SEATISBESTES

PATIENT INFORMATION
PATIENT NAME!

LAY TIRST MIRDLE
ADDRESS:
ZIP CODE; Cir STATE!
HOMBEHONE# ( )| - PARBNT CELL #: ¢ :) .
SBX: (sivels ong)  FEMALR MALR BMATL ADDRESS;
DATE OF BIRTI: / / SOCIAL SECURTTY #i - "
PRIMARY CARE PHYSICIAN: REFFERRED BY:

RESP, PARTY NAME:

LAST FIRST MIDDLE
ADDRESS:
DATE DF BIRTH: / / SEX: (circleons)  FEMALE MALE
HOMEPIIONE#  ( ) - WORK, PEONE #1 ( ) -
CELL PHONE #:( ) - BOCIAL SECURITY & - -

RESPONSIBLE PARTY'S EMPLOYER INFORMATICI; COMPANTY:

CITY1 PHONE #:
INSURANCE INFORMATION

FRIMARY INSURANCE COMPANY:

ADDRHESS: FHONE# :

CONTRAGT (ID) SUBSCRIBER’S MAME:

EATIENT RBLATIONSHIP 7O SUBSCRIBER!  (eiteleone)  SBLF  SPOUSE CHILD  OTHER

GROUPR NAMP; : GROUP#

COPAYMENT: § INSURBD'S DATR OF BIRTH: / /

SECONDARY INSURANGE COMPANY:

ADDRESS: PHONE #1

CONTRACT (D) 4t SUBSCRUIER’S NAME: _

PATIENT RELATIONSEIP TO SUBSCRIBER; ' (olvoleone)  SELF SPOUSE CHILD  OTHER

GROUD NAME;: . GROUP #

COPAYMENT! $ INSURED'E DATE OF BIRTH; / /
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SIS RRRSTAS

PATIENT HEALTH INFORMATION

Today’s Date: )

Last Name: , ML Pirst

Condition / Reagon for visit:

Date of Tnjury/Accident or Onset of Condition:

Was patient seen in the Hospital or EMO
Name of Hospital or EMO

Was patient seen by Dr. Curatolo i the Hospital or Bruergency
room? Yes No

If “Yes” Date of treattnent Hospital

Please cirole: School Injury Motor Vehicle Other
School name Spott Team

Coach name _ Phonedf

Rrief description of accident or injury:

Past Inesses:

Prior Surgeries & Dates:

Current Medications:

Allergies:

1131 BROAD STREET SUITR 202 SHREWSBURY, NI 67702 T# 732-544-9000 i 732-544-9099




Tasurance Authorization and Financial Responsibility

Pleage know that our office will do its utmost to assist you with yout
jnsurance processing, howevet, you, as the responsible patty for the patient
must obtata all necessary reforals and pre-authorizations, Any incotrect or
incomplete insurance information will result in reduced benefits and add to
the pationt’s finencial burden, As are responsible to know your tasurance

coverage,

T authorize Aflanfic Pediatric Orthopedics, P.A. and Dr, Curatolo to futnish
information concerning my iless and freatment to any insutance company.
I firther assign to the physician all payments the ingurance catriers ate
obligated to make on my behalf for modical ssurgical services rendered by Dr,

Stankovits and this office. :

T authorize to us or disclosute of the gbove-named patient’s Dhealth -
information.

" Signatore: Dates

Name of Legal Guardian and relationship to patient:

{131 BROAD STRERT SUITS 202 SHREWSBURY, NT 07702 T# 732-544-9000 Bt 732-344-9099




Patients’ Bill of Rights

e YOU have the righi to respectfitl cate, and to be treated respectfully,

o YOU have the tight to be informed about your diagnosis, to know
what your treatment options are, and kuaow what the potential
outcomes of each treatment may be.

o YOU have the right to know the name of those treatlng you.

o YOU have the tight to refuse freatment permitted by law, You can
refuse treatment and still recelve aliernativo care,

e YOU have the right to privacy. No medical practitioner should ever
yelease information sbout your condition or freatment fo anyone else
nnless you give your expressed consent to release information.

o YOU have the right to teview your medical records; if necessary have
the tnformation explained to you.

o YOU have the tight to kunow what alternaiive modicel cate may be
available fo you.

o YOU have the tight to know what your treatment may cost you.

s YOU are responsible for providing afl information about your past
care, Hlness and medications to your physician when he/she is trying
to find the best possible treattaent for you,

o YOU are responsible for being conslderate of the needs of others in.
the offics.

s YOU are responsible for providing afl insurance information when
requested, and following the roquirements for your individual
tnsurance plus for seeking treatment with the doctor.

