PATIENT INTRODUCTION CARD

Name: Social Security No:

Address:

Date of Birth / / Are you: o Minor o0 Married 0o Single Other
Occupation: Employer Name+Address

Home Phone: Work Phone:

To make things more convenient for our patients, we will now be sending appointment
reminders via text/email.

Cell Phone: Cell Phone Carrier:

E-Mail Address

I prefer to receive: 0 Email o Text Message o Phone Call
Primary Phone: o Home o Cell o Work

Previous Chiropractic Care: 0 Yeso No Dr’s Name

Previous Physical Therapy: © Yes oNo Facility:

Insurance Company: ID.#
Name of Insured If other: Date Of Birth / /
Social Security No. Name of Employer

Employer’s Address

Emergency Contact Phone

Whom May We Thank for referring you?

Patient Signature

Parent/Guardian Signature

It Is Usual and Customary to Pay Services as Rendered Unless Otherwise Arranged



Updaanng Larrent iniormanon

b

(Loge) First Name (Lagad) M1 ’ (Lagal) Last Name Preferad Nazme
Langusge: English / Spanish / Indian / Japanese / Chinese / Race/Ethnicity: White / American Indian or Alaska Native Korean /
French / German / Russian / Other Asian / Native Hawaiian/Other Pacific [slander / African

American / Hispanic or Latino / Decline to Answer
Smoking Status: Never / Former / Some Days / Every Day ;

Marital Status: S/M/W/D/0O Do you live: Alone/ With Spouse / With
Describe Major Compiaint:
Began When? Describe how this began:

Severity of Compiaint: None / Mild / Moderate / Severe /

Quality of the complaint/pain: Sharp / Stabbing / Buming / Achy / Dull / Stiff & Sore / Other:
How frequent is the complaint present? Off & On/ Constant

Does this complaint radiste/shoot to any areas of your body? No/Yes (Describe)
Does anything make the compinint better? Ice / Heat / Rest / Movement / Stretching / OTC / Other:

Does anything make it worse? Sit / Stand / Walk / Lying / Sleep / Overuse / Other:

Which daily activities are being sffected by this condition? (Describe)
e Received any other treatment? None / DC / MD / PT / Massage / ER / Other: Where?

o Had any previous surgery or Intervention in this area? (Describe)

Taken any Medications? OTC / Prescriptions
Had any diagnostic testing? X-Rays / MR1 / CT / Other: When and Where?

Allergies fo Medication: NONE (Lisy ' o Family Health History: (Please mark N/A if not relevant)
List relevant major health problems of immediate family:

Current Madications: NONE

(Aiready have a list? We can make a copy.)

Deaths in immediate family: (Cause, Relationship and what age?}

 Past Health History: (List)
Surgeries - Date, Time, Reason and Resuits: NONE S
| * Social History: /
Lifestyle: (Hobbies, Rec., Activities, Diet, Vitamins)
Exercise: Never / Daily / Weekly / Walks / Run / Swim
Major Injuries/Traumss: NONE Other:
: Habits:
Major Hospitalization: NONE Alcohol ~ None / Casually / Moderate / Heavy / Beer / Wine
Caffeine- None / < 3 drinks / 3-6 drinks/day / > 6 drinks/day
Rec. Drugs- None / Recreational User / Addiction
Previous Chiropractors: Yes/No : » Auto Related:
Doctor's Name and Location: Have you ever been in any suto accidents? Yes/No

How Many?

What Happened?




- Are

mmaqamm?

(Check ali that apply)

