BLUEWATER ORTHOPEDICS, P.A.

TrOMAS M. Fox, D.O. WiLLIAM J. MARKOWSKI, M.D.
LARRY R. 5cHArz, M.D. STEVEN §. DoNCHEY, M.D. RuUSTIN G. SORENSEN, PA.-C

Patient Registration Information

RESPONSIBLE PARTY STATEMENT

IN THE CASE OF MINOR CHILDREN MY SIGNATURE BELOW CONSTITUTES
ACCEPTANGE OF FINANCIAL RESPONSIBILITIES FOR ABOVE NAMED MINOR.

RESPONSIBLE PARTY SIGNATURE TODAYS DATE
/ !

_\

4 MEDICAL RELEASE AUTHORIZATION

PAYMENT OF BENEFITS

Insured party must sign all ckaims. Deperdent patient must also sign if net a minor.

| authorize any insurance company, organization, employer, hespital, physician, dentist, I authorize payment of benefits, as determined by my insurance Company, 1o be

made direcily to:

or pharmacist to release any information requested with regard to processing my claims.
| cettify that the information | firnish is true and correct. BLUEWATER ORTHOPEDICS, PA.
| know i is a crime to fill owt this form with facks | know are false or to leave out facts { INSURED PARTY / GUARANTOR SIGNATURE DATE
know are important. X / /
INSURED PARTY SIGNATURE DATE \_ vy
X / /

e Thank You For Choosing Our Officel
INSURED PARTY SIGMATURE

J / AlLL RETURNED CHECKS SUBJECT TO FEES AS PER

X
N / FLORIDA STATE LAW,




Finaucial Policy
It is the policy of Bluewater Orthopedics, P.A., that payment for all services are due and payable at the time of
service. We will file your insurance as a courtesy, and as per our contractual arrangements with some insurance
carriers.

Contracted Insurance Carriers
Bluewater Orthopedics, P.A. has an ever-growing list of insurance carriers with whom we participate. Our offices will
verify your benefits before your appointment. For those insurance companies that we have participation agreements
with, we will accept assignment of benefits except for deductible, copay, and non-covered services, which are due
and payable at the time of service. As contracts are being added and terminated during the course of the year,
your provider guides may not accurately reflect our participation status, please contact your carrier to confirm our
participation with your insurance.

Medicare
Bluewater Crthopedics, P.A., will accept assignment of benefits as a participating provider with the Medicare program.
The patient must present proof of Medicare coverage at the time of initial registration. The patient will be responsible
for all co-insurance, deduetible, and for services not covered by Medicare at the time of service.

Medicaid
Bluewater Orthopedics, P.A., does participate in the Medicaid program. We will see adults by referral from hospital
emergency rooms when we are on call and for all children with fractures.

Workers Compensation
Bluewater Orthopedics, P.A., will accept assignment of benefits for workers treated at our facilities that are covered
under veriliable workers compensation insurance, with which we have an active contract. Sell-insured, or companies
not wishing to file workers compensation, must pay for services at the time of service by company check or your
employee will be expected to pay and you will be responsible for reimbursement. If this office is not able to verify
and obtain authorization to ireaf, the patient will be considered personally responsible until we are able to verify and
obtain such authorization.

Non Contracted Payors/Indemunity Coverage
As a courtesy to our patients that hold insurance for companies with whom we are not contracted, we will bill the
plan with a valid assignment of benefits. You will be responsible for copays; co insurance, deductibles and non-covered
services. We will expect payment at the time of service.

Neon Insured/Self Pay
Payment will be expected for all services at the time of service. At the time of initial appointment, we will give you
an estimate of charges. You will be expected to be prepared to pay this amount at the time of initial visit. Pricr
arrangements can be established with the approval from the business office. Payment plans will be as oliows; initial
office visit charges are due and payable at the time of service. Additional or extensive services can be set up on a
$50 per month instaliment plan, with the expectation that the balance be paid within 80 days of the completion of
treatment.

Surgery
Non insured surgical patients would be expected to fully pay for the surgical procedure. Payment in full is due at the
time the surgery is scheduled.
All insured patients will be expected to pay before surgery, their patient responsibility, surgical copays, co insurance
percentages, and unsatisfied deductibles.
The charges that you will be expected to pay are for the surgeon’s fee only and will not include anesthesla, or facility
fees or other services rendered in conjunction with your surgery.

