Charles J. DePaolo, M.D.. P.A.

3B McDowell Street, Asheville, NC 28801 *Phone 828-225-1920 +Fax 828-225-1924

Account # Appt. Date: Appt. Time:
PATIENT INFORMATION
Patient SSN: ' Pharmacy Preference and location:
Patient Name: _
Patient Address:
(Street Address) (City, State, Zip Code)
Home Phone: Work Phone: Cell Phone:
Sex: oMale o Female Birth date: Marital Status: 0 S oM oD aw
Patient’s Employers: Work Phone:
Employer Address: R |
(Street Address) (City, State, Zip Code)
Referring Doctor: Primaty Garé Docior:
Guarantor Name: Guaratiitor Phone;
Guarantor Address:

(Street Address)

IS THIS APPOINTMENT IN RESPONSE TO A WORK-RELATED INJURY?

H NO, please complete the insurance information below, If \kES,» please notify the front desk and-you will be given a form to complete.

{City, State, Zip Code)

IS THIS RELATED TO A MOTOR VEHICLE ACCIDENT OR THIRD PARTY. INJURY? -

]NSURANCE INFORMATION
PRIMARY Insurance Company:
Insurance Address: ’ ' .
(Street Address) - (City; State, Zip Code)
Subscriber’s Name: Subscriber’s Sex: 0 Male © Female
Subscriber’s SSN: Subscriber’s Birth date;
Relationship to Patient: 1 self o spouse D parent
Subscriber’s Employer: ID Number: Group Number;
SECONDARY Insurance Company:
Insurance Address:
(Street Address) {City, State, Zip Code)
Subscriber’s Name: Subscriber’s Sex; © Male o Female

Subscriber’s SSN;

Relationship to Patient: 0 self b spouse o parent

subscriber’s Employer:

Subscriber’s Birth date:

ID Number: Group Number:




CONSENT SECTION:

I consent to medical treatment and procedures by Charles J. DePaclo, MD, PA and his staff and have read and agree to the policy
sheet included in the new patient package. Iam responsible for all charges incurred at Charles J. DePaole, MD, PA and authorize
payment of insurance benefits (Medicare, Medicaid, or commercial insurance) directly to this practice, I_algthqrize the release and
transmission of pertinent medical information for research purposes and/ or medical information necessary to‘determine in;urance
benefits. I am responsible for payment of all charges not covered by insurance contracts, including co-payments, deductibles, non-
covered services, and those determined by the insurance company, where there is no contract with Charles J. DePaolo, MD, PA to be

above their usual and customary.

Authorization for the Use and Disclosure of Individually Identifiable Health Information
T hereby authorize the use or disclosure of my individually identifiable health information as described below. Tunderstand that the
information 1 authorize a person or enﬁty to receive may be re-disclosed and no longer protected by federal privacy regulations, Please the
family members or other persons, if any, whom we may inform about your appoifitments, labs, x-ray results and/ or other hea'lth'care— |
information. PLEASE NOTE THAT THE FIRST PERSON LISTED SHOULD ALSO BE YOUR EMERGENCY CONTACT.
NAME | RELATIONSHIP PHONE NUMBER

Can confidential messages including appomtment reminders, labs; x- ray results, and/ or other health ciite informaticn be left on yourf liome
answering machine or voicémail? (PLEASE ‘CHECK: ONE) - o YESaoNO - N

1F NO, PLEASE PRING THE TELEPHONE NUMBER IF ANY, WHERE YOU WANT TO RECEIVE THIS

INFORMATION:

T understand that I may revoke or change this authorization at any time by notifying the office of Charles J. Defelolo, MD, PA m writing. I
understand and agree that Charles J. DePaolo, MD, PA has THIRTY (30) days from the receipt of the written revocation to upd;fe thjs;
information in the system,- .
However, the revocation will not be valid if:

1. Charles J. DePaolo, MD, PA has taken action in reliance on the above authorization.

2. This authorization is obtained as a condition for obtaining insurance coverage. Other laws provide the insurer with the right to

contest a claim under the policy or the policy itself,

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES:
I have received a copy of the Notice of Privacy Practice for the above named practice. I am aware that the Notice may be changed at any time.
I may obtain a revised copy of the Notice by writing to the Privacy Officer, 3B McDowell Street, Asheville, NC 28801 or by requesting one in

person at the office located at the same address.

