PATIENT INFORMATION

Date: / / Referred by:
/ /
Last Name First MI age Date of Birth
)
Address City State Zip Home Telephone
Male Female Marital Status: S M D W ( )
Cell Phone
Employer Name or School Name if student ( )
If student, FULL TIME PART TIME Work Telephone
Address City State Zip E-Mail Address
Drivers License # - -
Occupation Patient SS#
Part of body involved Right Left
Date of onset / / Work related YES NO Accident YES NO
What happened? (How did your injury occur or symptoms begin) ?
PRIMARY INSURANCE INFORMATION
Are you required to see a Primary Care Physician for authorization of treatment? YES NO
Is your insurance plan an HMO? YES NO
Insured’s Name: Date of Birth: / /
Insured’s SS # - - Group or ID#
Insurance Company Name Telephone ( )
Insured’s Employer Name Telephone ( )
Insured’s relationship to patient
SECONDARY INSURANCE INFORMATION
Insured’s Name: Date of Birth: / /
Insured’s SS # - - Group or ID#
Insurance Company Name Telephone ( )
Insured’s Employer Name Telephone ( )
Insured’s relationship to patient
CONSENT FOR MEDICAL TREATMENT
/ /
Patient signature & consent for treatment Date

Emergency Contact : Telephone: ( )

Relationship to patient:

ASSIGNMENT OF BENEFITS

PATIENT’S or INSURED’S SIGNATURE: | authorize payment of medical benefits to the undersigned
physician or supplier for services described below. | authorize the release of any medical or other information
necessary to process this claim. | also request payment of government benefits either to myself or to the party
who accepts assignment below.

Signature of patient/insured (parent if minor): Date: / /
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Patient Record of Disclosures

In general, the HIPAA privacy rules give individuals the right to request a restriction on uses and disclosures of their
protected health information (PHI). Theindividual is also provided the right to request confidential communications
or that acommunication of PHI be made by alternative means, such as sending correspondence to the individual’s
office instead of the individual’s home.

| wish to be contacted in the following manner (check/circle all that apply):

Voice Communication

Home # Work# Cel# Other#

O OK to leave message with detailed information: HOME/WORK / CELL / OTHER
O  Leave message with call back number only: HOME/WORK / CELL / OTHER
O Thefollowing people are authorized to receive my medical information:

Name: Phone: () Relationship:
Name; Phone: () Relationship:
Name; Phone: (__) Relationship:

Written Communication
OK to mail to home address
OK to mail to work/office address
OK to mail to adifferent address:
Home fax: ( )
Work fax: ( )

oooog

The Privacy Rule generally requires healthcare providers to take reasonable steps to limit the use or disclosure of
and requests for PHI to the minimum necessary to accomplish the intended purpose. These provisions do not apply
to uses or disclosures made pursuant to an authorization requested by the individual. Healthcare entities must keep
records of PHI disclosures.

| have received Torrance Orthopaedic and Sports Medicine Group Notice of Privacy Policies that provides a more
complete description of information uses and disclosures. | understand that it may become necessary to disclose my
protected health information to another entity as part of my medical treatment, payment of my account, or other
health care operations as defined in the Notice of Privacy Polices. | consent to such disclosures for these permitted
uses to include electronic interchange, telephone, facsimile and mail.

| understand that | may request restrictions regarding the use of my health information or revoke this consent by
following the procedures outlined in the Notice of Privacy Policies. However, Torrance Orthopaedic is not required
to agree with any restrictions | request and may refuse to treat me as permitted by Section 164.506 of the Code of
Federal Regulations.

Note: Uses and disclosure for treatment, payment, operations (TPO) information may be permitted without
prior consent in an emergency.

Signature of Patient/Parent/Guardian Date

Print Name Name of Patient (if different)
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Financial Policy

We would like to thank you for choosing us to provide your orthopaedic care. We are committed to providing you with excellent and
affordable healthcare. Because you may have questions regarding persona and insurance responsibility for services rendered, we
have developed this payment and financia policy. Please read it, ask for clarification if needed, and sign in the space provided. A
copy of this policy will be given to you.

All patients must complete the Patient Information and Insurance Form before seeing the doctor.

