ATLANTICE PEDLATR]
ST PEDICS

PATIENT INFORMATION
© PATIENT NAME:

LAST FIRST MIDDLE
ADDRESS:
ZIP CODE: CITY: STATE:
HOMEFHONE#  ( ) - PARENT CELL #: ( ) -
SEX: (chrols one) FEMALE MALEH BEMAIL ADDRESS:
DATE OF BIRTH: / / SOCIAL SECURITY #: - -
PRIMARY CARE PHYSICIAN: . REFFERRED BY:

RESP, PARTY NAME:

LAST FIRST MIDDLE
ADDRESS:
DATE OF BIRTH: Wi [ SEX: {chrcle pne)  FEMALRE MALE
HOMEPHONE#  ( ). - WORK PHONE #: ( ) -
CHLL PHONE# { ) - SOCIAL SECURITY # . -

RESPONSIBLE PARTY’S EMPLOYER INFORMATION: COMPANTY:

CIry: PHONE #:
INSURANCE INFORMATION

PRIMARY INSURANCE COMPANY!

ADDRESS: . . PHONE#:

CONTRACT (D) # SUBSCRIBER'S NAME;

PATTENT KELATIONSHIP TO SUBSCRIBER:  (dieloans)  SELF SPOUSE CHILO  OTHER

GROUP NAME; GROUP #

COPAYMENT: § INSURED’S DATE OF BIRTE: / /

SECONDARY INSURANCE COMPANY:

ADDRESS: 'PHONE #
CONTRACT (1D} #: SUBSCRIBER’S NAME;
PATIENT RELATIONSHIP TO SUBSCRIBER:  (cirofe one) SHLF SPOUSE CHILD OTHER
GROUP NAME: GROUP
| COPAYMENT: $. - ) INSURED'S DATR OF BIRTH: /__ /

%131 BROAD STREET SUITE 202 SHRBWSBURY, NI 07702 'I# 732-544-0000 F# 732-544-9(99




OF?THOF’EDIC%

PATIENT HEALTH INFORMATION

Today’s Date:

Last Name: ' MI Tirat

Condition. / Reason for visit:

Date of Injury/Accident or Onset of Condition:

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

Was pationt seen by Dr, Stankovits in the Hospital or Emergency
room? Yes Neo '

If “Yes” Date of treatment Hospital

Please circle: School Injury Motor Vehicle Other
School name Sport Tea

Coach name Phone#

Brief description of accident or injury:

Past Tllnesses: |

Prior Surgeries & Dates:

Current Medications:

Allergies:
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Insurance Authorization and Financial Responsibility

Please know fhat our office will do its uimost to assist you with your
insurance processing, howsver, you, as the responsible party for the patient
must obtain all necessary referrals and pre-authorizations. Any incorrect or
incomplete insurance information will result in reduced benefits and add to
the patient’s financial burden. As are responsible to know your insurance

coverage.

1 authorize Atlantic Pediatric Orfhopedics, P.A. and Dr. Stankovits to fzrnish
information concerning my iliness and treatment to any insurance company.
I further assign to the physician all payments the insurance carriers are
obligated to make on my behalf for medical/surgical services rendered by Dr,

Stankovits and this office.

[ authorize to us or disclosure of the sbove-named patient’s health
information. '

Signature: Date:

Name of Legal Guardian and relationship to patient:
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Patients’ Bill of Rights

e YQU have the right to respectfil care, aud to be treated respectfully.

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

e YOU have the right to know the name of those treating you.

o YOU have the right to refuse treatment permitied 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 or treatment to anyone else
unless you give your expressed consent o release information.

e YOU have the right to review your medical records; if necessary have
the information explained to you,

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

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

o YOU are responsible for providing all information about your past
cate, illness and medications to your physician when he/she is trying
to find the best possible treatment for you.

e YOU are respounsible for being considerate of the needs of others in
the office,

o YOU ate responsible for providing all insurance information when
requested, and following the requirements for your individual
insurance plus for seeking treatment with the doctor,

Signature: Date:

Patient Name:
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A~

I hereby suthorlze Dr. Lawrenae Starkovits to aubmit elaims, on my behalf, to the insurance company providing benefits dnd provided fo Dr,
T.awrence Stankovlts, I good faith. Tfully agres and understand that the submission of & clalm does net absolve me ofmy responsibifity to

ensuve the olaim 1s pakd in i,

Tawrence Stankovits as my trae and lawiul attorey-In-fact, Tlis power of attomey
payments due uades iy paliay/medioal oare plan on acconnt of medioal suvigss
and cage rendered or to e rendered, Thie power of attorney shell automatically terminate, without formal action helng taken, as yoon zs D,
Lawrenocs Stankovits hes vacetved paymont in full and remedies under applicable segulatory guidellnes for all mediced care services provided
to patlont, T fereby confirm and ratify all sotlons talen by sy attorney-in-fiot putsient to the nuthority granted hereln,

