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Welcome,

Thank you for choosing our practice for your orthopaedic healthcare needs. On behalf of everyone at
Advanced Orthopaedics & Sports Medicine (“AOSM”), we welcome you to our practice.

We strive to offer comprehensive, quality care to all of our patients. We feel that it is appropriate to
inform our patients of our financial policies and procedures, and of any authorization requirement
we need that may ultimately affect your care. The policies and procedures are available at your
request or may be viewed on our webpage at:

http://www.advancedosm.com/

If you have any questions about these policies and procedures, please ask one of our staff members
for help.

Thank you again for choosing Advanced Orthopaedics & Sports Medicine.

Sincerely,

The pluysicians and otaff of Advanced Onthopacdice & Sponts Medicine
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Payment Methods

I am responsible, atthe time of service, for all expenses incurred during myoffice visit. AOSM acce pts paymentby
cash checkor creditcard (Visa, Discover, American Express and MasterCard). AOSM will assistme in paying
owed amounts through the option ofa paymentplan with monthlyautomatic withdrawal of an agreed upon amount
in writing from a checking accountor creditcard accountover a period notto exceed 6 months. All delinquent
payments are handled in accordance with applicable banking laws and regulations.

Uninsured Accounts

AOSM will offer me a discount (time of service paymentdiscount) should I nothave insurance orshould |
specificallyelectto not use myinsuranceforpayment. The amountlwill payis determined from a defined fee
schedule and considered paymentin full. | understand thatthe time of service discountappliesto all p atients for
services provided. | understand that AOSM has agreed to furnish the healthcare services | have requested or for
which maybe recommended bya healthcare provider of AOSM in exchange for paymentin full from me at thetime
of service. The time of service discountis offered to me because I do not have insurance available to payfor all or
a part of the service to be furnished by AOSM and | have agreed to pay in full for services atthe time of service. |
further acknowledge and attestthat| do not have insurance coverage for this service or have made the sole and
personal decision to notuse myinsurance coverage and will in no way file a claim for this service with any
insurance carrier atany pointin the future.

Fnancial Responsibility Resulting from Insurance

I understand thatl am responsible for mycostsharing as defined bymyinsurance carrier atthe time of service.
AOSM will submitclaims to my insurance carrier for primaryand secondaryinsurance covered services. AOSM will
prepare a statementon amountowed ifamountwas unable to be calculated atthe time of service. Paymentor
paymentarrangements will be made by me within thirty (30) days of a receiptof a statementby AOSM.

Insurance Policy Provision

| understand for purposes ofthis documentthat “insurance carrier” shall mean a health plan orinsurance company
and benefitplans offered by similar organizations or other types of benefitplan structures. “Insurance carrier” shall
include programs offered by The Centers for Medicare and Medicaid Services, related Medicare replacement
plans, secondaryinsurance plans, related Medicaid replacement plans, programs offered bythe Department of
Defense and all organizations offering a form of health care or medical benefitcoverage.

AOSM may or may notparticipate with myinsurance carrier. It is my responsibilityto determine the financial
obligations of care. My insurance policyis a contract between me and the insurance carrier.|am ultimately
responsible for all charges incurred at AOSM. It is my responsibilityto know the benefits and provisions of my
insurance policy. If I have any questions or concerns regarding the benefits of my policy, | will contact my
insurance companydirectly.| am responsible for all charges denied orreduced bymy insurance carrier. A current
insurance identification card is required ateach visit. If my insurance cannotbe verified at the time of my visit, | will
be obligated to pay for services until confirmation of myinsurance coverage can be obtaine d. I shall supplycurrent
and accurate information regardingmyinsurance policy.

Referrals, Pre-Certifications and Authorizations |understand thatmyinsurance carrier mayrequire | have a referral
to be seen, thatpre-certifications to receive services or authorizations maybe required and thatl shall be solely
responsible to obtain required approvals and referrals to receive care. | understand thatif | do not have or obtain
necessaryreferrals, authorizations or fail to notify immediatelymy insurance companyofany hospital admissions
or non-routine care mayresultin me being responsible for paymentfor those services.