WE ACCEPT CASH, CHECKS, VISA, MASTERCARD, DISCOVER AND AMERICAN EXPRESS

Regarding Insurance Billing

You must provide proof of insurance. If you are not able to provide proof of insurance coverage, you will be considered uninsured
and you will be responsible for full payment at time of service. We will bill your insurance company as a courtesy. Your insurance
policy is acontract between you and your insurance company. It isyour responsibility to know your benefits and how they will apply
to your treatment by the doctor. We are not a party to that contract. If your insurance company has not paid your account in full
within 60 days, the balance will be transferred to you and/or the guarantor listed on the Patient Information form.

e PPO Plans (with which we are contracted): We have agreed to take a discount from your insurance company. Y our
co-insurance and/or unmet deductible is your responsibility and is due at time of treatment. In the event your insurance
coverage changes to a plan where we are not a participating provider, you will be responsible for any out of network
deductible or coinsurance amounts. All co-pays will be collected at the time of service. If your co-payment is not made at
time of service, a $20.00 administrative fee will be added to your account due and payable by you, not your insurance
company. If you are scheduled to have a surgical procedure you may be required to pay a $250 deposit for outpatient
surgery or $500 deposit for in-patient surgery. This is a deposit which will secure your time on the doctor’s surgery
schedule. It will be applied toward any out-of-pocket expenses deemed patient responsibility by your insurance company.
You may forfeit al or part of this deposit if you do not cancel your surgery in atimely fashion. Please ask the doctor’s
secretary for further details regarding this deposit.

e Medicare: We accept assignment with Medicare. Medicare pays 80% of their allowed amount after satisfaction of the
annua deductible. We will bill your secondary insurance for the remaining 20% of the Medicare allowed amount as a
courtesy; however, you are responsible for the balance regardiess of payment from a secondary insurance. We do not
accept MediCal. You will be responsible for the full amount of the remaining 20% that Medicare does not pay.

Self-Pay Patients:

Please be prepared to pay for services as they are rendered. We will be collecting a $250 fee upon check-in for new patients and $125
upon check-in for established patients. If surgery is needed, an estimate of your charges will be provided and a 50% payment deposit
isrequired prior to the procedure. The deposit isfor our services only. We cannot estimate the charges you may incur by other
providersinvolved with your treatment. Any overpayments will be credited to the account and refunded to the payer after the full
course of treatment has been compl eted.

Usual and Customary Rates
Our practice is committed to providing the best treatment for our patients and we charge what is usual and customary for our area.
You are responsible for payment regardless of any insurance company’s arbitrary determination of usual and customary rates.

Forms fee — There is a fee of $20.00 per form for completing disability and/or insurance forms. Payment for these is due when the
formis dropped off. Please allow 5 business days to complete the form(s).

No Show Appointments — There is a $25.00 fee for appointments not cancelled within 24 hours. Thisis not payable by insurance
and must be paid prior to your next appointment.

| have read the Financial Policy. | understand and agree to this Financial Policy.

Print Patient Name Signature Patient/Parent/Guardian Date

TOSMG Policies and Procedures
Created Feb 2009, Revised July 2009, January 2010




TOSMG MEDICAL HISTORY FORM

YOUR DOCTORS:

List of your doctors and their specialty:

Patient Name:

Doctor’s name: Specialty Doctor’s name Specialty
PERSONAL MEDICAL HISTORY:
Please indicate whether you have had any of the following medical problems:

Diabetes yes  no___ Thyroid disease yes  no___
High Blood Pressure yes_ no___ Specific type
High Cholesterol yes  no___ Pneumonia yes  no___
Hepatitis yes  no___ Ulcers yes  no___

Specific type Kidney disease yes_ no___
Jaundice/Liver problems yes  no__ Soecific type
Asthma yes  no___ Arthritis yes  no___
Hay fever yes  no__ Soecific type
Tuberculosis yes  no___ Serious head injury yes  no___
Epilepsy yes  no___ Bleeding or clotting disorder yes no__
Cancer yes_ no___ Specific type

Soecific type Seizures yes_ no___
Polio yes  no__ Psychiatric treatmt. yes  no_
Stroke yes  no___ Soecific type
Heart disease yes  no___ Gynecological problems: yes  no_