Patient Signature: Date Signed:




Charles J DePaolo, MD PA 3B McDowell St Asheville NC 28801

Today’s Date:

Patient Name:
Date of Birth:

Phone Book Ad
Other:

Age:

Ph: 828-225-7192¢0

HHow did you hear about us? Circle one,

M.D,

Referring Physician:
Family Physician:

\CHIEF COMPLAINT]: (description of your current orthopedic problem):

[DATE OF INJURY/ONSET OF PAIN):

[HISTORY OF PRESENT ILLNESS]: (please answer these questions regarding your current problem)
Where? RIGHT or LEFT? What are your symptoms? How long have you had these symptoms?

IPAST MEDICAL HISTORYi: (ALSO LIST ANY MEDICAL CONDITIONS FOR WHICH YOU ARE CURRENTLY BEING TREATED,

INCLUDING PREVIOUS HOSPITALIZATIONS.)

Have you ever had the following type of “BLOOD CLOT”

DEEF VEIN THROMBOSIS (DVT)y. YES/NO DATE:

Surgical History (TYPE OF AND DATE);

PULMONARY EMBOLISM: YES/NO DATE:

Current Medications (PLEASE LIST DOSAGE, FREQUENCY, AND CONDITION BEING TREATED):

Any Known Allergies (TO MEDICATIONS).

[FAMILY MEDICAL HISTORY] (PAST OR CURRENT MEDICAL CONDITION OF FAMILY MEMBER):
Mother: Father:

Siblings:

SOCIAL HISTORY] (PLEASE CIRCLE OR COMPLETE ALL THAT APPLY):

Married Widowed Divorced/Separated

Spouse’s Name:

Single

Alcohol use (drinks per day):

Tobacco use (packs per day):

REVIEW OF SYSTEMS]| (PLEASE CIRCLE ALL THAT APPLY):

ITAL
Weight:
Temperature:
Pulse Rate:

Respiration:
Oximetry:
BP:

Constitutional Respiratory Skin
Fever Asthma Infections
Weight Change Difficulty Breathing Lesions/ Ulcers
Eyes Tuberculosis Neurological
Visual Changes Pneumonia Seizures
Glaucoma Endocrine Strokes
Ear, Nose & Mouth Diabetes Paralysis
Hearing Change Thyroid Problems Psychiatric
Sinus Problems Gastrointestinal Depression
Dental Problems Nausea/ Vomiting Anxiety
Cardiovascular Bleed in Stool Hematologic
Heart Failure Genitovrinary Anemia
Chest Pain Urinary Infections Bleeding Disorders
Blood Pressure Incontinence
PATIENT Signature: Date:
Physician Signature: Date:




DR. CHARLES J. DEPAOLO, MD, PA
NOTICE OF PRIVACY PRACTICES

OUR LEGAL DUTY

The privacy of your medical information is important to us. We are required by federal and state law to protect the
privacy of your medical information, We are also required lo give you this Notice about our privacy practices, our
legal duties, and your rights concerning your medical information. We must foliow the privacy practices that are
described in this Notice while it is in effect. This Notice takes effect June 1, 2005, and will remain in effect until we
replace it, .

We reserve the right to change our privacy practices and the terms of this Notice at any time provided such changes
are permitted by applicable iaw. We reserve the rfight to make the changes i ouir. privacy practices-and the riew
lerms of our Notice effective for all medical information that we mainitain; including medicat information we created or
received before we made the change. Before we rh’a'kg a significant charige in our privacy praclices we will change

this Notice and make the new Notice available upon request.

You may request-a copy of our Notite at any lime. For imore infqrmg_t_epn; ébé_ut our privacy practices, or for additional
copies of this Notice, please contact iis using the informatich listed at the énd of this Notice.

USES AND DISQLOSURES OFHEALTH ‘I_NEQRMATIQN ‘ ‘ :

We use and disclose medical informatio for iy 2atment, payment, and heaithcare operations,

Treatment: We'may iise of disclose your medical information {0 a physician or other healthcare providers involved in
your care including your referring physician, or provider and other physicians or providers consulted in your care, or
to whom you may be referred, including physicians, providers, and healthcare facilities such as a hospital or medical
laboratory, P L Lo .