Healthcare Provider Classification AOSM is recognized as a specialistcare provider. AOSM may or maynot be a
participating provider with yourinsurance carrier. Non-Covered Services Non-Covered services as defined bymy
insurance carrier will be required to be paid for at the time of service. Possible examples of non-covered services
include certain injections or durable medical equipment. Non-Covered services could include also services
previouslycovered by myinsurance carrier butare services thathave a limitation on coverage making a covered
service a hon-covered service. The determination of coverage is defined by your insurance carrier and subjectto
your certificate of coverage and policy with the insurance carrier you have selected to assistin your obligation of
paymentfor services. | understandthatit is my responsibilityto contact my insurance carrier regarding myspecific
plan structure and coverage.
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Diagnostic_and Laboratory Testing

My care at AOSM may include laboratoryand diagnostic testing. Tests performed and billed by AOSM include but
are not limited to certain pathologyand radiologytesting. All othertesting notperformed by AOSM are performed
by outside vendors. I will receive a separate billing for these services from thatvendor (laboratoryor diagnostic
testing center). For laboratory, specimenhandling fees will be charged by AOSM.  If my insurance carrier requires
use of a specific laboratoryor diagnostic testing center, | will inform the provider and practice at time testing is
ordered. AOSM will not be responsible for specimens’ sentto the wrong laboratoryorreferrals to testing centers. |
understand thatthere maybe many differentlaboratoryand diagnostic testing or screenings that AOSM healthcare
providers feel are required formy medical care which maynotbe covered by myinsurance carrier (non-covered
services). The healthcare providers have no knowledge of my insurance benefitplan so there is no guarantee that
anytest ordered will be covered by myinsurance carrier. In many cases patients themselves requestthese
non-covered tests. The testing centers will submitcharges for these tests and lam ultimatelyresponsible for
paymentof suchtesting. As an informed consumer and active participantin my healthcare, Iwill make sure that|
understand exactlywhattest are being ordered by my healthcare provider before permitting the tests to be
performed.

Collection Activities

Returned Check Fees lunderstand thatif AOSM receives areturned check written by me or on my behalf, | will be
charged areturned check fee of $30.00 and will be required to pay cash oruse a creditcard for any future
payments fora defined period oftime. Failure to repay the returned check and the returned check fee mayresultin
collection proceedings and maylead to dismissal of me as a patientfrom AOSM.

Account Interest | understandthatmy accountbalance mustbe paid within 30 days butnot laterthan 90 days after
| receive a statementreflecting myaccountbalance. Accountinterestwill be calculated each month on the amount
of the unpaid balance (referred to as Previous Balance) after deducting payments or adjustments and before
adding new services. After 90 days, | will be charged ata rate of 18% perannum and charged on a monthlybasis
thereafter until the balanceis paidinfull. Account Interestis only applied to amounts I mayowe and not owed on
my behalfby myinsurance carrier.

Collection Process Anybalances determined as patientresponsibilitythat remain unpaid after 90 days will be
subjectto an in house review. If at that time satisfactorypaymentarrangements have notbeen established, |
understand thatlwill receive a letter from AOSM notifying me that | have until the end of the currentmonth or date
noted in the letter to pay my balance in full or my accountwill be forwarded to an outside collection agencyand |
will be subjectto an additional processing fee of $25.00 in addition to any Account Interest. | furtherunderstand
that | maynot be allowed to schedule anyfurther appointments with AOSM, receive any me dication refills, or seek
any medical advice ofany kind from AOSM until this collection balance is paid in full exceptif | am hospitalized or
in alimited post-operative follow-up period. In the event my accountis sentto an outside collection agency, |
understand thatlwill be obligated to pay collection companyfees. | will also be responsible for attorney fees and
court costs should the collection proceedings advance to litigation.

Service Fees
The following are some butnotall service fees assessed bythe practice. Service fees are subjectto change at
the discretion ofthe practice.

Medical Records Releases AOSM will only release medical records when avalid, HIPAA compliantauthorization or
a court-ordered subpoena is received. Due to increasing costs of office supplies, equipmentand postage, AOSM
will assess appropriate fees for the copying and mailing of medical records. Please contactthe AOSM Medical
Records Departmentfor further information regarding anyspecific request for copies of me dical records.
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Missed Appointments |understand that AOSM may, butis not required to, call me to confirm myupcoming
appointmentdate andtime. | understand thatthis is a courtesyand that | am ultimatelyresponsibleto keep my
office appointment. lunderstand that AOSM may charge a $25.00 missed appointmentfee and that | will
personallypay the fee for appointments missed and notchanged or cancelled within 12 hours priorto my
scheduledappointment.

After Hours Phone Calls Healthcare providers should onlybe called or paged after normal business hours for
serious health concerns. In the event of atrue emergency, | should call 911 or go to my nearestemergencyroom.
AOSM normal business hours are postedin the practice and subject to change. Patients are directed to call their
pharmacydirectlyduring the day for prescription refills for promptservice. The pharmacywill then call our office for
renewals if necessary. AOSM will not refill prescriptions after normal business hours. Calls thatresultin
consultation to an established patient, parent, or guardian notoriginating from arelated service within the previous
seven days and not leading to a service or procedure within twenty-four hours following the telephone call will be
charged.

