W for Advanced Orthopaedics

Medical History Form
Name: DORB: _ Date:

Body part to be treated:

Date of injury (if any) Approximate date of onset (if no injury)

Rate your pain on a scale of 0 to 10: Current: _ Atits best  Atits Worst

Check which apply to your current condition:

L1 Work related injury [1 Recurrence of previous injury L1 Injury related to falling
[0 Motor vehicle accident LllInjury related to lifting [ Cause unknown
[1 Athletic/Recreational [ Other:

Have you had treatment for this area before? [0 YesLINo [ If yes, last date treated

Describe type of treatment:

Have you had surgery for this area?ll1 Yes [ No L1 1f yes, date of surgery

Type of Surgery:
Diagnostic Testing Performed? [ Xray LIMRI LICT [1 EMG

Past Surgical History:

Allergies (latex, drug, etc)

Are you pregnant COYes [INo LIN/A LIIf yes, please list your due date:

Please check any of the symptoms you are currently experiencing
0 Diabetes [0 Heart Disease O High Blood Pressure
[J Heart Attack O Liver/Gallbladder issue O Skin abnormalities
O Heart Palpitation O Smoking O Nausea/Vomiting
O Pacemaker [0 Allergies to Aspirin O Ringing in ears
O Headaches O Allergies to Heat O Rheumatoid Arthritis
O Kidney Problems [0 Allergies or intolerance to cold [0 Stroke/CVA
O Cancer O Hemia [0 Hypoglycemia
[0 Osteoporosis [0 Seizures O Depression/Anxiety
O Bowel/Bladder Issue O Metal Implants O Urine Leakage
O Dizziness/Fainting O Asthma/Breathing Difficulty [J Recent Fractures

Other:

What are your personal goals for therapy?




MEDICATION QUESTIONNAIRE

PATIENT NAME. DOB: DATE:.

Do you take any prescription and/or over the counter medications? [J Yes L] No

If you do take any prescription and/or over the counter madication, please list each medication
below:

Type of Medication - Fregquency (How " Route of
Medication Name {Over the counter or - many times per Administration
| Prescription) | day or per week) (oral, injection or
: topical)




Consent for Treatment and Authorization to Release Information

Consent for Treatment

I hereby authorze The Centers for Advanced Orthopaedics, through its appropriate therapy personnel, to perform an evaluation and treatment
procedures, deemed necessary by the therapist, on me or the above named patient. This also authorizes, fabrication of a hand/upper extremity splint
and serves as proot of receipt of such splint, 1f applicable, for myself or the above named patient.

Authorization to Release Information

I hereby authorze The Centers for Advanced Orthopaedics, to release to appropriate agencies, any mformation acquired in the course of my, or the
above named patient's evaluation and treatment, necessary to process clans and pay The Centers for Advanced Orthopaedics directly for

professional services rendered.

Acknowledgement of Receipt of Privacy Notice (HIPAA)
I acknowledge that I received or was offered the Notice of Privacy Practices for the Centers for Advanced

Orthopaedics.

L] Agree [] Deline Patient Name:
Date:

Patient Account:




™ The Centers

for Adveanced Orthopaedics

HIPAA NOTICE OF PRIVACY PRACTICES
Effective Date: June 29, 2023

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY
BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

This notice (“Notice”) is provided to you pursuant to the Health Insurance Portability and
Accountability Act of 1996, and its implementing regulations, as amended by the Health Information
Technology for Economic and Clinical Health Act, as each may be amended from time to time
(collectively, “HIPAA”). Itis designed to tell you how we may use or disclose your health information.

CENTERS FOR ADVANCED ORTHOPAEDICS, LLC (sometimes referred to in this Notice as the “Practice”,
“we” or “us”) is required by law to provide you with notice of our legal duties and privacy practices
with respect to your Protected Health Information (“PHI”) that we maintain. HIPAA places certain
obligations upon us to maintain the confidentiality of your PHI. We take these obligations seriously.