Soecific type Soecific type
Heart attack yes  no___

If yes please give date Are you pregnant: yes  no___

Other Medical Conditions (please describe):

SURGICAL HISTORY:

Operation

Date

Operation

Date




TOSMG MEDICAL HISTORY FORM

CURRENT MEDICATIONS:
Prescription and non-prescription medicines, vitamins, home remedies, birth control pills, herbs:

Medication Dose Times Medication Dose Times
per day per day

ALLERGIES or REACTIONS TO MEDICINES/FOODS/OTHER AGENTS:

Medication Reaction or Side Effect

REVIEW OF SYMPTOMS:

Constitutional Gastrointestinal Psychiatric
___Feverd/chills/sweats ____Abdominal pain ____Anxiety/stress
___Unexplained weight loss/gain __ Blood in bowel movement ___Problemswith sleep
___Fatigue/weakness ___Nausealvomiting/diarrhea ___Deypression
___Excessivethirst or urination  Genitourinary Blood/Lymphatic
Eyes ___Nighttime urination ___Unexplained lumps
___Changeinvision ___Leaking urine ___Easy bruising/bleeding
Ears/Nose/Throat/Mouth ___Unusual vaginal bleeding
___Difficult hearing/ringing in ___Discharge: penis or vagina Other (please specify):
ears ___Sexud function problems

___Problems with teeth/gums Muscul o-skel etal

___Hay fever/dlergies ___Muscle/joint pain

Cardiovascular Xin

___ Chest pain/discomfort ____Rash or mole change

___Legpain with exercise Neurological

___Palpitations ___Headaches

Chest (breast) ___Dizziness/light-headedness

___Breast lump/discharge ___Numbness

Respiratory ___Memory loss

___ Cough/wheeze ___Lossof coordination

___Difficulty breathing



TOSMG MEDICAL HISTORY FORM

SOCIAL HISTORY:

Occupation: Hand Dominancee R L
Tobacco Use

Cigarettes: YES Quit: Date Never

Current: Smoker: packs/day #of yrs Other Tobacco: Pipe Cigar Chew
Alcohol Use:

Do you drink alcohol? No Yes: # drinks/week
Have you ever had a drinking problem? yes no_

Drug Use
Do you use any recreational drugs? No Yes
Have you ever used needles? No Yes

Family History:
Please list the health status of your family members with medical problems:

Relative Status Age | Medical Conditions
Father Alive Deceased
Mother Alive Deceased
Sibling Alive Deceased
Sibling Alive Deceased
Sibling #3 Alive Deceased
Spouse/sig. other | Alive Deceased
Child #1 Alive Deceased
Child #2 Alive Deceased

(for office use only)

Physician Signature Date:
Update:
DOS. Changes.

Physician Signature:
DOS. Changes.

Physician Signature:
DOS. Changes.

Physician Signature:
DOS. Changes.

Physician Signature:
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Non-Contracted Insurance Waiver

Torrance Orthopaedics and Sports Medicine Group is contracted with most major insurance plans' PPO
products. We accept Medicare assignment and treat Workers Compensation injuries, although we are not
contracted with any Worker’s Compensation MPNs. We are not contracted with any HMO products. We are
providing you with the list of our current contracted third party plans. If you don’t see your plan listed, please
ask us about it.

Aetna

Affiliated Health Funds
Anthem Blue Cross

Blue Shield of California
Cigna

Corvel PPO

Beech Street

Bellflower USD

First Health

Great West

HealthNet

Medicare

Orange County Foundation EPO/PPO
MultiPlan

NPPN

PHCS

PPO Next

Provider Select PPO

If you seek services of anon-contracted/out of network provider, your insurance plan may require a higher
out-of-pocket amount from the patient/subscriber and in some cases there is no coverage for non-
contracted/out of network providers. Please see our financial policy regarding Usual and Customary
charges.

| have read and understand that my insurance coverage may be a non-contracted carrier for my services and
therefore | may be responsible for al or part of my servicesin the form of a higher deductible or co-insurance
amount.

Print Patient Name Signature Patient/Parent/Guardian Date

TOSMG Policies and Procedures
Created Feb 2009
Revised June 2009
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