Sipnafure; Dafer

Patient Nawe:

1131 BROAD STRERT SUITE 202 SHREWSBURY, ) (7702 TH 732-544-0000 Pt 132-544-9099




SIS FERTEE

Dear Patient,

We will bo submitting a claim direotly to insurance carrier, However, we ate
ot in-network: therefore, your insurance company may make 4 payment
directly to you

DO NOT CASH THE INSURANCE CHECK

Tnstead, please indorge the back of the check and wilte “Payable to Atlantio
Pediatrio Orthopedies” balow your signatire, You must send the insurance
check to Atlantic Pediatic Orthopedics, P.O. Box 283, Rumsan, NI 07760
ag goon. as you receive i, The check tust be sent within 10 days of receipt
otherwise 5% intetest will be charged monthly to your account.

FORWARD 4 COPY OF EXPLANATION OF BENEFITS
All payments will be accompanied by an Hxplanation of Benefils (EOB),
The HEOB explaing how your cartler arrived at the amount of money they

issued, Fallute fo provide this copy to ug may impact the balance we
consider to be your retuaining obligation, '

Please contact us with any questions you have,

Sincerely,

FElaine Carola
Billing

(908)461-0383

X

PATIENT SIGNATURY OR PARBNT BIGNATURE DATR

PRINT NAME

1131 BROAD STREET SOITE 202 SHREWSBURY, NJ 07702 TH 7325442000 F 752-544-9099




ATEANTE BEREEISTEIE

Insurance Complaint/Appeal Authorization

1, , anthorize Aflaptic Pediattic
Orthopedics to file an appeal to my Insurance Company and or complaint to
the Tnsutance Commissioner, for any reason, onmy behalf,

Patient name:

Signafuye; | Date:

Print name:

Policy holder name:

Relatlonship to the patient:

1131 BROAD STREET SUITE 202 SHREWSBURY, NI 07702 T# 7582-544.9000 Tt 732+544-9099




ATLANTIC PEDIATRIC
ORTHOPEDICS

1 hexeby authorlza Dy, Bvan Curatolo, fo sibmit oladms, on tay behalf) fo the insutance company paviding benefita and providad o Dr, Byen
Curatolo, In good Sifth, T fidly ngree and wnderstand that the submission of 4 olalm doey not abeolve me of nty resporatbillly fo enrure the

alabrm fs pald In full,

T hoxshy Iresvoanbly doslgoate, suthorlze end appolnt Dy, Hyan Chiralolo as sy bue and law il attoxaey-Ju-daot, This power of ntforaey is
Reraby provided for the (Imlted pumose of recelving all paymanta dite under my polloy/medioal sare plan on scoount of medlodl sesvloes and
oers rondersd ox o be yendered. Ths powerof attatney shall antoratloally terzrinats, without fomnal notlon Bohag faken, 88 soon sy Dr, Hvan
Churatolo liaa rocalyed Faymant fn futl and saedles under apploatle raguiatory guidelines for il medieal oure services provided to patlent,
Toteby nondim and satify all aotlons taken by vy altomey-{ivFaot pasmian ko the authorlty granted healn,

% herehy asafpe all edloal and suypleal bevallty, fo fotnde majoy medient banatity to videh ¥ em entitled, T hoyehy instrust and
dfreet iy Isbrance earplon(s), eluding Medieave, prlvate fsurgoes nod any offer havlii/medlan] plen, fo Jesue gilpryment
oheck(®) mid cprrospandencs divestly ¢ D, Tvan Curatolo for meedionl sorvives rendered to myself sudfor my depedents vegardlogs
of my luzaranee benefity, I sy, Dandersfand ekl rim xesponsible for any atnqunt ot coversd by nsmance, §understand neder
appllobls XRISA, state andfoy futleral reguletory guldelines fint T hvwe the right and suthority to divect witera payment for seryioss
vemdapad 13 sent, Xamy cureent palley prohibliy divect payment fo tho provider of pervles, ¥ under y xights per stats and foderal
ERYSA roguintlons haveby Instrned and diveet my Iusuranos Compry fo provide SED dooumantation stating such non-agelgn ahility