I. USES AND DISCLOSURES OF YOUR
HEALTH INFORMATION THAT DO NOT
REQUIRE YOUR AUTHORIZATION.

Under certain circumstances, we are permitted
by law to use and disclose your PHI without your
prior authorization (verbal, written or otherwise),
as further described in this Notice. For example,
we do not have to obtain your permission before
we use or disclose your PHI to provide you with
treatment, to obtain payment for the services we
provide to you, for our health care operations or as
otherwise described in this Notice.

e Treatment, Payment and Health Care
Operations.

o Ireatment. We may use and disclose your

PHI to provide, coordinate, or manage your
medical treatment and related services. We may

disclose your PHI to physicians, nurses,
technicians, medical students, and personnel who
are involved in your care. For example, a

physician treating you for an injury may need to
know 1f you have diabetes because diabetes may
slow the healing process.

o Payment. We may use and disclose your
PHI so that the treatment and services you receive
may be billed to and payment may be collected
from you, a government agency, an insurance
company or other third party. For example, we
may tell your insurer or governmental payer about
a treatment you are going to receive to obtain prior
approval or to determine whether your insurance
plan or the government agency will cover the cost
of the treatment.

o Health Care Operations. We may use and
disclose your PHI for the Practice’s health care
operations. For example, we may use your PHI to

review our treatment and services and to evaluate
the pertormance of our staff in caring for you; we

may combine your PHI with health information of
our other patients to evaluate services offered,
performance, effectiveness and patient needs; we
may use your PHI for teaching and learning
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purposes, and for the Practice’s business planning,
management and administrative operations. We
may also disclose your PHI in order to comply
with applicable law, such as mandatory reporting
requirements. By removing certain data that
1dentifies you, we may use your PHI to create de-
identified health information or to create a hmited
data set, and thereafter use such information 1n a
manner consistent with applicable law.

e To Other Healthcare Providers. We may
disclose your PHI to other health care providers
involved 1n your care for their treatment purposes,
to allow them to obtain payment for the services
they provide to you or to allow them to perform
their own health care operations.

e Disclosures to Relatives, Close Friends
Caregivers. We may disclose your PHI to family
members and relatives, close friends, caregivers,
or other individuals you identify or that are
involved with your care or payment related to your
care.

In situations where you are present and able to
agree or object to a use or disclosure of your PHI,
we will make such disclosures in the following
circumstances: (1) we obtain your authorization;
(2) we provide you with the opportunity to object
to the disclosure and you do not object; or (3) we
reasonably infer that you would not object to the
disclosure.

In situations where you are not present or, due
to your incapacity or an emergency, you are
unable to agree or object to such disclosure of
your PHI, we may exercise our professional
judgment in order to determine whether such

disclosure 1s appropriate. In those situations, we
would limit the disclosure to the PHI that we
believe 1s directly relevant to their involvement
with your care or payment related to your care.
Y ou may, at any time, request that we do not
disclose your PHI to any of these individuals.

e Disaster Relief. In the event of a disaster, we
may use or disclose your PHI to a public or private
entity authorized by law or by its charter to assist
in disaster relief efforts for the purpose of
notifying or assisting in the notification of
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(including identifying or locating) your family
member, personal representative, or another
person responsible for your care regarding your
location, general condition, or death.

e Public Health Activities. We may disclose
your PHI for certain public health activities as
required by law, including:

o To report PHI to public health authorities
for the purpose of preventing or controlling
disease, mnjury, or disability.

o To report certain immunization
information where required by law, such as to the
state immunization registry or to your child's
school.

o To report births and deaths.

o To report child abuse to public health
authorities or other government authorities
authorized by law to receive such reports.

o To report information about products and
services under the jurisdiction of the U.S. Food
and Drug Administration, such as reactions to
medications.

o To notify you and other patients of any
product or medication recalls that may affect you.

