AP ERERTES

PATIENT INFORMATION
PATIENT NAME!

LAST PIRST MIDDLE
ADDRESS:
7P CODE: CITY: STATR:
HOMEPHONE#:  ( ) . PARENT CBLL #: ( Jo o
SEX:(cirole ong) ~ WEMALE ~ MALR BMAIL ADDRESS:
DATE OF BIRTH; T SOCIAY, SRCURITY # - .
PRIMARY CARE PHYSICIAN: REFFERRED BY!

RESPONSIBLE (OR INSURED) PARTY INFORMATION

RESP. PARTY NAME:

_ LAST FIRST MIDDLR
ADDRESS:
DATE OF BIRTH: { / SEX: (circleone) ~ FEMALE MALB
HOMEPHONE#  ( ) - WORY. PHONE #: ( ) -
CELLPHONE #: ( ) - SOCIAL SECURYTY #: - -

RESPONSIBLE PARTY'S EMPLOYER INFORMATION: COMPANY!

CITY! PHONH #:
INSURANCE INFORMATION

PRIMARY INSURANCE COMPANY:

ADDRESS: ‘ PHONE#:

CONTRACT (D) #: SUBSCRIBER'S NAME:

PATIENT RELATIONSHIP TO SUBSCRIBER:  (elrele ons) SELF SPOUSE CHILD  OTHER

GROUP NAME GROUP #:
COPAYMENT: § INSURED'S DATR OF BIRTH: / /
SBCOMDARY INSURANCE COMPANY:

ADDRESS: PHONR #1

CONTRACT () #: SUBSCRIBER'S NAMI:

PATIBNT RELATIONSHIP T0 SUBSCRIBRR: (cirele one) SFELF  SPOUSE CHILD  OTHER
GROUP NAME: GROUP

COPAYMENT: $ INSURED'S DATE OF BIREH: / /

1131 BROAD STREET SUITE 202 SHREWSBURY, NJ 07702 'T# 732-544-9000 B 732-544-9099




EDES
SESERESISSE
PATIENT HEALTH INFORMATION

Today’s Date:

Last Name: MI First

Condition / Reagon for vigit:

Date of Injury/Accident or Onset of Condition:

Was pationt seen. in the Hogpital or EMO
Name of Hospital or EMO

Was patient seen by Dr. Cutatolo in the Hospital or Bmetgency
room? Yes No

If “Yes” Date of treatment Hospital

Please circle: School Injury Motor Vehicle Other
School name Spott Teamn

Coach name ___Phone#

Brief description of accident or injury:

Past Ilhesses:

Prior Surgeries & Dates:

Pum—

Current Medications:

Allergies:

1131 BROAD STREET SUITE 202 SHREWSBURY, NI 07702 'T# 732-544-2000 Fif 732-544-9099




NS RREISTEE
Insurance Authorization and Financial Respounsibility

Pleaso know that our office will do its uimost to assist you with your
insutance processing, however, you, as the responsible patty for the patient
st obtain all necessaty referrals and pre-authorizations. Any incorrect ot
incomplete insurance information will result in reduced benefits and add to
the patient’s financial burden. As ate responsible to know your fnsurance
coverage,

I authorize Atlantic Pediattic Orthopedics, P.A. and Dr. Curatolo to furnish
information concetning my iliness and treatment to any insurance company.
T further assigh io the physician all paymenis the insurance catriors afe
obligated to make on my behalf for medical/surgical services rendeted by Dr.
Stankovits and this office.

1 authotize to us or disolosure of the above-named patient’s health.
information.

Signature: Date;

Name of Legal Guardizn and relationship to patient:

1131 BROAD STREET SUITE 202 SHREWSBURY, NI 07702 TH 732-544-9000 B 732-544-9099




EDESED

SIS BESTES

Patients’ Bill of Rights

e YOU have the tight to respectfiil cate, and to be treated resp ectfully.

e YOU have the right to be informed about yout diagnosis, to know
what your treatment options are, and know what the potential
uutcomes of each treatment may be.

o YOU have the tight to know the name of those treating you.

s YOU have the tight to refuse treatment petmitted by law. You can
refuse treatment and still receive alternative care,

e YOU have the right to privacy, No medical practitioner should ever
release information about your condition ot treatment to atyone else
unless you give yout egpressed consent to release information.

o YOU have the right to review your medical repords; if necessary have
the information explained to you.

e YOU have the tight to know what alternative medical care may be
available o you.

s YOU have the right to know what your treatment may cost you.