L Ty

Genersl: (constiutional) QGastrointestinal: Endocrine, Hematologic, and Lymohatic:
o Recent Weight Change o Loss of Appetite o Thyrold Problems
o Fever o Biood In Stool o Diabetes
o Fatigue o Change in Bowel Movements Excessive Thirst or Urination
o Nane in this Category oNausea or Vomiting o Coid Extremities
o Abdomina! Pain o Heat or Cold intolerance
Busculoskeletal: o Frequent Diarrhea o Change In hat or giove size
o Low Back Pain o Constipation o Dry Skin
o Mid Back Pain il o Glandular or Hormone Problem
o Neck Pain o None in this Category o Swollen Glands
o Arm Problems 3 o Anemia
olegProblems Gardiovascuiar & Heart: o Easily Bruise or Bleed
o Painful Joints a Chest Pains = Phiebitis
o StifVSwolien Joints o Rapid or Heartbeat change o Transfusion
o Sore/Weak Muscies or Joints o Swelling of Hands, Ankies or Feet o immune System Disorder
o Muscle Spams/Cramps o Heart Problems o Other: _
o Broken Bones o Blood Pressure Problems o None in this Category
o Other: BLOOD PRESSURE PROBLEMS:
o None in this Category Are you currently being treated? oYes o No Skin and Bressts:
IF YES, Who is treating you? © Rash or liching
Neurgiogical: @ Change in 8kin Caior
o Numbness or tingling sensations o Other: o Change in Hair or Nails
o Loss of Feeling o None in this Category o Nen-healing Sores
o Dizziness or Light Headed o Change of appssrance of a mole
o Frequent or Recurment Headaches o Breast Pain
o Convulsions or Selzures Respirstory: o Breast Lump
o Tremors o Difficulty Breathing o Breast Discharge
o Stroke o Persistent Cough o Other:
o Headaches o Coughing Biood o None in this Category
o Have you ever had a head injury? o Asthma or Wheezing
o Ever been in an auto accident?  Lung Problems Exes and Vision:
o Other. o Other: o Wear Contacis/Glasses
t None in this Category o Biurred or Double Vislon
Mind/dtress: < Glaucoma
o Nervousness o Eye disease or Injury
o Sleep Problems o Other:
o Memory Loss or Confusion o None I this Category
o Other: Ears. Nose and Throst:
o None in this Category o Blesding gums/ Mouth Sores Women Only:
o Bad Breath or Bad Taste Are you Pregnant?
Genltourinary: o Dental Problems oYes-DueDate __ J__/
o Sexual Difficulty o Swollen Throat or Voica Change oNo-LastPerlod __ /[
o Kidney Stones o Swolien Glands in Neck o Infertility
o Buming / Painful Urination o Ringing in the Ears o Painful or Iregulsr Periods
o Change In force / strain with urination o Ear - Ache/Ringing/Drainage o Vaginal Discharge
o Frequent Urinstion o Sinus / Allergy Problems o Other:
o Blood in Urine o Nose Bleeds & None in this Category
o incontinence or Bed Wetting o Hearing Loss Pregnancies with Outcome & Date
SO o Other:
o None in this Calegory o None in this Category
Comments:

|mmmmmmw:wnmmmbmmummmwmmbmwmm
with chiropractic care, diagnostic testing, and/or therapeutic services, In accordance with this state's statutes.

Patient or Guardian Signature

Date

Treating Doctor Signature

Date

Thamk you for your Coupnation
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James. J Sanfilippo D.C.C.C.S.P

&

Peak Performance Physical Therapy

699 Kearny Avenue * Kearny, NJ 07032
(201) 997-7171 « Fax (201) 997-2087

THIS NOTICE DESCRIBES HOW CHIROPRACTIC AND MEDICAL
INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU
CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

In the course of your care as a patient with
James J. Sanfilippo, D.C./Peak Performance
P.T. we may use or disclose personal and
health related information about you in the
following

ways:

e  Your personal health information,
including your clinical records, may be
disclosed to another health care
Provider or hospital if it is necessary to
refer you for further diagnosis,
assessment or treatment.

e  Your healthcare records as well as your
billing records may be disclosed to
another party, such as an insurance
carrier, a HMO, a PPO, or your
employer. Ifthey are or may be
responsible for the payment of your
services.

*  Your name, address, phone number, and
your health records may be used to
contact you regarding appointment
reminders, information about
alternatives to your present care, or
other health related information that
may be of interest to you,

If you are not at home to receive an
appointment reminder, a message may be
left on your answering machine. Further,
you have the right to inspect or obtain a
copy of the information we will use for
these purposes. You also have the right to
refuse to provide authorization for this
office to contact you regarding these
matters. If you do not provide us with this
authorization it will not affect the care
provided to you or the reimbursement

avenues associated with your care.

Under federal law we are also permitted or
required to use or disclose your health
information without your consent or
authorization in these following
circumstances:

e If we are providing health care services to
you based on the orders of another health
care provider.

e If we provide health care services to you
in an emergency.

e If we are required by law to provide care
to you and we are unable to obtain your
consent after attempting to do so.

e  [f there are substantial barriers to
communicating with you, but in our
professional judgment we believe that you
intend for us to provide care.

e [fwe are ordered by the courts or another
appropriate agency.

