Winchester Orthopaedic Associates, Ltd. e

128 Medical Circle
Winchester, VA 22601

Phone: 540-667-8975
Phone: 1-800-446-1219
Fax: 540-667-6589
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Winchester Orthopaedic Associates, Ltd.

PATIENT AUTHORIZATION

(NOTE) THE REASON WE ASK FOR UPDATED INFORMATION ONCE A YEAR IS TO ASSIST YOU WITH CORRECT

CLAIM PROCESSING
Please Print Clearly
PATIENT NAME LAST FIRST MIDDLE
SEX DATE OF BIRTH AGE SOCIAL SECURITY NO.
[JF or [Jm ‘
HOME ADDRESS APT. NO. CITY STATE ZIP CODE
HOME PHONE CELL PHONE FAX REFERRING PHYSICIAN
EMPLOYER OCCUPATION » WORK PHONE EXT. FAX
EMPLOYER ADDRESS CITY STATE ZIP CODE
SPOUSE (OR PARENT) NAME SPOUSE (OR PARENT) SOCIAL SECURITY NO.
SPOUSE (OR PARENT) ADDRESS ciTY STATE ZIP CODE
SPOUSE (OR PARENT) EMPLOYER SPOUSE (OR PARENT) WORK PHONE
IN CASE OF EMERGENCY NOTIFY HOME PHONE WORK PHONE
INSURANCE CARD REQUIRED - PLEASE GIVE TO RECEPTIONIST
BILLING AND INSURANCE INFORMATION
LAST NAME FIRST NAME MIDDLE RELATIONSHIP TO PATIENT
% ,9 HOME ADDRESS city STATE
3
EMPLOYER WORK PHONE HOME PHONE
INSURANCE COMPANY NAME D OR POLICY NUMBER GROUP / CODE
. 8 INSURANCE COMPANY ADDRESS PHONE # SUBSCRIBER'S SOCIAL SECURITY DATE EFFECTIVE
% g SUBSCRIBER'S NAME SEX HOME PHONE RELATIONSHIP TO PATIENT
a2 !
SUBSCRIBER'S ADDRESS WORK PHONE SUBSCRIBER'S DATE OF BIRTH
INSURANCE COMPANY NAME 1D OR POLICY NUMBER GROUP / CODE
g 3 INSURANCE COMPANY ADDRESS PHONE # SUBSCRIBER'S SOCIAL SECURITY DATE EFFECTIVE
[=]
§ § SUBSCRIBER'S NAME SEX HOME PHONE RELATIONSHIP TO PATIENT
52
SUBSCRIBER'S ADDRESS WORK PHONE SUBSCRIBER'S DATE OF BIRTH
WORKER'S COMPENSATION (On The Job Injury Only)
DATE OF ACCIDENT: MONTH DAY YEAR
HOW DID ACCIDENT HAPPEN?
EMPLOYER (AT TIME OF ACCIDENT)
EMPLOYER ADDRESS
EMPLOYﬁA PHONE ' FAX
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You are authorizing care and treatment by the Providers of Winchester Orthopaedic Associates:

Patients or their representatives have the right to fully participate in decisions about their care and treatment. Expect to be given the information nec-
essary in order to make reasonably informed decisions about treatment options, surgery, or invasive procedures. Patients or their personal representa-
tives are encouraged to ask questions about all aspects of their orthopaedic care. Favorable results or outcomes depend on patient participation and
compliance with the mutually agreed upon plan of care.

I authorize Winchester Orthopaedic Associates, Ltd., to release any information, including information concerning drug or alcohol abuse, psychiatric
care and HIV, acquired in the course of my examination or treatment to my insurance carrier, to my employer in the event of a work related injury,
or to any other person or agency deemed appropriate by my physician.

I authorize any physician, hospital, or medical care facility to provide all my medical history and treatment to Winchester Orthopaedic Associates,
Ltd.

I authorize Winchester Orthopaedic Associates, Ltd., to test my blood for hepatitis and for the AIDS virus, if in their opinion, an employee of
Winchester Orthopaedic Associates, Ltd., has suffered an exposure incident as a result of my treatment defined by the Occupational Safety and
Health Administration.

A law was enacted in 1989 and amended in 1993 which authorizes health care providers to test their patients for HIV, Hepatitis B and C antibodies
when the health care provider is exposed to the body fluid of a patient in a manner which may transmit these antibodies. Pursuant to this law, in the
event of such exposure, you will be deemed to have consented to such testing and to the release of the test results to the health care provider who
may have been exposed. You will be informed prior to your blood being tested for HIV, Hepatitis B or C antibodies. The testing will be explained,
and you will be given the opportunity to ask any questions.

Your financial obligation to the providers of Winchester Orthopaedic Associates is as follows:

I request that payment of authorized Medicare benefits made either to me or on my behalf to Winchester Orthopaedic Associates, Ltd., for any serv-
ices furnished to me by the physician or supplier. I authorize any holder of medical information about me to be released to the Health Care
Financing Administration and its agents, or my insurance company and information needed to determine these benefits payable for related services.

I certify that the information I have reported with regard to my insurance is correct and further authorize the release of any necessary information
including medical information for this or any related claim, to the above named billing agent, (or in the case of Medicare Part B benefits, to the
Social Secutity Administration and Health Care Financing Administration) and/or insurance company named above. I permit a copy of this authori-
zation to be used in place of the original. This authorization may be revoked by either me or the above named carrier at any time in writing.

I request that payment of authorized Medigap benefits be made either to me or on my behalf to Winchester Orthopaedic Associates, Ltd., for any
services furnished me by the physician or supplier. I authorize any holder of medical information about me to release information needed to deter-
mine these benefits payable for related service.

I authorize Winchester Orthopaedic Associates, Ltd., to file a complaint on my behalf with the State Corporation Commission Bureau of Insurance.

Patient/Guardian

Date Verbal Authorization Acquired

POLICY CONCERNING PAYMENT OF MEDICAL BILLS

Patients who carry health insurance should remember that professional service fees are charged to the patient and not to the insurance company. Your
insurance company has no obligation to pay for our services; its obligation is to you, the policy holder. You will receive a statement each month when
your account has a balance due. You are responsible for payment of your account within 30 days of receipt of your statement. Although this office
cannot accept responsibility for checking insurance payments or negotiating a settlement on a disputed claim, we will try to assist you with any prob-
lems concerning your insurance. In the event of non-payment of your account, you understand that you will be responsible for the balance. If your
account is referred to a collection agency you will be responsible for the balance plus an additional collection charge of 33%%.

Date Patient/Guardian

Release of Your Personal Health Information (HIPAA/Privacy Authorization):

I authorize Winchester Orthopaedic Associates and any physician or other medical service provider who renders service to me to release to the physician
treating me, insurance company, reimbursing agency, Valley Health affiliated entities, attorneys and others as allowed by the law whatever information,
including a copy of, or electronic access to, my medical record for determination of benefits payable or for additional medical care information.

I give this office authorization to contact me directly at work or leave messages on my answering machine at home regarding my care.
(J Yes (D No Signature:

Please list any persons you would like to authorize to have access to your billing, appointment or health information such as your spouse, caregiver
or family member: Provide SS#/DOB/Maiden Name of the individual so we may identify the individual over the phone.

Name Relationship Contact Number SS#/DOB/Maiden Name

Date Patient/Guardian
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