o To alert a person who may have been
exposed to a communicable disease or may
otherwise be at risk of contracting or spreading a
disease or condition.

o To report information to your employer as
required under laws addressing work-related
1llnesses and injuries or workplace medical
surveillance.

e Health Oversight Activities. We may
disclose your PHI to a health oversight agency,

such as Medicaid or Medicare, that oversees

health care systems and delivery, to assist with
audits or investigations designed for ensuring

compliance with such government health care
programs.

e Victims of Abuse, Neglect, Domestic

Violence. Where we have reason to believe that
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you are or may be a victim of abuse, neglect or
domestic violence, we may disclose your PHI to
the proper governmental authority, including
social or protective service agencies, that are
authorized by law to receive such reports.

e Judicial and Administrative Proceedings.
We may disclose your PHI pursuant to a court

order, subpoena, or other lawful process in the
course of a judicial or administrative proceeding.

e Law Enforcement Officials. We may
disclose your PHI to police or other law
enforcement officials as may be required or
permitted by law or pursuant to a court order,
subpoena, or other lawful process. We may also
disclose your PHI to law enforcement where i1t
may concern criminal conduct at our premises.
We may also disclose your PHI where it would be
necessary in an emergency to report a crime,
1dentify a victim of a crime, or identify or locate
the person who may have committed a crime.

e Decedents. We may disclose your PHI to
medical coroners for purposes of identifying or
determining cause of death or to funeral directors
in order for them to carry out their duties as
permitted or required by law.

e Workers Compensation. We may use or
disclose your PHI to the extent necessary to

comply with state law for workers’ compensation
or other similar programs, for example, regarding
a work-related 1injury you recetved.

e Research. We may use or disclose your PHI
for research purposes. In situations where we seek
to disclose your PHI to a third party for research
purposes, we will generally ask for your written
authorization to do so. There are limited
circumstances under which we may disclose your
PHI without your authorization to third parties for
research purposes, including, where such research
1s overseen by an Institutional Review Board or a
privacy board that meets the applicable
requirements under HIPAA, or in limited
sifuations where we receive representations from
the researchers limiting their use or disclosure of,
or access to, the PHI.
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e Health or Safety. We may use or disclose
your PHI where necessary to prevent or lessen
threat of imminent, serious physical violence
against you or another 1dentifiable individual, or a
threat to the general public.

e Military and Veterans. For members of the
armed forces and veterans, we may disclose your
PHI as may be required by military command
authorities. If you are a foreign military personnel
member, your PHI may also be released to
appropriate foreign military authority.

e Specialized Government Functions. We
may disclose your PHI to governmental units with

special functions under certain circumstances. For
example, your PHI may be disclosed to any of the
U.S. Armed Forces or the U.S. Department of
State.

e National Security and Intelligence
Activities. We may disclose your PHI to

authorized federal officials for purpose of
intelligence, counterintelligence and other national
security activities that may be authorized by law.

e Protective Services for the President and
Others. We may disclose your PHI to authorized
federal officials for purposes of providing
protection to the President of the United States,
other authorized persons or foreign heads of state
or for purposes of conducting special
investigations.

e Inmates. If you are an inmate in a
correctional institution or otherwise in the custody
of law enforcement, we may disclose your PHI to
the correctional institution or law enforcement
official(s) as permitted or required by law,
including where necessary (1) for the institution to
provide health care; (2) to protect your health and
safety or the health and safety of others; or (3) for
the safety and security of the correctional
institution.

e Organ and Tissue Procurement. If you are
an organ donor, we may disclose your PHI to

organizations that facilitate or procure organs,
tissue or eye donations or transplantation.
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e As Required by Law. We may use or
disclose your PHI 1n any other circumstances other

than those listed above where we would be
required by state or federal law or regulation to do
SO.

