8= Jacob Center For Advanced Orthopaedics

Initial Visit History Form

Name: Date: Social Sec. #: _
Phone (home): Phone (cell) Age: DOB: Sex: M/F
Home Address: City/State Zip
Name of your Primary Care Doctor: Phone:
Were you referred by a Physician? Y /N Name: Phone:
Emergency Contact: Phone:
Insurance Information: (Primary): ID#
(Secondary): ID#
What Pharmacy do you use? Name: Address:
Phone:

Reason for today’s visit: (briefly state history of problem and when symptoms began)

Problem due to: (check) ____car accident __work related __school injury __other
If work or motor vehicle accident, do you have a lawyer assigned to your case? Y /N
Lawyer Name: Phone:
Past Medical History: Have you ever had any of the following medical problems?
Yes No Yes No Yes No
____ ___Stroke ____ ___Cancer ____ ___Thyroid Disease _____None (check
__ ___Ulcers __ ___Hepatitis —_ ____Rheumatoid Arthritis her if nothing to
____ ___ Coltis ___ ___ Diabetes ___ ___High Blood Pressure report)
__ ____Asthma ____ ___Tuberculosis ___ ___Nervous Disorder
__ ___Lymedisease ___ ___ Heart Disease ____ ____Bleeding Disorders
___ ___Arthritis ____ ___Kidney Stones ____ ____Endocrine Problems

Explain any positive responses above (and other medical problems not listed):

Past Surgical History: (list all surgeries)

None: (check here if nothing to report)
Medications (list):
None: (check here if nothing to report)
Allergies (medicines):
None: (check here if nothing to report)
Review of Systems: Are you having problems with any of the following?
Yes No Yes No Yes No
__ ___Eyes ___ ____Psychiatric problems ___ ___ Digestion/Bowel Movement
___ ___ Ears, Nose, Throat ___ ___Joint pain ____ ____Stomach burning
— ___Lungs/breathing __ ___Immune system ____ ___ Cardiovascular problems
___ ____Recent weight loss ____ ___Urinary problems ____ ___Hematologic/bleeding problems
____ ___Weakness/fatigue ___ ___ Chest pain ___ ___Neurologic problems
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Patient Name

Explain positive responses (review of systems):

Family Medical History: List medical problems of your relatives (ex. Diabetes, Cancer, Scoliosis, Osteoporosis,
Hypertension, etc.):

Grandparents:

Mother: Father:

Siblings:

Children:

None: (check here if nothing to report)

Social History: Occupation: Working Now? Yes / No / Retired
Preferred Language: Race: Ethnicity:

Do you smoke: Yes / No / Quit Packs per day: If quit, years smoked: ____years

Alcohol use (circle one): Never / Occasional / Daily / Heavy / History of Alcoholism
Any history of Drug use (list):
(Circle One) Married / Single / Divorced / Widowed

Do you live at home or in a facility?(circle) Home / Facility (name):
Are you on a special diet?
Are you right handed or left handed? (circle) Right Left

How often do you exercise? (circle) Several times a day / Once a day / few times a week /a few times a month / Never

Authorization to Release information
| hereby authorize Dr. Jacob and all medical affiliates to release any health care information necessary to facilitate processing
of claims, audit of payments and routine professional medical communication with my referring and/or primary care
physicians and any necessary medical/surgical facilities. Jesu Jacob, D.O., P.C. maintains a record of health care services
provided to you. You may request to see and obtain copies of that record at any time. Jesu Jacob, D.O., P.C. will otherwise not
disclose your records or personal health information to others unless you direct us in writing or unless required by law.

Medical Consent
I give my consent for all routine, usual and customary tests, exams and procedures as prescribed by Dr. Jacob and/or any
affiliates of Jesu Jacob, D.O., P.C. for myself or my minor child or as legal guardian.

Assignment of Insurance Benefits

| hereby authorize Jesu Jacob, D.O., P.C. to request on my behalf and to collect directly all public and private insurance
coverage due for products and services supplied by Jesu Jacob, D.O., P.C. in the event that benefits are paid directly to me, |
will endorse to Jesu Jacab, D.O., P.C. all checks for such payments and hand them over immediately.

Financial Responsibility

| acknowledge that | am financially responsible for all charges. | further understand that fees are due and payable on the date
that services are rendered and agree to pay all such charges incurred in full immediately upon presentation of the appropriate
statement. If it becomes necessary to effect collections of any amount owed on this or any subsequent visits or procedures,
the undersigned agrees to pay for all costs and expenses, including reasonable attorney fees and interest and collection
charges for overdue payments. | agree to a collection charge of 40% of my unpaid balance at time of collection determination.
| hereby authorize Jesu Jacob, D.O., P.C. to release information necessary to secure payment of benefits or fees.

Signature of Patient/Guarantor Printed Name of Patient/Guarantor Date
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PATIENT COPY

JACOB CENTER FOR ADVANCED ORTHOPAEDICS .
Jesu Jacob, D.O, ,P.C.

