Revive Orthopedics and Wellness 571 Lafayette Avenue
Hawthorne, NJ 07506

Office: 973.423.9100

Chiropractic healthcare is possible only when the doctor completely understands the patients’ physical, mental, and emotional status.
The information you provide below helps us to better understand your needs and how to help you reach your health goals. Please
write legibly and answer all questions completely. Ask the office staff if you have any questions.

Patient Intake Form

Today's Date:
Name:

First Middle Last
Street Address: Apartment number:
City: State: Zip code:
Phone Numbers: Home: Work:

Cell: Other:

o Preferred # for contacting you and for appointment reminders:  Home 0 Work Q Cell O Other
¢ Isit OK to receive text message appointment reminders from our clinic? 0 Yes O No

o What is your e-mail address:

s May we contact you via e-mail regarding important clinic information? O Yes O No
How did you hear about our clinic? ( Website O Advertisement O Friend/Family O Other:

FOR INSURANCE BILLING PURPOSES:

SSi: Date of Birth: Age:_ Gender(circle) M F
Policy Holders’s Name: QSelf QSpouse UOParent

Narne of Insurance Company: Policy #:

Secondary Insurance: : . Policy #:

Relationship Status (circle): Single  Married  Partnership  Separated  Divorced  Widowed
Who do you live with? USpouse QOPartner [OParents OFriends  QChildren OAlone

Emergency Contact: Phone Number:
Employment Information:

Employer:

Work Address:




LEFT

Please check if you have or had any of the following medical conditions:

QAIDS/HIV
UAlcoholism
QAnemia

QAllergy Shots
UAnorexia
QArthritis

QAsthma

OBleeding Disorders
QBreast Lump(s)

QCancer
QCataracts
QChemotherapy
QDiabetes

QDisc Herniation
OEmphysema
QOEpilepsy/Seizures
QFatigue

Please mark the areas of

your complaint(s) on the

diagram by using the

following indicators:

X =Pain

O = Numbness

Z =Tingling

B =Burning

T = Tightness

S =Sharp

PAST MEDICAL HISTORY

QGout OMalaria ORheumatoid Arthritis
QHeadaches OMigraine Headaches [Stroke/TIA
QOHeart Disease OMiscarriage QThyroid Problem
OHepatitis B or C QOMultiple Sclerosis ~ QTick Born Illness
OHernia QOsteoporosis QTuberculosis
OHerpes QPacemaker QTumors/Growths
QHigh Blood Pressure [Parasites QUlcers
QHigh Cholesterol OParkinson’s QVaginal Infections
UKidney Disease UPinched Nerve QVascular Disease

QGlaucoma




OBronchitis QGoiter QLiver Disease QOPneumonia OVenereal Disease

UBulimia OGonorrhea QOLyme Disease QOProstate Problem QYeast Infections

OOther:

Do you have a psychiatric problem? O Yes O No Explain:
Have you ever had any form of heart surgery? O Yes U No Explain:

Have you ever been to a Chiropractor before? O Yes O No

How long ago? What were you treated for?

- Allergies:

What hospitalizations, surgeries or injuries have you had?

Have you been hospitalized in the past 10 years? 0 Yesl No  Reason:

Please list all medications and vitamin/herbal supplements you are currently taking with dosages:

1. ‘ 2,

4,

What diagnostic imaging studies have you had? O X-Rays 0O CT Scan O MRI Other:
Have you been diagnosed with cervical or lumbar disc bulges or disc herniation’s? Q Yes U No

Childhood Illnesses:
Do you or have you had any of the following conditions? (Please check all that apply.)
QChickenpox OWhooping cough Asthma ORubella (German ineasles, 3 days)
QDiptheria OMumps QPolio OMeasles (2 week illness)
ORoseola ORheumatic fever ~ QEar infections QStrep throat

~ OScarlet fever UMononucleosis QEpilepsy Other:

Have you ever been in an automobile accident? [ Yes U No
Have you ever had a slip and fall incident? O Yes 0 No
Have you ever had a workers compensation case? U Yes U No
If yes to any of the above, please explain and describe treatment received:

FAMILY HISTORY

Do you have a family history (BLOOD RELATIVE) of any of the following? (Please check all that apply.)
OAlcoholism OCataracts QMultiple Sclerosis OMental Illness

QAllergies QHay fever/Hives QSkin Diseases QStroke



Gastrointestinal: (Digestive Tract) anN/C Urinary: (Kidney and Bladder) Q N/C

Musculoskeletal: (Bones, Muscles) anN/C Neurological: (Nervous System) Q N/C

Y P Weakness Y P Muscle Spasms Y P Fainting Y P Seizures

Y P SwollenJoints Y P Muscle Pain Y P Numbness/Tingling Y P Pins & Needles

Y P Osteoporosis Y P Broken Bones Y P Loss of Memory Y P Sciatica

MALE Reproductive: aN/C FEMALE Reproductive: - QN/C

Y P TesticleLumps Y P Testicular Pain Y P Painful Periods Y P PMS

Y P ProstateIssues Y P Erectile Dysfunction Y P Endometriosis Y P Ovarian Cysts
Y P Hormone Therapy Y P Breast Lump(s)

Mental/Emotional/Behavioral: - anc Are you currently pregnant?  0OY ON

Y P Anxiety Y P Stressed Do you think you are pregnant? QY 0N

Y P Nervousness Y P Depression Are you trying to get pregnant? QY 0N

Y P PTSD Y P Substance Abuse Number of pregnancies:

Explain: Date of last GYN exam:

What changes are you willing to make to improve your health? (Please check all that apply.)
QLifestyle Changes ONutritional Supplements Exercise UDietary Changes
USmoking Cessation LCounseling USleep Patterns QStress Management

OFFICE POLICY REGARDING APPOINTMENTS
Multiple appointments may be given to you for your convenience to minimize waiting and to facilitate the
incorporating of these appointments into your daily/weekly schedule. Regardless of how many appointments are
scheduled for you each week, please remember that it is the FREQUENCY OF THE VISITS THAT IS IMPORTANT,
and NOT THE DAYS. If you are unable to keep an appointment for any reason, we require that you call the office
immediately to reschedule your visit. If you are late for an appointment you may have to wait for the next available
opening. We thank you for your cooperation and understating.

This office does not like to charge a fee for missed office appointments or for failure to notify us within 24 hours of
your scheduled appointment. We believe in the honor system and acknowledge that emergencies can occur at any
moment. We kindly ask for your courteousness in this matter and keep us informed as soon as possible in the event
you need to cancel an appointment or are running late. If, for whatever reason, this becomes a recurring issue, you
may be required to pay a no-call/no-show fee of $50 since the scheduled time in our appointment scheduler is allotted
for you specifically. Your cooperation in this matter is greatly appreciated.

I understand the above information and guarantee this form was completed correctly and as accurately as possible to
the best of my knowledge and understand it is my responsibility to inform this office of any changes in my medical
status.



Patient’s Name (Print)

Patient’s Siénature/l’arent or Guardian

Date
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571 Lafayeﬁe Ave

Revive Orthopedics and Wellness Fawthome, N 07505

HIPAA Privacy Authorization Form -

**Authorization for Use or Disclosure of Protected Health Information (Reguired by the Health

a__g,frgm(date)_n C e e - to.(dzte) T e -

Insurance Portability and Accountability Act, 45 C.F.R. Parts 160 and 164)**

|
1.1, ' authorize all medical service sources and

health care providers to use and/or disclose the protected heal(h information (PHI) described below to my Personal
Representative(s) named as follows:

Revive Orthopedics and Wellness

3. This authorization for release of PHI covers the period. of healihcare (check one)

OR b+ [] all past, present, an * future beriods:
3. [hereby authorize the release of PHI as follows (check one):

a. [ tauthorize the release of my complete health record, (including records relating to mental healthcare,
. communicable diseases, MIV or Arbs, and treatment of alcchol or drug abuse). OR
]

b. [ lauthorize the release of my complete health record with the gxception of the

“'following information:™ T
I Mental health records

B e et TN

00 Communicable diseases (including HIV and AIDS)

O Alcoholldrug abuse treatment

—— et et bt o r— - — o —

D Other (p!ease specify):

7" 4 This medicalinformation may be used by the person | authorize tareceive this information for medical

treatment or consultation, billing or claims payment, or other purposes as may direct.

