURE OF INFORMATION

Section A: Must be completed for all authorizations.

I hereby authorize the use or disclosure of my individually identifiable health information as described below.
I understand that this authorization is voluntary. I understand that if the organization authorized to receive the
information is not a health plan or a health care provider, that organization may also disclose my health information.
If this happens, I understand that my information may no longer be protected by federal privacy regulations.

Patient name: ID Number:

Persons/Organizations authorized to release the information:
Persons/Organizations authorized to receive the information:
Specific description of information (including date(s)):

The patient or the patient’s representative must read and initial the following statements:

1. Tunderstand that this authorization will expire Initials:

2. Tunderstand that I may revoke this authorization at any time by notifying Orthopaedic Associates USA in
writing. But, if I do revoke this authorization, my revocation will not have an effect on any
actions Orthopaedic Associates USA took in reliance upon my authorization before it received my revocation.
Initials:

You may revoke this authorization by signing a Revocation of Authorization form and returning it to
Orthopaedic Associates USA. To request a Revocation of Authorization form, you may contact Orthopaedic
Associates USA, (954) 476-8800.

3. Complete one:
Orthopaedic Associates USA will not condition your treatment or payment for your health care services on your
completing and signing this authorization. [
If you do not sign this form, Orthopaedic Associates USA will not treat you because you are being treated
solely to create health information to disclose to .0

Section B: Must be completed when Orthopaedic Associates USA requests the authorization for its own use

or for another covered entity to disclose information to Orthopaedic Associates USA for treatment, payment
or health care operations purpases.

To be completed by Orthopaedic Associates USA:
1. The purpose of the use or disclosure is:

2. Orthopaedic Associates USA O will 0 will not receive direct or indirect compensation in exchange for using
or disclosing the information listed above.

NOTICE TOPATIENT: You or your representative may inspect and/or copy the health information in
accordance with [Provider]’s policies.

Section C: Must be completed for all authorizations.

Patient Name: Patient Social Security Number:
(Please Print)

Signature of patient or patient’s representative Date

Printed name of patient’s representative:
Relationship to patient:

YOU MAY REFUSE TO SIGN THIS AUTHORIZATION.