Orthopaedic Surgery
217 East Main Street 66 Harned Road
DBay Shore, NY 11706 D Commack, NY 11725

NOTICE OF PRIVACY PRACTICES
WHO WILL FOLLOW THIS NOTICE,

This notice desctibes our practice’s privacy practices and that of:
= Any physician or health care professionsl authorized to enter information into your medical chart,

= All departments and units of the practice,

= All employees, staff and other office personnel. . .
* = All these individuals, sites and locations follow the ternts of this notice, It additi individuals, sites and location: :
mec_lzcal information with each other or with third party spgciahsts c%ﬁom or o‘il’hdce operations p{lrposm %m this

notice.

We understand that Amed information about you and your health is personal. We are committed to protecting medical information about you. We
create a record of the care and services you receive at our office. We neod this record to provide you with quality care and to comply with certain

legal requirements. This notice applies to all of the records of your care generated by our office.
This notice will tell you about the ways in which we may use and disclose medical information about you. We also describe your rights and certain

obligations we have regarding the use and disclosure of medical information.

We dre required by law to:
* muako sure that medioal information that identifies you is kept private;
* give you this notice of our legal duties and privacy practices with respect to medical information about you; and
* follow the terms of the notice that is currently in effect.

HOW WE MAY USE AND DISCLOSE MEDRICAL INFORM Q .
The following categories describe different ways that we use and disolose medical information. Nat every use or disclosure in a category will be
tisted, However, all of the ways we are permitted to use and disclose information will fell within one of the categories,

For YTreatment. We may use medical informution about you fo provide you with medical treatment or services. We may disclose medical
information about you to thé practice’s office personnel who are involved in faking oare of you at the office or elscwhere. We also may disclose
medical informarion about you to people outside our office who may be involved in yowr care after you leave the office, such as family members or
others we use to provide services that are part of your care provided you bave conseuted to such disclosure, These entities include third party
physicians, hospitals, nursing homes, pharmasies or slinical labs with whom the office consults or makes rofetrals.

For Payment. We may use and disclose medical information about you so that the treatment and services you receive at our office may be billed
to and payment may be collected fram you, an insurance sompany or a third party, For example, we may need to give your health plan information
about procedures you received at the office so your health plan will pay us or refmburse you for the services. We may also tell your health plan about
a treatment you are going to receive to obtain prior approval or to determine whether your plun will cover the treatment.

For Health Care Operations. We may usc and discloso medical information about you for medioal office aparations. These uses and disclosuros
are necessary to run our office and make sure that all of our patients receive quality care. For example, we may use redical information to review our
treatment and services and to evaluate the performance of our staff in caring for you, We may alao combine medival information about many paticnts
to decide what additional services the office should offer, what services are not needed, and whether certain new treatments are sffective. We may
also disclose information to our physiciams, staff and other office personnel for review and lsaming purposes.

Tudividuais Involved in Your Care or Payment for Your Care, We may reloase medical information sbout you to a friend or family

tember who is involved in your medical care provided you have consented to such disclosure. We may also give information to someone

who helps pay for your care. In sddition, we may disclose tmedical information sbout you to an entity essisting in a disaster relief effort 5o

that your family can be notified sbout your conditfon, status and location.
As Required By Law. We will disclose medical information about you when required to do so by federal, stats or local law.,
To Avert a Scrious Threat to Henith or Safsty. We may use and disclose medical information about you when nscessary to prevent a sorious threat to

your bealth and safety or the health and safety of the public or another person. Any disclosure, however, would only be to someone able to help prevent
the threat.
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YOUR RIGHTS REGARDING 3 { UT YOU,
You have the following rights regarding medival information we meintain about you:

Right to Inspect aud Copy. You have the right to inspect and/or receive s copy of your medical information that
1y be used to make decisions about your cave, To inspect and/or receive a copy of medical information that may be
used to make desisions about you, you must submit your request in writing to Sports Medicine and Musculoskeletal
Care. If you request a copy of the information, we may charge a fee for the costs of copying and mailing or other
supplies associated with your request. We may deny yonr request to inspect and copy in certain limited circumstances,
COMPLAINTS
If you believe your privacy rights have been violated, you may file g written complaint with the Office Mauager at
the Jacob Center for Advanced Orthpaedics or with the Offics of Civil Rights within the Department of Health and
Human Services by visiting their Web site at www.bhs.gov/ ocr/hipaa. All cotoplints must be submitted in writing.

You will not be penalized or retaliated against for filing 3 complaint.

OTHER USES OF MEDICAL INFORMATION,

Other uses and disclogures of medical information not covered by this notice or the laws that apply to us will be
made only with your written permission. If you provide us permission to use or disolose medical information
about you, you may revoke that permission, in writing, at any tinte, If you revoke your permission, we will no
longer use or disclose medical information about you for the reasons covered by your written authorization. You
understand that we are unable to take back any disclosures we have aiready made with your permission, and that
we are teguired to retain owr records of the cere that we provided to you.