5. This authorization to release information to my Personal Representative will automatically exptre two (2) years
following the termination of my enroliment with the Health Plan.

6. | understand that | have the right to revoke this authorization, in writing, at any time. | understand thata
revocation is not effective to the extent that any person or entity has already acted in-reliance

on my authorization or if my authorization was obtained as a condition of .obtaining insurance
coverage and the insurer has a legal right to contest a claim.

7. | understand that my treatment, payment, enroliment, or eligibility for benefits will not be conditioned

on whether | sign this authorization.
8. lunderstand thatinformation used o disclosed pursuant to this authorization may be disclosed by the recipient

and may no longer be protected by federal or stlate law.

Signature of Member or Personal Representative Date
i -
Revive Orthopedics and Wellness




By signing, | give up my federal consum‘er‘protections and agree to receive
out-of-network care.

With my signature, | am saying that | agree to getthe items or services from (select all that apply):

_[J Revive_Orihopedics and Wellness

With my signature, | acknowledge that | am consenting of my own free will and am not being coerced or
pressured. | also understand that:

« I'm givingup some consumer billing protections under federal law.
= Imaygeta billfor the full charges for these items and services, or have to pay out-of-network cost-sharing under my health
plan,
« | was given a wrilten notice taday explaining that my provider or facilityisn'tin my heafth plan's nelwark, the estimated cost of
services, and what [ may owe if | agree to be treated by this provider or facility.
-| got the notice either onpaper or eteclmmwliy. consistent with my choice.
lmliyandomnp[etely nderstand that-sos all g :

an's deductible orout-  —-

§
"\
-

ofspockef limit™
* lcan end this agreement by notifying the provider or faallty In writing before gelﬁng services,

IMPORTANT: You don't have to sign this form. But if you don't sign, this provider or facility might not treat you.
You can choose to get care from a provider or facility in your health plan's network.

S €
Patient's signature -Guardian/authorized representative signature
Print name of patient Print name of guardianladthorized representative
Date and time of signature Date and timeof signatuné

s e 4 Sk o ot eyt L U —— e ma e st ta ——————— -

Take a plcture andlor keep a copy of this fanm.

It contalns important Information ahout your rights and

- . - .- - . . ;



}

571 Lafayette Ave

Revive Orthopedics and Wellness Havirorne, N 750

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY
PRACTICES

The privacyof your protecled health information isimportant to us. We have provided you with a copy of our

Notice of Privacy Pracfices. It describes how your health information will be handled in various situations. We
ask that you sign this form to acknowledge you received a copy of our Notice of Privacy Practices.

- .. If_your first date of service with us wasdue tq an emergency, we will try to give you this notice and- getyowr . . _... ..

D

signature-acknowledging-receipt-of this-notice asseon-aswe-can-after the-emergency.----

* | have received the Privacy Notice for: Revive Orthopedics and Wellenss

Print Name Date

Pallent Signalure or Personal Representaiive

T T persondl TEpTeSentative; Déééﬁbé refaionishig — "



571 Lafayelte Ave

Revive Orthopedics and Wellness b, N, 07506

—

HIPAA Omnibus Notice of Privacy Practice

—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. 1
This Notice of privacy Practices is NOT an autharizalion. This Notice of Privacy Practices describes liow we, our Business Associates and their subcontraclors maybe
and disclose your'Protected Health Information’ ‘SPIO) lo carry out lrealment, paymentor healthcare operations, and forother purposes thatare pemmilted or required
by law. It also describes your rights toaccess and contro! your PID. PH isinformatiotd about you, including demagraphic information, that may identify you and that
relatesto your pasl, present or fulure physical or mental health condition and related health care services. ~
Noticeis provided lo you a4 requirement of HIPAA, There are several olher pnvacynllaw that also apply lo [DV-felated information, family planning information,
mental health information, psychotherapy noles, and substance abuseinformation. These laws have not been superseded, and thedisclosurecf such information is
specifically subject to more stict privacy slandards and mast uses and disclosures require express authorization from you. .