Healthcare Operations; We may use and disclose your healthcare information during normal-fea care operations.
. N T g S 3

Healthcare aoperations include such things as qualily assessment and Improvement, iraining prog
certification, licensing and/or credentialing of our physicians, providers, and facilities, _

Your Authorization: In addition to our. use of your medica) information for treatment, payment, and healthcare
operations you may give us writlen althorization to use or disclose your healthcare information to anyone for any

purpose. This authorization may be revoked by you, in writing, at any time but will not affect any use or disciosure of

medical infofmation during the time the authorization was in effect. Without writtén authorization we cannot use or
disclose your medical informaliqn for any reason not covered in this Notice.

these reminders in writing. _ .

Abuse or Neglect: We may use or disclose your medical information to appropriate authorities if we reasonably
believe you are a possible victim of abuse, neglect, or domestic viotence or the possible viclim of other crimes. We
may disclose your medical information to the extent necessary 1o avert a serious threa to jour health or safety or the
health or safety of others,

Required by Law: We may use or disclose Your medical informiation in cerlain circumstances when we are required
to do 5o by state or federal law. If you are a member of the Armed Forces we may disclose your medical information
to military authorities. We may disclose medical information 1o correctional institutions or law enforcement
representatives if you are in their lawfut custody. ’

PATIENT RIGHTS

Access: You have the right to look at or get a copy of your medical information if fequested in writing. We will

charge voul a reasonable, cost-based fog for expenses siuch as phbiocopies and staff time. We will charge $0.20 per



page for pholocopies and $15 per hour for staff lime to locate and copy your medical information, and postage if you
want the copies mailed 1o you. Once we receive a request for review we will estimate the cost and provide that to
you, :

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates
disclosed your medical information for puiposes other than treatment, paymeni, healthcare operations, or those
specifically authorized by you within the last six years, but not priof to June 1, 2003. If you request this accounting
more than once in a2 12-month period, we may charge you a reascnable cost-based fee for responding to these
additional Tequests. o '

Restriction: You have the riglit to request that we place additional restrictions on our use or disclosure of your
medical information. We are not reéquired to agree with these additional restricfions, but if we do, we will abide by our
agreement, " -
Confidential Communications: You have the right to request that we communicate with you about confidential
medical information by allernative means or to an allernate location. The request must be m_éde in writing and
specily the nature of the alternative means or the allernate locations and provide a salisfactory explanation how

payments will be handled under the altérative nieans or location you request. ,

Amendment: You have the right fo reqlist that we amend your medical information. Your request must be made in
writing and it must state the informalionto be afmended and- explain why the informatioh shoutd be amended, We
may deny your reques! under certain circumstances,

If you want more’information about our priviscy, practices o have questions or.coricerns please contactus.

If you are conceined that we may have violatéd your privacy rights or if ydu.disagree with a decision we made about
access to your medical information or in response to a request you made to amend or restrict the use or-disclosure of
your medical infofmation or to have us commitinicate with you by altemative means or al alternative locations, you
may compiain to us at the time of the incidenf or youriay usé the conlact information listed at the end of this Notice.
You may also submit a written complaint with the U.S. Departiment of Health and Human Services. We will. provide
you with the address 1o file your. complaint with the'U:S. Depariment of Healih and Human Services upon request,
We support your right to privacy for your medical information’and will. not retaliate in any way if you choose 1o file 2
complaint with us; o with the U.S. Dépanment of Heaith and Human Séivices. :

Lisi Wheeler

Privacy Officer: Lisa
+225.1920

Telephone: '8"2"‘

ess: Charles i) DePaolo, MD, PA
3B McDowell Street ' o o
Asheville_,‘N(; 2;{801 . L

| have read-and acknowledge receipt of Notice of Privacy Practices for Dr. Charles J. DePaolo. .

Patient Name

Patient or Legal Representative Sig'hé;t’ﬁi‘e_

Relationship to Patient

Date



Charles ], DePaolo, M.D., P.A.
3B McDowell Street » Asheville, NC 28801 » (828) 225-1920 » FAX: (828) 225-1924

www,CDePacloOrtho.com

Patient Name:
MR # (office):

Thanks for choosing Dr. DePaolo and his staff for your orthopedic
needs. We are very interested to know how you heard about us.
Please feel free to choose one or more of the following if applicable.