Any use or disclosure of your protected health
information, other than as outlined above, will
only be made upon your written authorization.

We normally provide information about you in
person at the time you receive chiropractic care
from us. We may also mail information to you
regarding your health care or about the status of
your account. If you would like to receive this
information at an address other than your home
or, if you would like the information in a
different form please advise us in writing as to
your preferences.




You have the right to inspect and/or copy
your health information for seven years
from the date that the record was created or
as long as the information remains in our
files. In addition you have the right to
request an amendment to your health
information. Requests to inspect, copy or
amend your health related information
should be provided to us in writing.

We are required by state and federal law to
maintain the privacy of your patient file and
the health protected health information
therein. We are also required to provide
you with this notice of our privacy practices
with respect to your health information.

We are further required by law to abide by
the terms of this notice while it is in effect.

We reserve the right to alter or amend the
terms of this privacy notice. If changes are
made to our privacy notice we will notify
you in writing as soon as possible following
the changes. Any change in our privacy
notice will apply for all of your health
information in our files.

Information that we use or disclose based on
this privacy notice may be subject to re-
disclosure by the person to whom we
provide the information and may no longer
be protected by the federal privacy rules.

If you have a complaint regarding our
privacy notice, our privacy practices or any
aspect of our privacy activities you should
direct your complaint to:

James J. Sanfilippo, D.C.

If you would like further information about
our privacy policies and practices please
contact:

James J. Sanfilippo, D.C.

(201) 997-7171

This notice is effective

. This notice and any alterations or

amendments made hereto will expire seven years after the date upon which the record
was created. My signature acknowledges that I have received a copy or this notice.

Name (Printed please) Signature Date
If you are a minor, or if you are being represented by another party
Personal Representative Printed Personal Representative Signature  Date

Description of the authority to act on behalf of the patient.




James. J Sanfilippo D.C.C.C.S.P
&
Peak Performance Physical Therapy

699 Kearny Avenue « Kearny, NJ 07032
(201) 997-7171 = Fax (201) 997-2087

OFFICE FINANCIAL POLICY

Dear Patient,

If you would like us to accept your insurance on an assignment basis, or do not have
insurance, please read the following, sign your name, and fill in all the information at the
back of this page. Your signature indicates that you understand and agree to this policy.

1.

2.

gt

We accept assignment with most insurance companies and we are providers for
most insurance companies.

Everyone is considered a cash patient until they bring in all the necessary
insurance information/referrals and we are able to verify your insurance
coverage.

All co-payments must be made at the time of service.

No patient is allowed to have a personal balance over $150.00, unless prior
arrangements have been made with this office.

Be aware that your insurance company may error and send payment to you
that was meant to pay your bill here. If this should happen, you will have 3
days to endorse the checks and bring them to our office. If they are not brought
to our office within 3 days, we reserve the right to debit your credit card for the
amount of the check.

We do not promise that an insurance company will pay for the usual and
customary charges of this office. If your carrier has not paid a claim within 30
days of submission, we will ask you to take an active part in the dispute and
recovery of your claim with your insurance company. If the claim has not been
paid after 30 days, and you have not taken an active part, you will be
responsible for the payment in full for any outstanding balances.

You authorize us to debit your credit card to collect full payment for any
outstanding bills.

Special financial arrangements may be provided for hardship cases.

OVER



9. You are responsible to notify this office as soon as you know of any
insurance changes such as address, phone number, etc.

10. If you re referred to another healthcare provider or facility in or out of
network, you assume all charges and costs accumulated at the provider
of facility. You agree not to hold Dr. Sanfilippo responsible for any of
these costs, regardless of any insurance agreement or contracts.

il You authorize us to deduct from your credit card, co-payments that are
not paid at the time of visit.

We would appreciate this OFFICE FINANCIAL POLICY to be followed. We ask that
you sign this form as acknowledgement that you have read our policy, that you
understand and accept full financial responsibility. We would also like to photocopy
your credit/debit card to ensure correct information is kept on file. The credit/debit

card will only be used if you do not make any payments towards your balance after
30 days.