Thefollowing describes the ways we may use and disclose your P, 'Except for the purposés described below, we will use and disclose PH only with
your wrillen pg{mission “ Yoy_ may revoke such permission at any time by wiiting tg our practice Privacy Qfﬁcer. o o _
" For freaiment - We may Use and disclose PID for your fréaiment and to srovide you with freaiment-relaied health care services. For éxample, we may discose

PHI to doclars, nurses, lechnicians, or oer personnel, indluding people oulside our office, who are invalved In your medical Cale and need-he information 1o

provide you with medical care.

For Payment - Wemay usé and disclose PID so that We'drothers may bill and receive payment from yau, an insUrarice companiy or athird party for the treatment
and services you received. For example, we may give your health planinformalion aboul you sothal they will payfor your Appaintment,

For Heallh Care Operations- We may use and disclose PHI for health careoperations purposes. These uses and disclosures are necessary lo make sure thal all
of our palients receivequalitycare and to operate and manage our office. For example, we may use and disclose informalion o make sure the orthopedic or
physical therapy care you receiveis of the highest quality. We alsamay share information with other entilies that have a relationship with you (for example, your

health plan) for their health care aperation aclivities. .

Appointment Reminders, Treatment Allernalives and Health Related Benefits and Services- We may use and disclose PHI lo contact you to remind you that
you have an appointment with us. We also may use and disclose PHI to tell you about treatment allernatives of health-related benefits and services that may be

ofinterest to you,

WEMAYALSO USEAND DISCI.OSE PHUN TIE FOLLOWING. CIRCUMSTANCES:

—--=-= Required by Law We may use or disclose your PHI;if law-or regulations r quires the-use ordisclosure:~ — -~ .
Public Health - We may disclose yourPHIto a public health authority whois permilled by law lo callect or receive the information. For example, thedisclosure may be
necessary lo prevent orcontrol disease, injury or disability; report births deaths; or report reactions ta medications or problems with medical products.

Communicable Diseases- We may disclose your PHY, if authorized bylaw, to a person who mighl have been exposed to a communicable disease or might

otherwise be alrisk of conlracting or spreading the disease or condition. !

Health Oversight- We may disclose PHIto a health oversight agency for activities autharized by law, such as audils, investigations, and inspections. These health

oversight agencies-might include govemment -agendies thal aversee the health.caresystem,'govemment beneft programs, or other: regulatory programss .-+ == - ~eme =~ -~ .
-Faed and Drug Administration- We may disclose your PHI Lo a person or company required by the Food and Drug Administraticn to report adverse evenls;
Irack praducts, enable product recalls; make repairs or replacements; or conduct post-marketing reviews.

- “Legal Praceedings --We-may disclose PHI during any judicial or-administrative proceeding, in response lo acourt order or-administralive fribunal (if such - -
disclosure is expressly authorized), and in certain condition in response o a subpoena, discovery reques, or other lawful process.

Law Enfarcement - We may disclose PID for law enforcement purposes, including informalion_requests for identification and location; and circumstances
pertaining o victims ofa crime.

Coroners, Funeral Cireclors, and Organ Donations- Wemay disclose PHI fo coroners or medical examiners foridenlification t 0 determine the cause of

desh or for the performance of other duties authorized by law. Wemay also disclose PID to funeral directors asauthorized by law. PIDmay be used and disclosed

for cadaver organ, eye or lissue donations. .