By my signature below I acknowledge receipt of the Notice of Privacy Practices of the Jacob Center for
Advaaced Orthopaedics and Jesu Jacob, D.O. P.C.

Signature of
Patient/Guarantor,

DATE

Printed Name of Patient,

This person has miy permission to recelve my medical information:

Signature of Patient or Authorized Individual
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NARCOTICS AGREEMENT

This office specializes in Oithopaedic Surgery, Orthopaedic Trauma, Sports Medicine,
and Joint Reconstruction. We treat and diagnoses orthopaedic conditions.

WE ARE NOT A PAIN MANAGEMENT CENTER. We will only be able to dispense
narcotic medication to post-operative patients on average for a period of 3 months.
These patients will be weaned off of pain medication at this time. Any narcotic pain
medication needed after this time period will have to be handled by a pain
management physician. If you need narcotic pain medjcation on a regular basis or
prior to surgery to manage pain you will have to obtain those medications from a pain
management specialist of your primary care physician. If another provider is
dispensing pain medication to you for the same or a different condition we will not be
able to dispense any narcotics 1o you.

Pain medications will not be called in after hours. You will have to be seen in the
office for a physical exam and evaluation in order for Dr, Jacob fo assess whether the
narcotic medication is appropriate for you. At that time, if deemed necessaty, the
medication prescription will be sent to your pharmacy on file. A spacified amount of
the narcotic will be prescribed and that medication shouid last you until your next
regularly scheduled appeintment.

New York State regulations requive the doctor o inquirs on a special databasé what

medications have been dispensed to each patient prior to prescribing a new

medication prescription. The new process will not aflow us to prescribe any new

narcotics to a patient with a history of muftiple narcotic medications from multiple

MEDICATION TO YOU, YOU MUST GO BACK TO THAT PHYSICIAN IN ORDER
NO EXCEPTIONSI!

This office reserves the right to prescribe medication based on appropriateness and
medical necessity. We are not required to prescribe narcotic medications o every
patient that has painful symptoms. If you need o manage your pain, you must seek
care from a pain anagement specialist that is trained in managing Schedule 4 class
drugs for your safety and wellbeing.

Please sign below acknowledging that you have read, understood, and wilt comply
with our office policy. '

Patient Signature Date




New York State Out-of-Network Surprise Medical Bill Assigmment of Benefits Form

Use this form if you receive a surprise bill for health care services and-want the services to be treated as in-
network. To use this form, you must: (1) fill it out-and sign it; (2) send a copy.to your health carc provider
(include a copy of the bill or bills); and (3) senid & copy to- your insurer (include a copy of the bill or bills). If you
don't kniow if it is a surprise bill, contact the Department of Financial Services at 1-800-342-3736.

A sarprise bill is when:

I. You received services from a non-participating physiciar at a participating hospital or ambulatory surgical
center, where 8 participating physician. was not available; or a non-participating physician provided services
without your knowledge; or unforeseen medical circumstances arose at the time the services were provided. You
did not choese to receive services from a non-participating physician instead of from an available participating
physician; OR

2. You were referred by a participating physician to a non-participating provider, but you did not sign a written
consent that you knew the services would. be out-of-network and would result iri costs not covered by your insurer.
A referral occurs: (1) during a visit with your participating physician, a non-participating provider treats you; or (2)
your participating physician takes a specimen from you in the office and sends it fo a non-participating laboratory
ot pathologist; or (3) for any other health care services when referrals are required ynder your plan.

1 assign mty rights to payment to my provider-and I certify to the best of my knowledge that;

I (or my dependent) received a surprise bill feom a health care provider. ¥ want the provider to seek payment for
this bill from my insurance company (this is an “assignment”). 1 want:my bealth insurer to pay the provider for
any health care services 1 or iny dependent received that are covered under my health.insuranee. With my
assignment, the provider carinot scek payrient from me, except for any copayment, coinsurance or deductible that
would be owed if T or my dependent used 2 participating provider. If my insurer paid me for the services, I agree
to send the payment to the provider.

)( Patient Name:

X Paticut Address:

x Insurer Name:

Patient Insursace ID No.:

Provider Name: Y€SU Jacob _ Provider Telephose Number: 631-670-7800
Provider address: 00 Harmed Rd. Commack, NY 11725

Date of Service: . » A
Any person wha knowingly and with intent to defrand any insurance company or other person files an application
for insiranee or statement of claim containiug any materially false information, or coriceals for the purposc of
misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a ctime,
and shall also be subject to a eivil pénalty not to exceed five thousand doflars and the stated valuc of the claim for
each such violation.

x ( (Signaturc of paticat) X {Dasc of signatorcy

NYS FORM OON-AOB (526/15)