¢ YOU are responsible for providing all information about your past
care, iliness and medications to your physician when he/she is frying
to find the best possible treatment for you,

e YOU are responsible for being considerate of the needs of others in
the office. .

o YOU ate tesponsible for providing all insurance infotmation when
requested, and following the requirements for your individual
insurance plus for seeking treatment with tha doctot.

Signature: Date:

Patient Name:

1131 BROAD STRERT SBUITE 202 SHREWSBURY, NT 07702 T#732-544-5000 Fil132-544-9099




Deur Patient,

We will be submitting a claim directly to insurance carrier, However, we ate
not~ in-network; thetefore, your insuzance company may make a payment
direcily to you.

DO NOT CASH THE INSURANCE CHECK

Instead, please indorse the back of the check and vite “Payable to Aflantic
Pediatric Orthopedics” below your signature, You nust send the insurance
check to Atlantic Pediatric Orthopedics, P.O. Box 283, Rumson, NI 07760
a8 soon as you, receive it. The check must be sent within 10 days of receipt
otherwise 5% interest will be charged monthly to your account.

FORWARD A COPY OF EXPLANATION OF BENEFITS

All payments will be accompanied by an Bxplanation of Benefits (EOB).
The BOB explains how your catrier arrived at the amount of money they
issued. Failure to provide this copy to us may impact the balance we
consider to be your remaining obligation. '

Please contact us with any questions you have.

Sincerely,

Elaine Carola
Billing
(908)461-0383

X
“PATIENT SIGNATURE OR PARBNT SIGNATURE DATE

PRINT NAME

1131 BROAD STREET SUITE 202 SHREWSBURY, NY 07702 'T# 732-544-2000 F# 732-544-9099




CHEDED

SRS EREISTES

Insurance Complaint/Appeal Authorization

1 , authorize Aflantic Pediatrlc
Orthopedics to file an appeal to tay Insurance Company and or complaint to
 the Insurance Commissioner, for any reason, on my behalf,

Paticnt name:

Signature: _Date:

~ Print name:

Policy holdex name:

Relationship to the patient:

1131 BROAD §TREET SUITR 202 SHREWSBURY, NI 07702 T# 732-544-2000 Fil 732-544-9099




BRD

. ATLANTIC PEDIATRIC
ORTHOPEDICS

I hereby authorlze Dr. Bveu Curatolo, to atbmit clalme, on tny behalf, to the Insuranoe comMpRRY providing benefits and provided to Dr, Bvan
Catatelo, in pood falth. Tfully agees and ndersland fhat the submisslon of d clalm does not shaclve mo ofmy sesponaibiiity fo enswwe the

olatm ie paid fn full.

T herehy [mavonably deslgnats, sutlostze ad appolnt Dy, Bvan Cutatolo as ty brue and faw il attoraay-Jrfhot, This power of attormey is
horeby provided for the limlted porpose of rerelving all payments die wnder my polioy/medical oare lpltm ot aeaount of medloal services and
otrs ronderad ox fo be xandarad, This power of altoraey shall sutoraetionily terminate, ithout formt aotion befng tuken, a3 gon 85 D, Bvan
Curatolo has recolved pryment fn full and remedies under appiontile rogulatory guidelines Tor 5l snodieal care serviees provided ta patient. X
‘horoby confirin and ratify alf actlons taken by my atfornayp-n-fhot pursuant to the sthovity granted heveln,