Research-We mar disclose PHI to researchers when authorized bylaw, for example, i their research hasbeen approved by an institutional review board

that has reviewed the research proposal and established protocols to ensure the privacy of your PHI. -

Threat to Health or Sa!elY~ Under applicable Federal and State laws, we may disclose: your PHI to law enforcement or another health care professional if we
believe in goad faith that lls use or disclosure is necessary to prevent or lessen a serious and imminent threat to the health or safely of a person or the public.
We may alsadisclose PH! if it snecessary for law enforcement authorities toidentify or apprehend an individual.

Mititary Activity and National Security-When theappr6priate conditions apply, we may useor disclose PHI ofindividuals who are Armed Forces personnel
foractivilies believed necessarybyappropriate mifitary command autharities lo ensure the proper execution of the military mission, including determinalion of
fitness forduty; or to a foreign military authorily if you are a member ofthat foreign military service. We mayalsodisclose . .

your PHI, under specifled canditions, to authorized- Federal officials for conducling national securily and intelligence activities including protective services

to lhe President or others.

Workers' Compensation- We may disclose your PHIto comply with workers' compensation laws and similar govemment programs.

Inmates- We may use or disclose your PHI, under certain \circumstances, ifyou are an inmale of a correctional facility.

Parental Access-Slate laws conceming minors permit or require certain disclosure of PHito parents, guardians, and persens actingin a similar legal stalus. We will act
consistently with the [aws ofthis State (or, if you are treled by usin another state, the [aws of that slalegand will make disclosures fcllowing such laws.




N T Tt

are cbligated to protect the privacy ofyour information d are not allowed touse or disclose any iiwfcnnaﬁon other than asspecified In our contract Dala
Breach Notification Purposes-We may use or disclose your PHI to provide legally required notices of unauthorized access to or disclosure of your PHI.

£S & DISCLOSURES THAT REQUIRE O QUANQPPORTUNITY TQQRJECT AND QP
Individuals Involved in Your Care er Payment for Your Care-Unless youchject, we may disclose tog member of your family, a relative, adose friend or any
other person yeuidentify, your Pm that direclly relates to (hal r:1)<ars¢:nsin\mluemenl inyour heatth care,; If youareunable to agreaor objectto such a disclosure, we may
disclosa such information as necessary If wa determine:that itis in your bastinterest based on our professional judgment :
Disaster Relief- Wemaydisclose yourPm todisasterreliefagerizn that seek yourPHI lo coordinate &oyr care, or nolify family and friends of your locafion or condtion in
adisaster. We. will provide youwith an opportunity to agree or abfsct to such a disclosure whenever wepraclically candoso.

—_ Fundraising-In theevent you ars contacted farfundraising purposes, you havefhen.optout of suchfuhdraising. communications. witheach.solficitation
{

The following uses and disclosures of your PH! will beused only with your'Writlen authosization: .

1. Uses and disclosures of PHI formarketing purposes; and “ 1 "

2. Disclosures that constitute asale of your PHI i
Other uses and disclosures of PHI not covered by this Notics orthe laws that apply to us will bemade only with four wiitten authorization. If you do give usan
authorization, you may revoke it afanytime by submitting awritten revocation to our Privacy Officer and wewili nolonger disclose PHIunder the authorization. But
anydisclosure that wemade n refiancaon your authorization befere you revoked twill no “beaffected by the revocation. :

You havathe following rights regarding PHIwe haveabout you: \
Right ta Inspect and Copy- Youhave a'right to inspect and copy PID that may be used to make degisiors about your carear pagm,gng [o_'rs o;:l% g&a%eé,mis_ includes
\TH T

T rhsdi&al'éﬁfg}fiﬁfg Tecards, otherthan psychothgrapy noles. Toinspecfand ce fitﬁi_s‘ PH, you mist maKe your request, In wrifin
SPECIALIS vacy Oficer, , , "NJ 08034, Wehava up to 30days iomaka your Plilauallzbla (o you and we ey

charge you a reasonabls fes for the costs of copying, malling or other supplies assaciated with your request We may not charge you afee ifyou need the

- -—information-fora clalm{or benefits under-#le Social Secwity Act or-any other state or federal needs-based benefit program. Wemay deny your request in certain

limited circumstances. Ifwedo deny your request, youhavethe right to have the del)lal reviewed by a licensed healthcare professional who was not directly

involvedin the denial ofyour request, andwe will comply with the cutcome ofthe review.