Some insurance companies pay fixed allowances for procedures, others pay based on percentage of the actual charge.
It is your responsibility to pay for any unsatisfied deductible, co insurance, copays, or balances owed for services

not covered by your insurance. As this insurance is your policy, your are responsible to know your benefits. We will
assist you in any way we can.,

I have read and understand the above written [inancial policy. My signature below signifies my understanding and
agreement with the policies that are applicable to my situation.

I directly assign all medicai/surgical benefits to Bluewater Orthopedics, P.A. and understand that I am financially
responsible for all charges, whether or not they are paid by my insurance. T hereby authorize Bluewater Orthopedics,
P.A. to release all information necessary to secure payment of these benefits.

Insured/Guardian Signature Date / /

Patient's Siganature Date / /




ENT HISTORY FORM

Name: Today's Date: / /
Age: Date of Birth / / Marital Status: Single__Married__ Divorcaed_ Widow__
Occupation: Referring Physician

Chief Complaint (Reason for today's visit);
HPI (Please leave blank):

PAST MEDICAL HISTORY: Do you or have you ever had (circle yes or no)

Heart Problems................. Yes No  Kidney Disease........n Yos NO  Epilepsy .coeminnorineen.
Diabetes. .o YES NO AFhIS oo Yes No Cataracts ...,
High Blood Pressure........... Yes NO  Stoke......ooommeceen, Yes No  JAUNICE oot
Pneumonia ............c....... Yes No Thyroid Disease.................. Yes No N ——

Other lliness (please list)
CanCer .......covinicinronninens Yes No  Nervous Breakdown........... Yes No

No
No
No
No

Stomach/Duodenal Ulcer...Yes No  Asthma or Emphysema .....Yes No

PAST SURGICAL HISTORY: (List all previous operations)

Type Year Surgeon
1) . -

2)

3)

4)

5)

6)

7)

8)
Any previous fractures: Yoes__ No__ Describe:

Any other serious Injuries: Yes__ No__ Describe:

CURRENT MEDICATIONS: (Please list all current madicines)

DRUG ALLERGIES: (Please list all medicines you are allergic to)

FAMILY HISTORY: Do you know of any blood relative who has had (Check and give relationship)

4 Cancer U Tuberculosis L] High Blood Pressure
] Anesthesia Complication (] Heart Disease 1 Mental lliness
U Diabetes  Bleeding Disorder

(J Epilepsy [ Stroke




SOCIAL HISTORY/HABITS:

Alcohol Use:
Average # of alcoholic drinks per week Type of alcohol:

Have you ever been treated for alcoholism? Yes No

Tobacco Use:

Cigarettes: Yes  No___ Packs per day X how many years?
Cigars Pipe Chewing Tobacco Snuft

Hlegal Drug Use: Yes  No __

REVIEW OF SYSTEMS:

Do you now have or have you ever had
(Please Circle)

Any eye disease or impaired sight. ... .. .. Yes No Nightsweats....................
Seizure . ........ ... e Yes No Palpitation or fluttering heart . ... ...
Varicoseveins ............. ... ... Yes No |Indigestion ................ .. ...
Bloodclois ............. ... ... ... .. Yes No Colitis or other bowe! disease ... ...
Any ear disease or impaired hearing... ... Yes No Constipation....................
Hallucinations . .. ... e ... Yes No  MNausea or Vomiting ,,,,,,,,,,,,,,
Liver or gall bladder disease .. .......... Yes No Recentfeversorchills ............

Enlarged thyroid/goiter . . . ... ......
Chronic or frequent cough ... ......
Spittingupblood. . ........... ...
Shortness of breath ... ..........
Swelling of hands, feet or ankles . . . .
Difficulty urinating. . ... ....... .. ..

Have you had in the last 2 months
(Please Circle)

Trouble with sinuses, mouth, throat .. ... .. Yes No . .
Depression or anxiety Yes No Bladder In_fectlons/dlsease SEREETES
""""""""" Hemorrhoids or rectal bleeding .. . ..
Enfargedglands . ... .................. Yes No .
o Diarthea . ....... ... o
Skin diseasefrashes. .................. Yes No Recent unplanned weiaht loss or gain
Chestpain ....... .. .. .. ... .. ... Yes No P 9 g

Recent runny nose or sneezing . . . . .

PHYSICAL EXAMINATION  (Please leave blank)

Blood Pressure: / Pulse Weight: Height:

No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No

" No

No