FAMILY MEMBER (NAME: L )

FRIEND (NAME: )

CO-WORKER (NAME )

RADIO OR OTHER MEDIA
PHONE BOOK
INTERNET

PHYSICIAN OR OTHER MEDICAL PROFESSIONAL
(NAME: | )
PRINT MEDIA OR ADVERTISING

WORKER’S COMP OR LEGAL REPRESENTATION
(NAME: )
WORKER’S COMP NURSE (NAME )

URGENT CARE CENTER (NAME: )
OTHER




Welcome 10 Charles J. DePaolo, MD, PA. We are commitied to providing you with quality and affordable
health care. Please understand that payment of your bill is part of this treatment and care, Read these
policies and feel free to ask us any questions you may have.

Financia) Responsibility:

It is important for you to understand that you, the patient, are ultimately responsible for payment of medical
services you have received. Cash, personal check or credit card are accepted methods of payment,

Proof of Insurance:

All patients must complete our patient information form. We must obtain a copy of your driver's licénse
and current, valid insurance card to provide proof of insurance. If you fail to provide us with the correct
insurance information at each visit You may be responsible for the balance of a claim,

Non-Contracted or Commercial Pilans:
SOl onizacted or Commerciai Plang

Network or Contracted Plans:

We participate in many insurance plans, If you are insured by a plan we are contracted with, you will be
billed according to guidelines established by the insurance company. If you are insured by a plan we are
contracted with, but do not have an up-to-date insurance card or are unable to provide proof of insuiance;
payment in fit] for each visit is required until we can verify your coverage:

Co-payments and Deductibles:

All co-payments and deductibles must be paid at the time of service, This arrangement is part of your
contract with.your insurance company. Failure on our part to collect co-payments and-deductibles from
patients can bé considered a breach of contract. Co-payments will be collected at patient check-in.

Non-Covered Services:

Please be aware that some, and perhaps all, of the SErvices you receive may. be non-covered or not
considered "reasonable” or “necessary” by your insurer, Keep in mind that a medical necessity is not-the

limited coverage. You may be responsible for payment of any services considered non-covered by your
insurance plan, A

!



Claims Submission

We will submit your claims and assist you in any way we reasonably can (o help get your claims paid. Your
insurance company may need you to supply certain information directly. It is your responsibility to comply
with their request. We will make every atlempl 10 receive proper payment from your insurance company
for services provided, If, however, we are unable to get a satisfactory response from your insurance
company within 60 days, the balance will become your responsibihity,

Uninsured:

Patients not covered by health insurance are expected to pay in full at each visit without exception, New
patients to our practice will be asked for a $150.00 deposit at the time of check-in to be applied toward their
first visit. Uninsured patients are eligible for a prompt pay discount (see below).

Statements:

Statements are mailed on a monthly cycle, Payment in full is due within 25 days. Accounts with balances
remaining afler receiving two (2) statements are corisidered overdue. If y6ur account is 60 days past due,
you will receive a letter stating you have 15 days to pay your account il full. You may receive a second

letter if the balance remains unpaid. Please be aware that if a balance remains unpaid, we may réfer your

account 10 a collection agency. When an account is referred to a collection agency the agency fee will be

added to the outstanding balance. The agency fee is 25% of the outstariding balance,

Past Due Balance:

be required before your next visit in the office. We ask that you please make a payment over the telephone
when scheduling your appointment. Or, you can make a payment at the time of service before you are seen
for your next visit. Failure to make payment on a past due balance béfore your next schigduléd appointment
will result in the cancellation of your appointment and you will need to reschedule once payment is made.

Any. balance more than 60 days old will be considered past due, Oncea ba]_ahce is past due, payment will

Prompt-pay Discount:

Our office offers a prompt pay discount to‘}-)altiems_ who pay in full at the time of service. P]éage, éﬂsk our
Front Office staff about this prograim, - o . ‘ C o

- Returned Checkf

Checks written at the time of your visit or mailed as payment on an dccount balance that are réturned by the
bank will be assessed a $20.00 Returned Check Charge: If the original cheéck amount plus the Retumed
Check Charge is not-paid with 15 days your account wil] be considered for transfer to the collection
agency. - T

Complelion of Fdfiﬁs: :

The "Patient” section of any form must be completed before we can agcept your form, Any form or letter

request must be allowed 10 business days for completion, pending the doctor's availability for signature.
Fees: $25 for any form greater than one page. One page forms are $10. All form completion fees niust be
paid in full before the forms are returned to you or forwarded on your behalf. Please ask our Front Office

staff about fees associated with different forms.