e HIE Participation. We may use or disclose
your PHI in connection with an electronic Health
Information Exchange (“HIE”) in which the
Practice participates for treatment, payment and
health care operations purposes and other lawtul
purposes to the extent permitted by law. HIEs
make 1t possible for us to electronically share
patients’ PHI to coordinate their care, obtain
billing information, and participate in quality
improvement, public health and population health
initiatives, among other purposes. Other
healthcare providers (physician practices, ancillary
service providers, etc.), health care entities
(hospitals, surgery centers, ACOs, etc.), health
plans, etc., may also have access to your
information in the HIE for similar purposes to the
extent permitted by law. The information
accessible on the HIE may identify you personally
and may include sensitive information (such as
information relating to mental health, drug and
alcohol treatment, HIV status and sexually
transmitted discases). You have the right to
“opt-out” or decline to participate in all HIEs
in which the Practice participates. To “opt-out”
or decline to participate in the HIE, please notify
CAQ’s Privacy Ofticer, using the contact
information in Article VII of this Notice.

I1. USES AND DISCLOSURES OF YOUR
HEALTH INFORMATION THAT REQUIRE
YOUR WRITTEN AUTHORIZATION.

In general, we will need your specific written
authorization to use or disclose your PHI for any
purpose other than those listed above 1n Article I
above. For example, in order for us to send your
information to your life insurance company, we

may require you to sign our HIPAA Authorization
Form and tell us what information you would like

sent.

We will seek your written authorization prior
to disclosing the following information or your
PHI for the following purposes, unless the use or
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disclosure is otherwise permitted or required by
law:

e HIV/AIDS Information. In most cases, we
will NOT release any of your HIV/AIDS related
information unless your authorization expressly
states that we may do so. There are certain
purposes, however, for which we may be
permitted to release your HIV/AIDS information
without obtaining your express authorization, such
as to state agencies, upon court order or as
otherwise permitted under applicable law.

e Sexually Transmitted Disease Information.
We will obtain your written authorization prior to

disclosing any information that would identify you
as having or being suspected of having a sexually
transmitted disease. We may use and disclose
information related to sexually transmitted
diseases without obtaining your authorization only
when permitted by law to do so.

e Tuberculosis Information. We will obtain
your written authorization prior to disclosing any
information that would identify you as having or
being suspected of having tuberculosis (“TB”).
We may use and disclose information related to
TB without obtaining your authorization where
authorized by law.

e Psychotherapy Notes. In most cases we will
obtain your written authorization prior to
disclosing any psychotherapy notes unless
otherwise permitted by law. Nevertheless, there
are certain purposes for which we may disclose
psychotherapy notes, without obtaining your
authorization, as permitted under HIPAA and
applicable law.

e Mental Health Information. Generally, we
will obtain your written authorization prior to
disclosing certain mental health information or
information that would 1dentify you as having a

mental health condition. We may disclose

information related to your mental health without
obtaining your authorization as permitted by law.

e Drug and Alcohol Information. We will
obtain your written authorization prior to

disclosing information related to drug and alcohol
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treatment or rehabilitation under certain
circumstances such as where you received drug or
alcohol treatment at a federally funded treatment
facility or program.

e Information Related to Emancipated
Treatment of a Minor. If you are a minor who

sought emancipated treatment from us, such as
treatment related to your pregnancy or treatment
related to your child, or a sexually transmitted
disease, we will obtain your written authorization
prior to disclosing any of your PHI related to such
treatment to another person, including your
parent(s) or guardian(s), unless otherwise
permitted or required by law.

e Marketing Activities. Except as otherwise
permitted by law, we will obtain your written
authorization prior to using your PHI for
marketing purposes on most occasions. We may
provide you with marketing materials face-to-face
without obtaining such authorization, in addition
to communicating with you about services or
products that relate to your treatment, case
management, or care coordination, alternative
treatments, therapies, providers or care settings. If
you provide us with your written authorization to
send you marketing materials, you have a right to
revoke your authorization at any time. If you wish
to revoke your authorization, please notify CAQO’s
Privacy Officer using the contact information in

Article VII of this Notice.

e Activities Where We Receive Money for

Giving Your Health Information to a Third-
Party. For certain activities in which we would

recerve remuneration, directly or indirectly, from a
third-party in exchange for your PHI, we will
obtain your written authorization prior to doing so.
We would not, however, require your
authorization for activities such as for treatment,
public health or research purposes. If you do
provide us with your written authorization, you

have a right to revoke your authorization at any
time. If you wish to revoke your authorization,

please notify CAQO’s Privacy Officer using the
contact information in Article VII of this Notice.