Right to an Electronic Copy ofEiectronic Medical Records-If your PHI Is maintained {n an electronjc format (known as an electronic medical }ecord or an electronic

health record), you havethe right to request that an electronic copypf your record be givento you or transmitted to another individual or entity. We will make every

effortta provide accass to your PHI{ntheform or format yourequest, iftisreadily producible insuth form orformat. Ifthe PHIis not readily producible in the form or
format you request yourrecord will be provided in either our standard electronic format or ifyou do not want this form or format, areadable hard copyform. We may

chargeyou a reasonable, cost-based fee forthe laborassociated withtransmitting the electronic medical record.

Right to Get Notice of aBreach-Youhavetherightto benotifiedupon abreach fanyofyourunse.curedPil.
Right to Amend- Ifyoufeel that PHIwehave sincomect orincomplete, youmay ask us toamend the irformation. You have theright ta request an amendment foras

lggg as theinfonnation iskeptby orforour office. To request an amendment, you must make your req*resl. inwailing, to: ; SPINE & JOINT SPECIALISTS HIPAA Privecy
————-0fficer;-1401.NL.70 EAST,.SUITE 14, CHERRY. HILL, NJ 08034. - ———
Righttoan Accounting of Disclosures - Youhave therightto request alistofcertain disclosures wemadeof PIDfor Purposw otherthan treatment, payment and health
careoperalions or for which youprovided written authorization. To request an accounting of disclom;jres, you must make your requ iriwriting, fo: : SPINE & JOINT

—— . .SPECIALISTS HIPAA Brivacy.Officer,-1401.NJ 70.EAST, SUITE. 14, CHERRY.HILL,.NJ.08034
Rightlo Request Restrictions - You havethe right to request arestriction o fimitation on the Pill we tiseor disclose for treatment, payment, or health care aperations.
You also have the right to request a imt on fhe PID we.disclose to someane involved in your care ar the payment for your care, ke afamily member or friend. Fo
example; you could ask lhat we not shareinformation aboutaparticular diagnosis or freatment with your spause. To request restriction, you must make your

- request-inwriting; lo:2-SPINE-& JOINT-SPECIALISTS HIPAA Privacy-Officer-1401:NJ 70 EAST;SUJTE!M;GHERRYHILL- NJ0BO4 - =~ mmrm e e e
Weare not required to agree to your request unless you are askingus to restrict the useand disclosure ofyour PHI to a health plan for a¥ment or health care
peration purposes and such Infannatio you-wish ta restrict pertains solely o a health care item or Service for which you have paid us “out-of-pocket” in full. f we

. agree, we.will comply with your réquest. unleSsthe infonnation is needed toprovide you-withemergency treatment __+ .. .. . .. L .

Out-of-Pocket-Payments -If you paid out-of-pocket Rr Inother words, you have requested that we not billyour health plan) In fullfor as?ec:ﬁc item or service,
you have theright to askthat your Pifl with respect to that item or service nt be disclosed to aheal{h plan for purposes ofpayment or health care operations, and

we will honor that request —— — - — —- :
Right to Request Confidential Commun,cations- You have the :rightto request that we communicatg with you about medical matters. Ina certain way or at acertain

location, Forexamgla.ﬁu can ask that we ongco t you by mail Of af wark. To request confidenbal communications, you must make your request, in w:iﬁngl, lo
SPINE & JOINT SPECIALISTS HIPAA Privacy Offtcer; 1401 NJ 70 EAST, SUITE 14, CHERRY HILL, NJ 08034. Your request must specify how or where you wishto be

contacted Wewill accommodate reasonable requests.