T hereby assign all medieal and surpleal bensfits, {o nclnde majox medicat bunofits to whieh I nm entitied. Thereby Jnsteuet pd
divect my Insurance canier(), inchuding Medicave, private tnsurance snd any sthey hesilth/medical pla, fo lssue all paymaent
cherli{s) and eorxespondenca directly to D, Lvan Curatole fox medlcal sarvlees randered fo myself and/ox my dependents rogardless
of my Inswranee henefits, 1 any. X underatand that¥ am xesponsible for any amonutyot covered by innuvanee, X umdarstand undexr
appllenble ERISA, state and/ox fuderal regulntory puldelines thatT have the xight aud mushouity to divect where pryment for services
venilered iz sent, I xiy ouveent poliey proliblts direct payment fo fho provider of sorvtoe, X under my xighty per state and fedoral
ERISA regulations hiereby Instrict and divect my Tasurancs Company o provide STD doourmentation siating such non-assign ability L

clruse to myself and Dx. Tvan Curatols,

Y authsorize the relanse of any jnformntion pertinent to my oase to Ay insutpncs company, adwster, goveritiental agenay of atforey fnvolved
in thls oo, T suthorlze Dr. Bvan Curatolo or appointed business ausociates by the provider to be my pecnondt represantative, which allows
fhiem as my logally biuding suthorized represonlative to: (1) sabinit any avd all appeals wheh my insurancs compaty denles me benefits to
which I sm entitles, (2) submit any and all requesta for bensht infermation ftom my Jnsorance company, and {3) inftiate formal complaints to
any State or Federal agoncy that hay {urisdiotion over my insurer andfor benofits, I fully understand sud agres that X am rosponelble For fisll
payment of the medieal debt if my Jnduvanes company has rofused to pay 100% of my steted plan benefity based on billed oharges, within
winoty (30) daya of any and ail apposls or request for fnformation, Should the secomnt ha refuned fo sn attomey of vitsidoe agenoy for
collaction, the undersigned shall pay reasonable attorney’s foes and collection expondes, All dalinguent aceounts bear Interost af tho legal

cate, T algo agres that any penaltles or fines Jevied aguinst my Insyanes company weill be paid o Dr, Bvan Curatolo Tor acting su my personal,

representative, |

1 authorlza Dr, Byan Cusatolo to provide medfoal onre reagonable and at the standaxd of oars ag requlred by slata law,

A photonopy of this Asslgnmont shall be aonsidered s affeotiva and valid as the oxiginal.

Name of PatientfGuarantor

Signatute of Pattent/Guatetor . Dats




ATLANTIC PEDIATRIC
ORTHOPEDICS
HIPAA AUTHORIZATION AND ESIGNATURE CONSENT DISCLOSURE

I understand that I (patient), or an authorized representative, must sign and enter either a 6-digit date (MM | DD [ YY), 8-digit
date (MM | DD | CCYY), or an alphanumeric date (e.g., January 1, 2006) unless the signature is on file. Iunderstand that in
lieu of signing the claim, that I may sign a statement to be retained in the provider, physician, or supplier file in accordance
with Chapter 1, “General Billing Requirements” (see. Rev. 10540, 06-11-21)" T understand that the authorization is effective
indefinitely unless I, or my representative revokes this arrangement. Note: I understand that this can be a "Signature on
File" and/or computer generated.

T understand that my healfhcare plan is required: 1) to the extent feasible and appropriate, enable determination of an
individual’s eligibility and financial responsibility for specific services prior to or at the point of care; 2) be comprehensive,
requiring minimal augmentation by paper or other communications; and 3) provide for timely acknowiedgment response. I
understand this also includes but is not Hmited to status reporting that supports a transparent claims and denial management
process (including adjudication and appeals), describing all data elements (including reason and rematrk codes) in
unambiguous terms. (see. Section 1104 ACA) '

I understand and acknowledge that the Provider has, to the extent feasible and appropriate, verified eligibility, obtained
preauthorization, and informed me of my financial responsibility for specific service(s) prior to or at the point of care
consistent with the Health Information Technology for Economic and Clinical Health Act, Pub. L. No. 111-5, 1234 Stat. 226
and the Department of Health and Human Services Regulations, 45 C.ER. § 160 et seq. (collectively, “HIPAA”).

1 certify that I knowingly, voluntarily, and specifically agreed to the use of my signature on all my insurance and/or employee
health care benefit claims submission(s) consistent with the regulations explained to me within this HYPAA Authorization
and Flectronic Signature Consent Disclosure. This inclndes signatures in compliance with the E-Sign Act and Uniform
Electronic Transactions Act, A photocopy, computer generated, or any other reproduction of this signature and
assignment/authorization is to be considered valid, and the same as if it was the original.