NOTICE OF PRIVACY PRACTICES

II1. YOUR RIGHTS.

1. Right to Request Additional Restrictions.
You have the right to request restrictions on the

uses and disclosures of your PHI, for treatment,
payment and health care operations; to individuals
involved 1n your care or payment related to your
care; or to notify individuals about your condition
or assist individuals to locate you or obtain
information about your condition.

We will caretully consider all such requests;
however, we are not required to grant your request
unless your request relates solely to disclosure of
your PHI to a health plan or other payer for the
sole purpose of payment or health care operations

for a health care item or service that you or your

representative have paid us for in full and out-of-
pocket.

If you’d like to request such restriction, you
must submit your request for any such restrictions
in writing and send your request to CAO’s
Privacy Officer using the contact information in

Article VII of this Notice.

2. Right to Confidential Communications.
You have the right to request to receive your PHI

by an alternative means of communication or at
alternative locations, and we will endeavor to
accommodate all reasonable. You do not have to
disclose the specific reason for your request;
however, you must submit a request with specific
instructions in writing. The Practice’s patient
portal may provide you with a means to send and
receive confidential communications conveniently
and securely and to share your preferences for
how we contact you.

3. Right to Access/Copy Health Information.
You have the right to access and request copies of

your PHI that we maintain 1n a designated record
set, subject to some exceptions. For PHI that we
maintain in any electronic designated record set,

you may request a copy of such PHI 1n a
reasonable electronic format, if readily producible.

We may deny you access to, or copies of, your
PHI or health records in certain circumstances,
and 1n such event, we will notify you of the basis
of our denial. If you would like to access or
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request copies of your PHI that we maintain,
please send your request in writing to CAQO’s
Privacy Officer using the contact information in
Article VII of this Notice. As permitted by
applicable law, we may charge you a reasonable
fee for providing you with copies of your PHIL

4. Right to Notice of Breach. We are required
by law to protect the privacy and security of your
PHI through appropriate safeguards. We will
notify you in the event a breach occurs involves or
potentially involves your unsecured PHI and
inform you of what steps you may need to take to
protect yourself.

5. Right to Paper Copy of Notice of Privacy

Practices. You may, at any time, request a paper
copy of this Notice, even if you previously agreed
to receive this Notice by email or other electronic
format. Copies of the current Notice 1s available
at CAQ’s practice location where you receive
treatment and on CAQO’s website listed in Article
VI of this Notice. Alternatively, you can obtain a
paper copy by submitting your request to CAO’s
Privacy Officer using the contact information in
Article VII of this Notice.

6. Right to Revoke Authorization. After
providing the Practice with your authorization to

use and disclose your PHI, you may, at any time,
revoke such authorization regardless of whether
your 1nitial authorization was given verbally or in
writing. To revoke your authorization, you must
submit your request in writing to CAQO’s Privacy
Officer using the contact information provided in
Article VII of this Notice. After you provide your
authorization, the Practice is permitted to rely on it
unless or until you notify CAO of your revocation
of that authorization in writing.

7. Right to Request Amendment. You may
request that we amend or change your PHI that we

maintain 1n a designated record set by submitting
such request in writing to CAQ’s Privacy Officer
using the contact information provided in

Article VII of this Notice. We may ask your
provider(s) to review amendment requests to the
medical record. We may deny your request if we
believe the information you wish to amend is
accurate and complete without your requested
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amendment, or amendment relates to PHI that was
not created by a CAO provider, or if other special
circumstances apply. We will notify you of any
denial. If we accept your request for amendment,
we will update your record 1n our files as
appropriate.