DATE:

PATIENT’S
NAME:

PATIENT’S
SIGNATURE:

PARENT/GUARDIAN’S
SIGNATURE:

CREDIT CARD TYPE:
VISA MASTERCARD DISCOVER
AMERICAN EXRESS

CREDIT CARD
NUMBER:

EXPIRATION
DATE:

THANK YOU FOR YOUR COOPERATION.
WE GREATLY APPRECIATE IT!



JAMES J. SANFILIPPO, D.C.C.C.S.P.
CHIROPRACTIC PHYSICIAN

699 Kearny Avenue ¢ Kearny, NJ 07032
(201) 997-7171 ¢ FAX: (201) 997-2087

Patient Name:
Patient D.O.B. :

Informed Consent for Chiropractic Services

I have been informed of the following:

1. That the process of delivering a “Chiropractic Adjustment (manipulation)” may be performed
manually or with an instrument to the vertebra(e) of the spine and/or associated structures
(legs, arms, etc.), often resulting in an audible pop or click sound;

2. As an addition to the Chiropractic Adjustment “Supportive Therapies/Modalities” may be
applied by the chiropractor or by staff under their direction or supervision incorporating the use
of light, sound, vibration, electricity, traction, motion, bracing, nutritional advice acupuncture,
heat, or cold;

3. | have been informed on occasion some temporary soreness and/or stiffness may occur; less
frequently aggravation of presenting symptoms or initiation of new symptoms; rarely bruising,
swelling, sprain, strain, even more rare separation/fracture/dislocation, disc injury; and
extremely rare, nerve or vascular injury may occur in conjunction with the process of a
Chiropractic Adjustment/Services. The listed possible consequences and possible complications
have been explained to me by the chiropractor;

4. |acknowledge that the chiropractor has made no guarantee of a positive outcome from
treatment;

5. | have been afforded ample opportunity for questions and answers; and

6. The condition, possible benefits, risks of treatment (including x-ray) procedures, options, and
financial obligations have been explained to me by the chiropractor.

Therefore by signing below;

I consent to the performance of the diagnostic and therapeutic procedures performed by the
doctor and or staff under the direction and supervision of the office chiropractor involved in my
case;

| consent to the performance of other diagnostic and therapeutic procedures in the future that
may be deemed reasonable and necessary by the doctor and or staff under the direction and
supervision of the office chiropractor involved in my case;

| intend this consent form to cover the entire course of treatment for my present condition and
for any future condition(s) for which | seek treatment.

Patient/Guardian Signature: Date:

Witness Signature: Date:
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HEALTH INSURANCE CLAIM FORM e

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12 g

— Pe [TV
MEDICARE MEDICAID TRICARE CHAMPVA GROUP R | 1a. INSURED'S |.D. NUMBER

HEALTH PLAN

FECA OTHE
Dl‘” flcaraf) D..., dicaid#) Dﬂmm} D&%}LMD{JD{}

1.
2, PATIENT'S NAME (Last Name, First Name, Middle Initial)

(For Program In Item 1)

D (Member IO%) I:l (15#)
3 PATIENTS BIRTH DATE EX
F[]

| el

4. INSURED'S NAME (Last Name, First Name, Middle Initial)

5. PATIENT'S ADDRESS (No,, Street) £ PATIENT RELATIONSHIP TO INSURED

Saer SpuuueD chia[ ] oter[ ]

7. INSURED'S ADDRESS (No., Stroet)

cITY STATE | 8. RESERVED FOR NUCC USE

ZIP CODE TELEPHONE (Include Area Code)

{ )

ciry

STATE

ZIP CODE

TELEPHONE (Include Area Code)

( )

8. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous)

[Jwo

YES

b. RESERVED FOR NUCC USE b. AUTO ACCIDENT?

EIYES

PLACE (State)

ml
c. OTHER ACCIDENT?

[Jves [wo

c. RESERVED FOR NUCC USE

1.

INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH
MM oo YY

SEX

W L]

b. OT_HEFI CLAIM 1D (Designated by NUCC)

c. INSURANCE PLAN NAME OR FROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES (Designated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

PATIENT AND INSURED INFORMATION — » |

O O A WO N =

(0]

D YES NO

‘ 27, ég%wdﬁ%sﬁuyﬁr‘uﬂ 28. TOTAL CHARGE

]

E] YES |:| NO I yes, complete ftems 8, 9a, and 8d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the relsase of any medical or other information necessary payment of medical banefits to the undersigned physiclan or supplier for
to procass this claim. | also reguest payment of government benefits either to myself or to the party who accepts assignment services described below.
below
PN R Y
SIGNED DATE _ SIGNED
14, 'P‘QTE DE EURHEw ILLNESS, INJURY, or PREGNANCY (LMP) | 15. OTHER DATE MM - ¥ 16, DATES GﬁTIENBBNABLE;’I’? WORK IN CU?\RENT C)DCDCUP.RT!%QI A
| ! | | | | ]
_ QUAL. | GUAL, ; FROM | : |
P 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE _135 W ke Sy Sl v et degl AN, ol o s e S R
176, | NP1 FROM TO |
19. ADDITIONAL CLAIM INFORMATION {Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
[dves [Jwo |
21. DIAGNOSIS OR NATURE OF |LLNESS OR INJURY Relate A-L o service line below (24E) 1D Ind. | 22, gg%%BMtSSIDN SRk EE 50
Rila———au - B I — Cite—— g D. |
23. PRIOR AUTHORIZATION NUMBER
B F. - N EE—— H, L —
L | J. == K. | i aee——
24 A DATE(S) OF SERVICE B. C. | D. PROCEDURES, SERVICES, OR SUPPLIES E F. G, H.] L J F
From To PLACE OF| (Explain Unusual Circumstances) DIAGNOSIS o [Fmm| RENDERING (]
MM DD YY MM DD YY |SERVICE| EMG | CPTHCPCS | MODIFIER POINTER § CHARGES UNITS | Pan | QUAL PROVIDER ID. # E
I L I I " | et B ST RS D e ] o
i ] I . J NP o
'S
I Tt
! 1 1 | | e (MM | e e | e s | | T | | e e |
| [+ o
| - | - - || [we £
1 1 { 1 1 | sl oL rasu oy &
L] [ | _— | || [wn 5
! | | { | | e R e =
- .- J | | A S
f | | <
| ! | | o e O e e e o
N O I P | | | L | [ S
o
{ f ! | { ' y Egicpis [l et S il = e g
| | 4 1 1 1 N | | I N I I
25, FEDERAL TAX 1.D, NUMBER SSN EIN | 26. PATIENT'S ACCOUNT NO. 29. AMOUNT PAID 30. Rsvd for NUCC Use

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the slatemanis on the reverse
apply to this billand are made & part thareof.)

32, SERVICE FACILITY LOCATION INFORMATION

33.

L | !
BILLING PROVIDER INFO & PH # (

B

SIGNED DATE
TR -

NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT OR TYE'E

APPROVED OMB-0938-1197 FORM 1500 (02-12)




BECAUSE THIS FORM IS USED BY VARIOUS GOVERNMENT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE INSTRUCTIONS ISSUED BY APPLICABLE PROGRAMS.

NOTICE: Any person who knowingly files a statement of claim containing any misrepresentation or any falss, incomplete or misleading Infc '
criminal act punishable under law and may be subject fo civil pehalties, N ' P e

REFERS TO GOVERNMENT PROGRAMS ONLY

MEDICARE AND THICARE PAYMENTS. A patiants signalufe réguists tha! payiment be made and authotizes release of any Infarmation Necessary 10 progess the claim and certifies that
the Infarmation protided In Blocks 1 thraugh 12 is e, accurate and complete. In the casa of 8 Medizare claim, fhe patient's sijnaturé authorizes any entiiy 1o release 1o Medicare medical
and npomedical information and witether (e pirson has emplayer group health insurancs. tiabliity, nofault, worker's compensation or othist insisrarice which is résponsibie 1o pay for the
senvitas forwhich the Medicara elsim is made. See 42 CFR 411.24{2). I itlam 9 is completed, the patisnt's signatlire alithorizes release of he information 1 the health plan of agency shown.
In Medicare assighad or TRICARE particiation casss, the physitian agrees to accept the £harge defermination of the Medicare carrier or TRICARE fiscal intsrmadiary as the full charge and
the patiant g tesponsible anly for the deductible, colfsurance and npn-covered services. Colnsurance and the deductible are based upon the charge detarmination of the Medicars carier or
TRICARE flscai Intarmediary i this is fess than the charge submitied. TRICARE is not a health insurance program bt makes payment for health benefits provided through certain affilations
with the Uniformed Services. infarmation an the patiant's sponsor showid be provided in those items captioned in *Insured”; Le., itams 1a, 4. 6.7. B, and 11.