Right to a Paper Copy of This Notice - You have the right to appear copy of this netice. You maﬁsk us to give you a copy of this natice at any time. Even if you

have agreed to receive this notice electronically, you &l€ stil] entitled to paper copy of noatice.
any ofour.locations. I -

|

obtain a paper copy of this notice, please ask the front desk at

' ?
Wereserve the righttochange this notice and make the ne notice appy to Pill we already have aswell as any information wereceive inthe future, Wewill postacopy

of our cument notico at our affice. The notice will contain the effective

COMPLAINTS:

ate on the first page, in the top right-hand comer.
}

fyoubelieve your pivacy ights have been volated, you may flo'a complaintwilhour ffi o it he Secrelry ofthe Departmentof Healvand Human Servies, Toflea complant
without offica, or for mare information abautthe complaint process, conneck: SPINE & JOINT SPECIALISTS HIPAA Privacy Officer; 1401 NJ 70 EAST, SUITE 14, CHERRY

HILL, NJ 08034, All complainls must be made in wniting. You will not be penalized forfiling a complaint

We are required by lawto maintain the privacyof, and provide individuals with, this notice of our legal duties and privacy practices with respect to PHI. We are
alsorequired to abide bythe terms of tha notice currently in effect. Ifyou have any questions In reference to this form, please ask to speak with our HIPAA
Compliance Officer in person or by phone at our main phone number (856-803-3331. . . .

.
~



Financial Hardship Agreement

By virtue of my signature set forth below, I hereby request that my doctor and
institutional provider reduce their usual and customary charges in order to allow me to
receive care required by my current health care condition. ’

I represent and warrant that my financial status is such that I would be unable to
receive diagnostic and treatment services if usual and customary charges were applied to
the services required by my condition.

I recognize and acknowledge that this Agreement to reduce usual and customary
charges is undertaken for my benefit, that this is dependent on my financial status as of
the date of this Agreement, that it will result in a fee arrangement distinct from the one
usually in place for the services in question and that the arrangement represents a
-confidential agreement entered into by the parties for the sole and exclusive benefit.

In light of the foregoing, I hereby agree to the following:

1. I will not seek reimbursement for the services rendered to me under this
arrangement from any insurance company, employer, welfare program,
government entitlement program (Medicare or Medicaid), Workers’
Compensation program or other third-party payor.

2. If any third party payor responsible for all or part of the payment due as a result of
services rendéred under this Agreement contacts me, I will notify such payor of
this arrangement and the reduced fees achieved as a result of the Agreement.

3. If the financial circumstances which cause me to qualify for financial hardship
under this Agreement change, I will immediately notify my doctor and
institutional provider in order to allow them to determine whether my financial

T o T tatis will then allow meé to pay usual and customary charges for the services

which I receive from that date forward.

Patient Name:

Patient Sigpdture:

Date Signed:

Witness Signature:

Date Signed:




571 Lafayette Ave
Hawthorne, NJ 07506

Revive Orthopedics and Wellness

Surprise Billing Protection Form

: t you :
medical bills. It also asks whether you would like to give up those protections and pay
more for out-of-network care.

IMPORTANT: You aren't required 0 sign this form and shouldn't sign it if you didn't have a choice of
health care provider when you received care. You can choose 'to get care froma provider or facility in
your health plan's network, which may cost you less.

If you'd like assistance with this document, ask your provider o'r a patient advocate. Take a picture
andl/or keep a copy of thls form for your records.

e tmesam 4 i e eeeremert emrv e si e [ VPO O

e e e PN . - O A ] . . A -

You @gﬁtﬂﬁglms:mmﬁbmthlé‘p‘révidér“drfercillty"‘”‘lsn tTﬁTdUT health"ﬁléﬁ"s‘“ﬁé ok ThisT "
means the provider or facility doesn't have an agreement with your plan.

Getting care from this provider or facility could cost you more.