1 herehy assign all madical and surgteal benefits, to inclutle majox medical benefis to which { am entitled, I lereby insfruetand
divect my insurance crerlex(s), including Medicars, private insaranes and any other hesiih/meadieal plan, fo jssue g payment
cheels(s) and porvespordence divectly to Di. Laverence Stanlovits and Aflantic Pediafrie Oxthopedies for medical services xendered
tn mysslf andfor my dependents regaxdiess of my insurance benefits, if any, I understand thet L am responsible for any amowund not
coyored by insmeance, ©inderstand mader applicable BRISA, state and/ox foderal regnintoxy gnidelines that L have the right and
authority to divect whare peyment foy serviees vendered is sext, If yuy enrrent poliey prohibits direct payment to the rovider of

_serviee, Tunder my rights per state and fedexal BRISA regutations heveby fustruet and divect my Xnsnvemnce Cornpany te provide
8PD dgcumentation shating sueh non-assign xbility clause to myself and Dy, Lawrence Stankovits.

1 hereby {raveosbly designate, authorize aud appoint Dr,
i hereby provided for the Hmited purpose of recefving ail

T authortze the telerse of any information periinent to my case fo any insurancs compeay, adjister, governmental agency of attoxey Involved
in this case, I authorize Dr, Lewrence Stankovits or appointed business assoutetes by the provider to be my porsonal representative, which
allows them as my legsily binding authorived representative to: (1) submit any and all appeals when my Insurance compaxy denies me
banefits to which T am entitled, (2) submit suy and all requests for benefif information fom my insurance compeny, and {3) initiate formal
complzints to any Stato o Fedesal ageney that has jurlsdiction over my inswer and/or bensfits, 1 filly uitderstand and agres fhat Tam
responsible for full payment of the medical debt if wy insnranoe company hes refised to pay 100% of my stated plan benefits based on billad
. chacges, within ninsty (90} days of any and all appeels or raquest fox information, Should the acsount ba yeferzed to an attomey or oulside
egonay fox uollection, the undersignad shall pay reasonabls alfomey’s foos and gollection expenses. Al delinguent ageounts hear interest at
the legal rate, T aleo agres thubany penaitios or fines levied against my inturance company will be pald to D Lawrenae Stenkovits for acting

a8 my personal represantative,

1 authorizs Dr, Tawrence Stankovits to provide medical onrs reasonable and at the standard of vare us vequired by stats law.

A photocopy of this Asslgnment shall be considered as effootlve aud valid as the origlual,

Mhme of Patlent/Gavantor

Signatore of Fatlent/Guarantor Dats




Dear Patient,

We will be submitting a claim directly to insurance catrier, However, we ate
not- n-network; therefore, your insurance company may make a payment

directly to you.
DO NOT CASH THE INSURANCE CHECK

Tnstead, please indorse the back of the check and wtite “Payable to Aflantic
Pediatric Orthopedics” below your signature, You must send the insurance
check to Atlantic Pediatric Orthopedics, P.O, Box 283, Rumson, NJ 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 accouzt,

FORWARD A COPY OF EXPLANATION OF BENEFITS
All payments will be accompanied by an Explanation of Benefits (EOB).
The BEOB explaing how your cartier artived at the amount of money they

issued. Faflure to provide thig copy to us may impact the balance we
consider to be your remaining obligation. :

Please contact us with any questions you have,

Sincerely,

Flaine Carola
Billing

(908)461-0383

X

PATIENT SIGNATURE OR PARENT SIGNATURE DATE

PRINTNAME . . . .

1131 BROAD STRERT SUITE 202 SHREWSBURY, NI 07702 T# 732-544-5000 F# 732-544-9099
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Insurance Complaint/Appeal Authorization

I, , authorize Aflantic Pediatric
Orthopedics to file an appeal to ny Insurance Company and or complaint o
the Insurance Commissionet, for any reason, on my behalf.

Patient name:

Signature: Date:

Print name:

Policy holder name:

Relationship fo the patient:
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ATLANTIC PEDIATRIC
ORTHOPEDIC

N]

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. T 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 Contaimnent, and Accountability Act, P.L. 2018, ¢. 32 (“Act”).

1 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 C.F.R. § 160 et seq. (collectively, “HIPAA™).

I certify that T knowingly, voluntarily, and specifically selscted 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 signratures 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/anthorization 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
healthcare claims for reimbursement.

Patient Name: Patient Daie of Birth;

Subscriber’s Employer:

Parent/Authorized Rep Name (Printed):

Parent/Authorized Rep Signature:

Date: Staff Acknowledgement (for office use only):

115 US.CA. §7001(a)(2)
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ATLANTIC PEDIATRIC
ORTHOPEDICS

HIPAA AUTHBORIZATION 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. Tunderstand that in
lieu of signing the claim, that [ 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, 06-1 1-21) 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.

I 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 unambiguous terms.
(see. Section 1104 ACA) ‘

1 understand and acknowledge that the Provider has, to the extent feasible and appropriate, verified eligibility, obtained
preauthorization, and informed me of ny £inancial responsibility for specific service(s) prior to or at the point of care consistent
with the Health Information Technology for Bconomic and Clinicel 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”).