BLACK LUNG AND FECA CLAIMS
The provider agrees 1o actept the amount paid by the Government as payment in full. See Black Lung and FECA insiructions regarding required procedure and diagnosis ending systems.

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, TRICARE, FECA AND BLACK LUNG)

In sibmitting this claim lor payment from faderdl funds, | certify that: 1) tha information on this form s true, accurate and compiete, 2) | have lamillarized myselt with all applicabie laws,
reguliations, and program Instrustions, which are avadable from the Medicare contractor; 2} | have provided or will provide sufficient information required fo aliow the govemment to make an
infarmed eligibility and payment docision: 4} this clairn, whether subimitted by me or on my behall by my designated billing company. complies with all applicable Madicare andior Medicaid
laws, regulationg, ang crogram instructines for paymient including Bul nol Imitsd 15 1ha Federal ant-kokback statuts and Physician Saif-Refertal law [cammadnly knowr as Stark law), 5) tha
services an this lorm werte madically necessary and persanally lurnished by ma or weare lumished incldent 1o my pralessional service by my employes under my direct suparvision, excapt as
otherwise expressly permilter by Medicare or TRICARE: 8) for aach servica renderad incldent 1o my professional service, the identity (legal name and NP, license #, or SSNJ of the primary
individual rendating each servica is reporied in the designated section.Far sarvipes to be considered "incident 10" & physician's professional services, 1) thay must be rendered under the
physician's diract supsmvision by hisimer employae; 2) they musl be an integral, aithough inoidental pant of a coverad physician service, 3) they miust be of kinds commoniy furnished in
physitian's offices, and 4) the services of non-physicians must be-included on the physician's bills,

For TRICARE ciaims, | further cernfy that | (or any employes) who rendered services sm not an active duty member ol the Unilormed Services or a civillan empioyee of the United States
Govamment t a conlric! emoioyes of the United States Governmant, aiftiar civilan or milltary (refer 1o 5 USC 5538). For Black-Lung clalms, | further centify that the services performed were
for a Black Lung-related disorder

NG Part B Medizare behatits may be pald unlees s form is received as ratilined by auisting law and regulations (42 CFR 424.32)

NOTICE: Any tine who nisteprasants of faliilies essantial intdrmation to receive: paythent froin Federal funds reguested by this form may upon conviction be subject to fing and imprisanment
undes apploable Federal laws.

NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF MEDICARE, TRICARE, FECA, AMD BLACK LUNG INFORMATION (PRIVACY ACT STATEMENT)
We are aulhorized by CMS, TRICARE and OWCF o ask you for intormation heeded In the atminisiration of the Madicare, TRICARE, FECA, and Black Lung programs. Authority to coliect
intarmation is in section 206(a), 18E2, 1872 and 1874 of the Social Security Act as amended. 42 CFF 411 24(a) and 424 5(a) (6), and a4 UBC 3101:41 CFR 101 &t seq and 10 USC 1078
and 1088; B/ USC 8101 et seq: and 30 USC 801 &t saq; 38 USC 613: £0 8397

The informalion we obtain fo complete oitims tnder these programs is usad 10 dentity you and to datermine your aligibility. It is also Used IG decide | 1he services and supplies you recsived
are covared by thass programs and to insure thal proper paymeant is made.

The information may alsa be given to other providers of sarvices, carriers, Intermedianes, medical review boards, heallh plans, and other ofganizations of Fedaral agencles, _inr me-eﬂm:t_wa
administration of Faderal provisions that require otner third parties paysrs in pay primary 1o Federal program, and as olherwise necessary lo administer these programs. For e:an'mlu._ it may
be nacossary (o disciose inlotmation about the benefits you have usad to & hospital or doctor. Additional disclostres are made through routing uses for inlormation conlained in systams of
reiords,

FOR MEDICARE CLAIMS: See the rotice mudilving system ho. 02-70-0501, titled, "Carrien Medicare Claims Reeord,’ pubilished in the Federal Register, Vol 55 No. 177, page 37548,
Weil, Sest. 12, 1880, of as updated and epublishid.