If your plan covers the item or service you're getting, federal law protects you from higher bills:
»  When you get emergency care from out-of-network providers and facilities, or
»  When an out-of-network provider treats you at an in-network hospltal or ambulalory surgical center without your
knowledge ar consent, :
Ask your health care provider or patient advocate if you need help knowing if these

“mt’emms apply toyou. If you sign this form, you may pay imoréb ecause:
You are giving up your prolections under thelaw.

»——You-may owe the fult costs-billed for-items-and-services-received:
«  Your health plan might not count any of the amount you pay towards your deductible and out- of-packet fimit. Contact your
health plan for more information,

You shouldn‘t sign thls form if you didn't have a chonce of prowders when receiving care. For example ifa
doctor was assugned to you WIth no opportunlty to make a change

Before demdmg whether to sngn thls form you can contact your health plan to fin-d an in-network
provuder or facnl[ty if there isn't one, your health plan mlght work out an agreement wnth this provuder or

facility, or another one.
Prior authorization or other care management limitations i

Except in an emergency, your health plan may require prior authorization (or other limitations) for certain
items and services. This means you may need your plan's approval that it will cover an item or service
before you get them. If prior authorization is required, ask your health plan about whatinformation is
necessary to get approval.

Understanding your options

You can also get the items or services described in this notice from providers who are in-network with your
health plan.

More information about your rights and Protectlons
Visit http://www.cms.gov/nosurprisesfconsumers for more information about your rights under federal
law.

-———— R e e Eaent)



Hawthorne, NJ 07506

Revive Orthopedics and Wellness s71Lafayette Ave

Fax-856:903:33388——

SERVICES

i
Signing this form helps ensure payment and acknowledges notification of your rights and coverage.

Your healthcare services are prowded by Dactors, Physician Assistants, Acupuncturists and Physical Therapists of Spine. The
healthcare providers are licensed in the State of New York and/or New Jersey. *

[ hereby assign to Revive Orthopedics and Wellness my right to receive reimbursement for medically necessary health care services,
including surgical.services,. provided to me andlor.to any. beneficiary under. my_health benefits.policy. | hereby authorize and .
diree{-my-insuraneecarrier-te-mak-e-all-sueh~~payments—direetly-te-fer—all- elaims-Sueh- payments-should-be.»ferwarded by-my—— ——
insurance carrier directly to Revive Orthopedics andSpine, at the address below, in the form of a check payable to
‘Revive Orthopedics-and: Weilness in* alternative, a check payable to Revive Orthopedics and Wellness and ‘me, as joint
payee. | understand that | have the right, upon request, to be provided the amount, or estimated amount, | will be
billed. Please note that such estimates cannot account for unforeseen medical circumstances that may arise while
the services are performed. Please further note that such estimates are as of the date of provision of the information to
you, and may be subject to change. | understand and agree that, if .the check from. the insurance company
is made -payable to Revive Orthopedics and Wellness and me as joint payees, that | promptly wil endorse and
deliver the check to Revive Orthopedics and Wellness, or will write a personal check for the full payment that is due within
(1) one week of receiving payment. | am aware that my health care- provider will accept my insurance plan's out of
network benefits as assigned if the provider does not participate in the plan. | will prowde the entire Explanation of
Benefits-from my-insurance—carrier-relating-to-the-services provided. —— B
Office address:

Revive Orthopedics anggwWen_ess

571 Lafayette Ave
Hawthdre, NJ 07506

alow, acknowledges my accepled information above and confirms my voluntary cholce fo obfain services -
from this provider at (by) Revive Orthopedics and Wellness | understand that | am responsible for payment-fm-aﬂ services
— . _ rendered _and]| agtes lo pay all charges denied or not covered by my_insurance.carrier. This assignment and
way re eases me from this responsibility and imposes no obligation on Revive Orthopedics and Wellnesstothaiizationdneyo
upon my behalf,

| have read and understand and agree to the above A photocopy of this agreement shall be considered as effective
and valid as the original. :

Sign Name Here " Print Name Here ' Date
|

Patient Name if Signing as Legal Representative Type of Representative Authority