This form is intended to protect patients from surprise medical bills and increase transparency by requiring certain health care
facilities and insurers to disclose certain required information. - :

Patient Name: Patient Daté of Birth:

Plan Name (Employer):

Parent/Aunthorized Rep Name (Printed):

Parent/Authotized Rep Signature:

Date:

Staff Acknowledgement (for office use only):

! htips: fwww.cms. gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/elm 1 04¢01.pdf

121 BROAD STREET SUITE 202 SHREWSBURY, NJ 07702 i) (732) 544-2000 ) (732) 544-9009




ATLANTIC PEDIATRIC

ORTHOPEDICS
QUT-QF-NETWORK (“OON”) SURPRISE BILL PROTECTION DISCLOSURF,

I certify that I have insurance and/or employee health care benefits coverage which provides both In- Network (INET)
and/or Out of Network (ONET) benefits. I certify that I have been informed that the referenced Provider organization and/or
its associated Providers are Out-of-Network (ONET) as requited under the Out-Of-Network Consumer Protection,
Transparency, Cost Containment, and Accountability Act, P.L.2018, c.32 (“Act”).

I understand and acknowledge that the Act was to limit a covered person’s financial responsibility to the network level cost-
sharing as applied to the allowed amount/charge when inadvertent and/or involuntary services are rendered by Providers who
are not members of a managed care network (i.e., PPO Network).

I understand and acknowledge that “a covered person’s cost-sharing liability under the Act is based upon the application of
network cost-sharing, not a network level reimbursement amount.” (Bulletin NO. 18-14) The transparency and claims processing
provisions apply to all carriers operating in New Jersey consistent with the Administrative Simplification provisions mandated
under numerous State and Federal healthcare regulations as detailed within this disclosure/notification. '

I understand and acknowledge that the Provider has, to the extent feasible and appropriate, verified eligibility, obtained
preauthorization and informed me of my financial responsibility for specific service(s) prior to or at the point of care consistent
with the Health Information Technology for Economic and Clinical Health Act. Pub, L. No. 111-5, 1234 Stat. 226 and
the Department of Health and Human Services Regulations, 45 CF.R. § 160 et seq. (collectively, “HIPAA”).

I certify that I knowingly, voluntarily, and specifically selected the referenced ONET Provider(s) with full knowledge that the
provider is ONET with respect to my health benefits plan and consent to the treatment plan the Provider may recommend.

I authorize the use of my signature on all my insurance and/or employee health care benefit claims processing including
but not limited to, requesting data, verifying eligibility, adjudication and appeals consistent with section 1104(b)2) of the
Affordable Care Act. This includes signatures in compliance with the E-Sign Act and Uniform Electronic Transactions
Act.! A photocopy, computer generated, or any other reproduction of this signature and assighment/authorization is to be
considered valid, and the same as if it was the original.

I have read this express assignment/authorization and it has been explained to me prior to the Provider submiiting my
Lealthcare claims for reimbursement.

Patient Name: Patient Date of Birth:

Plan Name (Employer):

Parent/Authorized Rep Name (Printed):

Parent/Aunthorized Rep Signatare:

Date: Staff Acimowledgement (for office use only):

115 U.S.C.A, § 7001(a)(2)

131 BROAD STREET SUITE 202 SHREWSEBURY, NJ 07702 fp (732) 5442000 B (782) 544-2099




@OXFORD
,_I HEALTH PLAME®
Attt Gompaig

HIPAA MEMBER AUTHORIZATION

Bxcept as otherwlse permitted or requived by applicable federal and state laves and tegulations,
Oxford sust obtain an authorization befors using or disclosing proteoted hoalth infoxmation
(“PET”), Upon eveipt of a valid authoxization for its use and/or disclosure of PHI, Oxford will
rake such use and/or disclosure in a manmer consistent with such suthorization.

To: HIPAA Coxrespondence
.0. Box 7081
Bridgeport, CT 066017081

Member Name:
Membex LD, Number! Telephone:
Address:
Desgtiption of PHI: A deseiption of the PHI to bs vsed or discloged:

Persong Authorized to Use or Digelose: The person(s), olass of persons, or entity to whom Ozford
is authorized to malke the use or disclosure! -

Desctiption of éach Purpose to Use or Disclose: A desoription of each purpose of use or
disclosute (the statement “at the request of the Member” is sufficient):

Does the person(s), elass of petsons, ot entity named above that Oxford is anthorized to male the
use or diselosnre to also have the sufhority to file an appeal and/or grievance on behalf of the
Member?