1 certify that I knowingly, voluntarily, and specifically agreed to the use of my signatare on all my insurance and/or employes
health care benefit claims submission(s) consistent with the regulations explained to me within this BXPAA Authorization and
Electronic Signature Consent Disclosure. This includes signatures in compiiance 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 Date of Birth:

Subscriber’s Employer:

Parent/Authorized Rep Name:

Parent/Authorized Rep Signature:

Date: L Staff Acknowledgement (for office use only):

! hitps://wvww.cins. gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/cim §04¢01 . pdf

131 BROAD STREET SUITE 202 SHREWSBURY, NJ 07702 §j (732) 544~-2000 [§ (732) 544-2099




Designation of Authorized

Uﬂi‘t@dﬂ@ﬁlﬁhﬁ&f@m Representative

Member Name (please print) Dato of Birth Member 1D number

Sfate | Phone

Member's Street Address City

Name of ndividual/Company/Law Firm helng designated as the authorized xepresentative

State | Phone

“Doslgnated Reprosentatiye's Address Cily

Provider of Service

Date(s) of Service or Proposed Service

L) o o _, do hersby name

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

Print the name of the person who is being autharized to act on the member's behalf
to act as my authorized representative in vequesting (check all that apply)

", acomplatnt 1 anappedl - documents
from UnitedHoalthcare regarding the shove-noted service or proposed setvice,

Y umderstand and agree that:

e This authorization is valuntary;

o my health information may contein information created by other persons or entities including
health cags providers and may contain medical, phatmacy, dental, vision, raental health,
substance abuse, HIV/AIDS, psychotherapy, reproductive, communicable discase and health
care program informetion: '

o Imaynotbe denied treatment, payment for health care services, or envoliment 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 tecipient, and if the recipient is not
a health plan ov health care provider, the information may no longer be protected by the federal
privacy regulation;

o this authorization will expire one year from the date I sign fho authorization. 1may revoke this
authorization af any time by notifying Unitedealtheare in writing; however, the revooation will
not have an effect on any actions taken prior to the date ray revocetion is received and processed.

Signatmre of Member Date

Tf person signing this authorization is not the mamber, describe relationship to the Membet(i.e. Parent, Legal
Reptesentative) o R




Legal Representatives slgning thls authorizatian on hehalf of 8 member must firnish e copy of a health tare power of sttorney, or ather relavant
docitment that grants the appliceble legal sutherity




R

Alitadbestitizes onpaiy

HIPAA MEMBER AUTHORIZATION

Bxoept as otherwise permitted or required by appliceble federsl and state laws and regulations,
Oxford must obtain an authorization before using or diselosing protected health information
(“PHP"). Upon recoipt of a valid authorization for its use and/or disclosure of PHI, Oxford will
cnake such use and/or disclosure in 8 manner songistent with such authorization,

To:  HIPAA Correspondence
P.0. Box 7081
Bridgeport, CT 06601-7081

Membet Name:
Metaber 1D, Number: Telephone:

Address:
Descrintion of PEL A description of the PHI to be tsed or disclosed:

Persons Authorized to Use or Disclose: The peréon(s), class of persons, or satity to whom Oxford
is suthorized to make the use ot disclosure:

Descrintion of sach Purpose to Use or Disclose: A description. of each purpose of use or
disclosure (the statement “at the request of the Member” s sufficient):

Does the person(s), class of persons, or eniity named above that Oxford is authorized to make the
use ot disclosnre to also have the authozity to file an appeal and/or grievance on behalf of the

Mermber?
(check ome) L1 Yes L1 No

Expiration:
This authorization will expire;
I Remain in place until . (Date)

Cl On occusrence of the following event (which nust relate to the Member or to the putpose
of the use and/or disclosure befng anthotized):

——

04064 R3 107
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Revoeation:

I understand that 1 may revoke this authorization at any time by giving written notloe of my
revooation to the HIPAA Member Rights Unit at the address provided below, I understand that
any revooation of this authorization will not affect any action Oxford took in reliance on this
authotization before Oxfoxd racetved my written notice of revocation, I alse understand that any
revocation of this authorization will not result in my disentoflment from Oxford or denial of my

sligibility for benefits,

HIPAA Member Rights Uait
48 Montoe Turnpike
Truzabuil, CT 06611

Note the following:

o As an Oxford Member, your decision to sign this Authorization is voluntary and said
decision will not impact treatment, payment, enroliment or eliglbility for beneilts
under your Oxford coverage plan,

o Ifyou justruct Oxford to release all of your PHI, please be aware that such release
may include information relating to sexuelly transmitied disease, acguired
immunodeficiency syndroms (AIDS), ot human immunodeficiency virus (EIIV), It
may also include nformation relating to alcohol or drug abuse, genetic testing,
psychiatric care and behavioral or mental health services and treatment.

» The PHI disclosed pursuant fo this Aunthorization may be subject to re-diselosure by
the reoipient and no longer protected by federal and state laws and regulations.

T have read and undetstand the contents of this document and am hereby providing my agreersent
to the terms of this Authorization.

Signature *:

Print Name:

Date:

*  If a personal reprosentative of an Oxford Member signs this Authazization, please provids a
description and any available documentation of the authority fo act in this capacity.
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