FOR OWCP CLAIMS: Department of Lanor, Privacy Act of 1874, “Heputlication of Notive of Systems of Records,” Faderal Pegictar Vol. 55 No. 40. Wed Feb, 28, 1980, Ses ESA-5, ESA-6,
ESA-12, ESA-13, ESBA-30, or a3 \pdated and mpunlisned

FOR TRICARE CLAIMS: PRINCIPLE PURPOSE(S): To evaluate eligibilty for medical eare provided by civilian sources and 1o fssue payment upon establishment of eligibilty and
detarmination that the servicesisupplies recelvetl At authorized by jaw

ROUTINE USEGSY Information from oiains ahd related documsnts may ba aiven ta the Dept. of Veterans Atfairs, the Dept. of Health and Human Services andior the Dept. of Transporiation
onsistent with ihelr stalutory administrative reéponsibllities Under TRICARE/CHAMPVA W 1he Depl of Justice lor representation of the Secratary of Defense:in coivil actions: o the Infernal
Ravenue Service, private caltaction agences, and cansumar reparling agancies in connection with racoupment clainis, and 10 Congressional Offices In rasponse 1o inquines made at the
request of the person 1o whom a recard pertains  Appfopriate disciosures may be made to other federal, stale, local, fareign government agencias, privata business enlities, and Individual
providers of care, on matters relating to entitiement. claims adiudication. fraud. prograr abuse, uiilization review, quality assurance, peer review, program fntegrity. third-party liability.
coordination of benefils, and clivil and eriminal Tilgaten related to the operation of TRICARE

DISCLOBURES: Voluntary; however. tailure to provide information will result in delay \n payment ar may result In denlal of alaim. With the one exceplion discussed below, thare are no
penalties under thase programs for relusing o supply infarmation. Hawever. fallure te turnish information regarding the medical services rendered or the amaunt charged w_eu_;_d pravent
paymant of claims under these programs. Failute to fumnish any other information, such as namé or claim number, would detay payment of the claim, Failure o provide medical informaltion
under FECA could be deemed an obsiruction

1t i mandatery that you il us if you Kriow thet arother party is responsible for paying for your treatment. Section 11288 of the Social Sequrity Act and 31 USC 3801-3812 provide penaities
for withholding this information.

You should be awate tal P.L 100-503, the "Gamputar Matching and Privacy Protection Act of 1988, permits the government 1o varity information by way of computer matches.

MEDICAID PAYMENTS (PROVIDER CERTIFICATION)
I hereby agree to iesp such records as are necessary [ disciose tully the extent of services provided o individuals under the State’s Tille XIX plan and to furnish inlarmalion regarding any
payments claimed for providing susch services as the State Agancy or Depl. of Healih and Human Services may raquest

| turther agree 1o accapt, as payment in full, the amaunt paid by the Medicaid program for those claims submmitied for payment under that program, wiih the exception of authorized daduetible,
colnsurance: co-payment or similar cost-shariby charges.

SIGNATURE OF PHYSICIAN (OR SUPPLIER): | cartify thal the services listed above ware medically indicated and necessary 1o the health of this patient and wera personally fumished by
me ormy empiloyee unider my personal direction.

NOTICE: This Is 1o cenify that the furegaing Informanon is e, acourats and complate. | undersiand that payment and sanstaction of this claim wiil be from Fedaral and State funds, and that
any lalse tlaims, statdments, or dogumerts, or concealmeitil of & materiai fact, may bo prosstuted urder soplicable Federal or State laws:

Acearding to the Papetwark Reduction Aol of 1893, ro prrstns are raquired 1o respond 1o collsction of infrmation uniess it dispiays a valid OME contral number. The valid OMB contral
number for i Information collection 5 0838-1197. The fime raquired o cumpleia this information collection is estimated o average 10 minutas per response. including the time to review
ingtructions, searoh existing data resolrces, guthsl e data needed, and complete and reviaw the information collaction. I you have any commaents cancerming the accuracy af the time
estimale(s) or suagestions for improving this form, pleasa wnite to: GME, 7500 Security Boulevard. Atini PRA Reports Clearance Officer. Mall Stop ©4-26+05, Baliimore. Maryland
21244-1850. This addrass s for commanis anaior suggaestions onfy. DO NOT MAIL COMPLETED CLAIM FORMS TO THIS ADDRESS,