8. Right to an Accounting. You may request an
accounting of disclosures of your PHI that we

have made within the period of six (6) years from
the date we recetve your request. Please note that
this accounting will not be your entire medical
record and will not include certain disclosures of
your PHI, such as disclosures of PHI for
treatment, payment or health care operations, or
disclosures of PHI that you had authorized. The
first accounting you request within a period of
twelve (12) months 1s free. Any subsequently
requested accountings may result in a reasonable
charge for the accounting statement. If you wish
to request an accounting of disclosures, please
submit your request in writing to CAO’s Privacy
Ofticer using the contact information provided in

Article VII of this Notice.

IV. OUR DUTIES.

We are required by law to protect the privacy
of your PHI and to provide you with a copy of this
Notice. We are also required to abide by the terms
of this Notice.

We reserve the right to amend this Notice at

any time without prior notice. In such event, the
updated version of this Notice will apply with

respect to all of your PHI, even to your PHI that
was created prior to the change in the Notice,
unless otherwise specified. If we change this
Notice, such changes will be only to the extent
permitted by law. We will also make the revised
Notice available to you by posting it at CAO’s
practice location where you receive treatment, as
well as on our website provided in Article VI of
this Notice. You may obtain a current copy of the
Notice by submitting your request to CAO’s
Privacy Officer using the contact information

provided in Article VII of this Notice.

HIPAA generally does not “preempt” (or take
precedence over) state privacy or other applicable
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laws that provide individuals greater privacy
protections than those provided under HIPAA.
Therefore, to the extent state law applies that is
more stringent than HIPAA, we may be required
to operate under that applicable state privacy
standard. We will maintain your paper or
electronic medical record for as long as required
by applicable law.

V. COMPLAINTS.

It you believe your privacy rights have been
violated, you may submit a complaint to the
Practice by notifying CAO’s Privacy Officer in
writing using the contact information provided in
Article VII of this Notice. You may also submit a
complaint to the Secretary of the U.S. Department
of Health and Human Services using the contact
information provided in Article VII of this Notice.

We will not retaliate against you for any
complaint you make to the Practice or to the
government about our privacy practices.

VII. CONTACT INFORMATION.

NOTICE OF PRIVACY PRACTICES

VI. ELECTRONIC NOTICE.

A current version of this Notice of Privacy
Practices 1s maintained on our website at
www.cfaortho.com.

CAO’s Pfivacy Officer: | Contact information for the U.S. Department of
| Health and Human Services:

ol

Centers for Advanced Orthopaedics, LLC U.S.

Department of Health and Human Services for

6707 Democracy Blvd. Civil Rights
| Suite 504 | 200 Independence Avenue, S.W.
Bethesda, MD 20817 Washington, D.C. 20201
Phone: (877) 696-6775
Privacy Officer: Renita Bean, CHC, Email: OCRMail@hhs.gov
| CHCO, MHA, MBA
Phone: (301) 637-8713 ' You may also file a complaint at the following
Fax: (301) 637-8713 website:

Email: compliancematters@cfaortho.com | https://ocrportal. hhs.gov/ocr/smartscreen/main.jsf

Patient Name:

MRN:

Signature (Patient or Guardian)

Name and Relationship (if not the patient)

DOB:

Date:
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PATIENT FINANCIAL AGREEMENT AND ASSIGNMENT OF BENEFITS

[ agree to be responsible for the payment of all fees (“Fees”) related to the services provided to me
by Centers for Advanced Orthopaedics, LLC (“CAO”) and its physicians and personnel (the
“Services”). I understand that CAO will bill my insurance carrier, as a courtesy to me, based on
the information I provide to CAO. Any portion of the Fees that is not paid by my insurance carrier
to CAO shall remain my sole responsibility. Payment for the Services rendered to me by CAO is

due and payable 1n full on the date of service.