clanse to myzelf prd D Byan Curatolo,

1 authorizs the relesse of any information pertinent o my onge to any insurades company, adjuster, goveramental agenoy or attorey Involved
In this erse, T suthorlze D Hyan Curatolo of eppolated busitass agsaniates by the provider to be ity parsonnd reprosentatlye, which silows
tham ag ray Jegally bindtog suthorized representattve tos (1) submmit any and all appesls whon my nsuanos compety denlss mo benefits to
which I am atitled, (23 sabmlt any and sl requonts for benafit informatlon from my jusurange comapiny, and (3) inftiate formal eomplaints to
rmy Stats o Pederal sgenay tat hes fudsdiotion over my nsuwer and/or banofits, T8illy wndorstand and ageee thit I am responsible for full
payment of e madlon] debt (fmy Invoranca company hag refised to pay 160% of my stated plan benefily beserd on bilfed oharges, within
ninety {50) daye of sny and atl sppeals or reguest foy informatton, Should the neeonnt be referred {0 ms altomay or outside sgenay for
colleotion, the underzigned shall pay rensonable altomey*s feom end collection axpenses, All delinguent nocounts bear terost ut the fegal
rate, T also ngroo that any penediles or fines Jevied agelugt my [usurancs compnany will be pald to D, Bvaa Coratole for sofing gy my persoxet,

roprogantative, |

1 aathorlze Dy, Byan Ciratolo to provido medloal saye sasonable and «b the standard of oate gy raquived by sinfe few.

Avhatogopy of this Assigomont shall be oonsidored s offeatlye and valid er the otginal,

Name of Patlent/Guarartor

Sipuature of Patlent/Guarantor Dete




ATLANTIC PEDIATRIC
ORTHOPED I CS

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 required 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 a2 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 C.F.R. § 160 et seq. (collectively, “HIPAA”).

I certify that 1 knowingly, voluntarily, and specifically selected the referenced ONET Provider(s) with full knowledge that the
provider is ONET with respect to my health benefifs plan and consent to the treatment plan the Provider may recommend.

[ 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 assignment/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 submitting my
healthecare claims for reimbursement.

Patient Name: Patient Date of Birth:

Subscriber’s Employer:

Parent/Authorized Rep Name (Printed):

Parent/Authorized Rep Signature:

Date: Staff Acknowledgement (for office use only):

115 US.C.A, § 7001(a)(2)

I8 (732) 544-9099
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ATLATIC 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. I understand 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) 1 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.

[ understand that my healthcare 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 acknowledgment response. I understand
this also includes but is not limited to status reporting that supports a transparent claims and denial management process
(including adjudication and appeals), describing all data elements (including reason and remark codes) in unambignous 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 Heaith and Human Services Regulations, 45 C.F.R. § 160 et seq. {(collectively, “HIPAA™).

I 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 HIPAA Authorization and
Electronic Signature Consent Disclosure. 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 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 bilis and increase transparency by requiring certain health care
facilities and insurers to disclose certain required information.

Patient Name: Patient Date of Birth:

Subscriber’s Employer:

Parent/Authorized Rep Name:

Parent/Authorized Rep Signature:

Date: o Staff Acknowledgement (for office use only).

! https://www.cins.gov/Regculations-and-Guidance/Guidance/Manuals/Downloads/clin [ 04¢01.pdl

i) (732) 544-9000 [ (732) 544-2009
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@OXFORD
4 HEALTH PLANEY
AlintooHoshtyers Gamzsiyy

HIPAA MEMBER AUTHGRIZA’I;ION

Bxoopt as otherwise penmiited oy required by applicabls federal and state laws and vegulations,
Oxford raust obtaln a authorization before nsing or disclosing proteoted health information
(“PHD, Upon racsipt of 3 valid authorlzatlon for its use and/or disclosure of PHI, Oxford will
males such use and/or dselosure in ¢ manner consistent with suoh authortzation,

To: HIPAA Corvespondence
P.O, Box 7081
Bridgeport, CT 066017081

Meomber Name:
Meraber LD, Nurgber: Telaphone:
Addrasa:
Desoription o PHI A deseription of the PHI to be used or disclosed:

Persong Authorfzed to Use or Disologe: The person(s), class of persons, or eilty to whom Oxford
1s avthorized to maks the use or Hsolosure:

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

Daoos the person(s), olass of persons, or sntity named above that Oxford is euthorized o make the
use or diselosure to also have the authoslty to file an appeal and/or giievance on behalf of the

Member?
{chedkong) O Yes [1 No

Expirations
This avthorization will expire;
I Remain in place until (Date)
1 On ocouzenoe of the followlng event (which must relate to the Menber or to the purpose
of the uge and/or disclosute belng authortzed):

MB.03-1546 14064 RS 7/07




Revocation:
I undorstand that I may revoke this authortzation at any thme by glving writien notlce of my

rsyooation to the HIPAA Member Rights Unt at the address provided below. L understand that
any revocation of this authoxtzatlon will not affect any actlon Oxford took In telience on this
authorization before Oxford recetved my wiltion notlee of tevooatlon, I also understand that any
revooatlon of this authorkzatlon will not xesult in my disenrollment from Oxford ot dendal of my

eligibility for benefits,

HIPAA Member Rights Unit
48 Montoe Turnpike
Trombull, CT 06611

Note fhe folloying:

o As an Oxford Member, your decision to sign this Authorization fs voluntary snd said
deoiston will not impact freatraent, payment, envoliment or sligibllity for benefits
under your Oxford coverage plan,

e If you instrust Oxford to release all of your PHI, please be awate that such release
may inolude Information xelating to soxually tensmitted dlsense, acquired
imumnodeficlency syndtome (AIDS), ot human fmmubodefiefency virus (HIV), &
may elso include infurmation relating to aloohol or drog sbnse, ganctlc festing,
pavekdatiic care and behavioral or menial health services and treatment,

o The PHI disclosed pursuant to this Authorization may be subjet to re-disclosure by
the recipient and no longer protected by federal and state laws and regulations,

Slenatoret

I'have read snd understand fhe contents of this document and am hereby providing iny agroomoht
to tho terms of this Authottzation,

Signatue *:

Print Name,

Date:

*Jf a personal representative of an Oxford Mesber signs thds Authorization, pleass provide a
descrlption and any evailable dooimentation of the authority to sot in this capacity.

MB8-03-1546 4064 RS 7/07




Designation of Authorized

w UnitedHealthcare’ Representative

Mesaber Name (pleass prin) Dute of Birth | Memiber ID number
Members Street Address City State | Phone

| Name of Indbvidual/Comnpany/Law Firm being designated ag the authorized representalyve
Doslghated Represetiative’s Address Clty State | Phone
Provider of Servics
Datels) of Servics or Proposed Serviee

| N w__,w___,mM,,H_wWﬁ.,,m__,m,__,w__w;w,,_;m,m, do hexeby name

Print the name of the member who is vecelving the service or supply

Pvint the name of the person who iy being authorived to act on the member’s behalf
to act as my authorized representative in requesting (cheok all that apply)

H g complaint W% anappeal % documents
from UnifedHealthears regarding the above-nofed servics or proposed service,

T understaod and agrese thal:

& This authorizetion Is voluntery;

a  my health information may contaln informetion crested by other persons or entities including
health care providets and may contain medical, pharmacy, dental, vislon, mental health,
suibstancs abuge, HIV/AIDS, psychotherapy, reproductive, communicable disease and healta
oare progiam information:

o Imay not be denied frestment, payment for health cate services, or entollment or eligibility for
health care benefits if T do nof gign this form;

& my health infopmation may be subject to re-disclosure by the reciptent, and if the tecipient is not
a health plan or health cate provider, the Information may no longer be protected by the federal
privacy regulation;

o thly anthorization will expite one year from the date Isign the authotization, Imay revoke this
authorization at any Hme by notifying UnitedHealthoate in wuiting; however, the revocation will
1ok have an effect on any sotlons taken prior fo the date ny revocation 1y 1essived and processed,

Slgnature of Membet Date

I person stgning this suhorlzation is not the member, desciibe yelationship fo the Membet(l.e, Parent, Legal
Representative)




Lepal Representetivas slantng thisauthorzation on he

half of & mersher must Rinish & copy of 2 health care bower of attorney, or otfiay relavant
dloaument that granls the applicable legal antherity