(chedlcone) T Yes LI No

Expileation:
This authorization will expire;
(] Remain in place until . (Date) '
l:l On ocontrence of the following event (whioh must telate to the Mendber ot to the purpose

of the use and/or disclosure belng suthorized):

MS8-03-1546 04064 RE 7167




Revoeations

I understand thet I may revoke this authorlzation at any time by giving written notlce of my
tevooation fo the HIPAA Member Rights Unit at the address provided below. T undetstand that
any revooation of this authorization will not affeot any actlon Oxford tovk in tellance on this
authotlzation befote Gxford received my weitien notice of revocation, [ alo understand that any
revooation of this authorization will not result in my disenroflment from Oxford or denial of my
eligibility for benefits,

HIPAA Member Rights Unit
48 Monroe Turnpike
Trumbull, CT 06611

Note the following:

o As an Oxford Member, your decision to sign this Authorlzation s voluntaty and sald
decision will not impact trestment, payment, entollmest or eligibility for benefis
wnder your Oxford coverage plan.

» If you fnsteuot Oxford to relense all of your PR, please bs aware that such. release
may inolnde Information relating fo sexwally tranamitted disense, acquired
immnodeficlenoy syndrome (AIDS), or human inmuaodeficienoy virus (HY), B
may also inchyde Information relsting to alcohol or dmg ghuse, genetic testing,
psychiatric cate and behavioral or mental health services and treatment,

» The PHI dsclosed pursyant to this Authorization may be subject to re-diselosure by
the recipient and no longer protected by federal and state laws and regulations,

Signatave;

T havs rend and understand the contents of this document and am heteby providing my agteement
to the tetms of this Anthorization,

Signature ¥

Print Name:

Date:

* If a personal representative of an Oxford Menshor sigts fliis Authorization, please provide a
desctiption and any avaflable documentation of the authority to act in this capacity.

MS-03-1346 4064 B3 107




UnitedHealthcare“ Designation of Authorized Representative

Member Name (please print) Date of Birth | Member ID Number

Member's Street Address City State | Zip

Designated Representative's Address ' City State | Zip :
14131 Broad St, Bldg B, Ste 202 Shrewsbury NJ 07702

Provider of Service
DR LAWRENCE STANKOVITS, DR EVAN CURATOLO, ATLANTIC PEDRIATRIC ORTHOPEDICS

Date(s) of Service or Proposed Service

IR , am appointing

Print the name of the member who is receiving the service or supply
ATLANTIC PEDRIATRIC ORTHOPEDRICS

Print the name of the personforganization who is being authorized to act on the member’s behalf

To act on my behalf as my authorized representative for (check all that apply)

@ acomplaint @ anappeal @ documentsfrom UnitedHealthcare regarding the
above-noted service or proposed service.

] understand and agree that:

e This authorization is voluntary;

e my health information may be disclosed to my authorized representative and may contain
information created by other persons or entities including health care providers and may
contain medical, pharmacy, dental, vision, mental health, substance abuse, HIV/AIDS,
psychotherapy, reproductive, communicable disease and health care program information;

e I may notbe denied treatment, payment for health care services, or enrollment or eligibility
for health care benefits if I do not sign this form; )

e my health information may be subject to re-disclosure by the recipient, and if the recipient
is not a health plan or health care provider, the information may no longer be protected by
the federal privacy regulation; '

e this authorization will expire one year from the date I sign the authorization. I'may revoke
this authorization at any time by notifying UnitedHealthcare in writing; however, the
revacation will not have an effect on any actions taken prior to the date my revocation is

received and processed.

Signature of Member or Approved Party Date

If person signing this authorization is not the member, describe relationship to the Member (i.e. Parent,
Legal Representative)

PARENT

Legal Representatives slgning this suthorization on behalf of a memkber must furnish & copy of a health care power of attorney, or other relevant
document that grants the applicakla legal authority




Logu! Representatives signing this authorization on behalf of a member must furnlsh @ copy of a health care power of attoraey, or other relovant
doeiment that grants the applicable legal autharity