If I have insurance coverage for the Services:

I hereby authorize CAO to submit claims to my insurance carrier for payment of all Fees for the
Services, and agree to cooperate with CAO in providing all necessary information and

authorization for submission of such claims.

I agree to pay to CAOQ, on the date of service, all co-pays, co-insurance and deductibles due under
my 1nsurance plan and all charges for Services that are not covered under my insurance plan.

I understand that CAO will invoice me for any balance of Fees remaining after my insurance plan
has processed the claim, and I agree to pay any such balance to CAO within thirty (30) days of the
date of the invoice.

If I do not have insurance coverage for the Services:

It I do not have insurance coverage for the Services or direct CAO not to bill my insurance for the
Services (1.e., self-pay), I agree to be responsible for payment of all Fees to CAO for the Services
in accordance with any good faith estimates provided to me.

Additional Fees: I hereby authorize the following additional fees to be charged to me by CAO
under the following circumstances:

e No-Show/Cancellation Fee: I agree to be charged a no-show fee based on the type of
appointment as set forth in the schedule below:

| Visit Type | Advanced Cancellation Notice Required Fee
Office Visit Notify office 24 hours prior to appointment time. l $25
Therapy Visit Notity otfice 24 hours prior to appointment time. | $35 |
Extended Office Visit* Notify office 24 hours prior to appointment time. $50
Surgical/Procedure Notify office 5 business days prior to scheduled [ $300
surgery/procedure. L
Functional Capacity Evaluation | Notify office 3 business days prior to scheduled FCE. 1 $300
(GEFCEEE)

l - l |
*Patient will be informed, at the time of scheduling when a visit is an “Extended Olffice Visit”.

1
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e Returned Check Fee: I agree to be charged a fee of $25.00 if my check in payment of
Fees hereunder 1s returned to CAO due to insufficient funds. After any such return, I agree
to pay the remaining balance due by cash, credit card or money order.

o Collection Fees (this applies to Maryland and Virginia patients only): 1 agree to pay for
all fees incurred by CAO 1n engaging a debt collector to collect on any outstanding balance
of Fees that remains unpaid for at least ninety (90) days following the date of the applicable
INVOICE.

o Fees for Copies of Records: I acknowledge that I may obtain electronic copies of most
of my patient records on CAQ’s Patient Portal at no cost to me. If I request paper copies
of my patient records or electronic copies of records not otherwise available on the Portal,
I agree to pay fees for such copies that do not exceed the maximum amount allowed under
applicable law.

Assignment of Benefits

I irrevocably assign to CAO all of my rights and benefits and any other interests that I have in my
insurance plan in connection with the Services. I understand that this document i1s a direct
assignment of my rights and benefits under such plan. I instruct my insurance plan to pay CAO
directly for the professional or medical expense benetits payable to me, and, if direct payment is
not permitted, to mail a check in my name to CAQO, which I hereby irrevocably authorize CAOQO, as
my special power of attorney, to endorse over to it in payment of the Fees.

Workers Compensation / Auto Accident Claims

I agree to complete all forms necessary for CAO to file workers compensation or auto accident/
PIP insurance claims on my behalf, and I agree to provide CAO with my personal health insurance
information to be used in the event that such other coverage i1s denied.

Referrals

If I have an insurance plan (such as an HMO) that requires a referral for the Services. I understand
that I must obtain the referral prior to my scheduled appointment. CAO will not obtain the referral
on my behalf.
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Agreement to Charge

I hereby authorize CAO to charge any credit or debit card I have given to CAO to pay for all co-
pays, co-insurance and deductibles due for the Services and all unpaid Fees that are my
responsibility hereunder, 1f I fail to pay any balance of Fees when due.

By signing below, I agree to all of the terms of this Patient Financial Agreement and Assignment
of Benefits:

_Signature of Patient or Parent/Le gal Guardian of Patient Date