Disability, Insurance or EmploymentForms AOSM will prepare necessaryforms supplied bythe patientthat are
required by insurance companies or employers. These forms are often quite detailed and lengthyand therefore
cannotbe completed quickly. AOSM requests thatthe patientleave the form at our office for completion with all
information thatyou can provide already filled in. AOSM staff will then complete the form within five (5) workings
days. AOSM may charge a usual and customaryfee for each form completed. Paymentin full is required attime of
requestto complete forms butnotlaterthan the time at which such form are released.

Economic Hardship

AOSM maintains an economic hardship policyfor patients unable to meetthe financial obligations of services
rendered. The policy allows AOSM to write down the balance owed whenincome levels do notmeetathreshold
calculated as a percentage ofthe federal poverty level. Patients mayqualify for such discountonce peryear when
meeting the written definition maintained bythe Business Office of an economic hardship discount. The
classification of economic hardship requires documented proof from the patientin accordance with written
guidelines thatmayinclude disclosure of IRS annual tax filing returns to the Business Office.

Out-of-Network

In cases where AOSM is not recognized as a participating provider and considered “out-of-network”, AOSM may
electto notify and provide full disclosure upon submission of a claim to myinsurance carrier that AOSM will offer a
discountto me as theirinsured member. AOSM will bill my insurance carrierits full charge and then discountthe
patientportion of the paymentto usual and customaryas defined bymy insurance carrier. Should myinsurance
carrier offer paymentto AOSM at the discounted rate offered to me as the patient, AOSM will acceptthe payment
from the insureras paymentin full. AOSM at no time is charging two different prices forthe same service noris
pricing based on the fact that an insurance company maybe paying for all or a part of the service rendered. This is
not a waiver or discountofany co-payment, coinsurance or deductible amounts owed for services rendered and is
not offered and should notbe interpreted as an “inducement” to have services rendered.

| authorize Advanced Orthopaedics & Sports Medicine and their billing companies, to negotiate, discuss and in any
other way communicate with myinsurance companyin those areas relative to OON reimbursements, methodology
usedin OON negotiation and a fair negotiation of final payment. | authorize Advanced Orthopaedics & Sports
Medicine and its billing companyto accept or rejectagreements, to enter into contracts binding up on final
adjudication of claims and negotiations, and to act in whatever way necessaryso as to accomplishthatwhich is
being undertaken.

ERISA PLANS

I herebyassign and conveydirectly to the above-named health care provider, as mydesignated authorized
representative, all medical benefits and/orinsurance reimbursement, ifany, otherwise payable to me for services,
treatments, therapies, and/or medications rendered or provided bythe above -named health care provider,
regardless ofits managed care network participation status. | understand thatl am financiallyresponsible for all
charges regardless of any applicable insurance or benefitpayments. Ihereby authorize the above-named health
care provider to release all medicalinformationnecessaryto process myclaims. Further, | hereby authorize my
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plan administrator fiduciary, insurer, and/or attorneyto release to the above -named health care provider any and
all Plan documents, summarybenefitdescription,insurance policy, and/or settlementinformation upon written
requestfrom the above-named health care provider or its attorneys in orderto claim such medicalbenefits.

In addition to the assignmentofthe medical benefits and/or insurance reimbursementabove, | also assign and/or
convey to the above named health care provider anylegal oradministrative claim or chose an action arising under
any group health plan, employee benefits plan, health insurance or tortfeasorinsurance concerning medical
expenses incurred as aresultofthe medical services, treatments, therapies, and/or medications I receive from the
above-named health care provider (including anyrightto pursue those legal or administrative claims or chose an
action). This constitutes an express and knowing assignmentof ERISA breach or fiduciary duty claims and other
legal and/or administrative claims.

| intend by this assignmentand designation of authorized representative to convey to the above -named provider all
of myrights to claim (or place alien on) the medical benefits related to the services, treatments, therapies, and/or
mediations provided bythe above-named health care provider, including rights to any settlement, insurance or
applicable legal oradministrative remedies (including damages arising from ERISAbreach of fiduciary duty
claims). The assignee and/ordesignatedrepresentative (above-named provider) is given the rightby me to (1)
obtain information regarding the claim to the same extentas me; (2) submitevidence; (3) make statements about
facts or law; (4) make any requestincluding providing or receiving notice of appeal proceedings; (5) participate in
any administrative and judicial actions and pursue claims or chose in action orrightagainstanyliable party,
insurance company, employee benefitplan, health care benefitplan, or plan administrator. The above-named
provideras my assignee and mydesignated authorized representative maybring suitagainstany such health care
benefitplan,employee benefitplan, plan administrator orinsurance companyin my name with derivative

standing atprovider's expense. Unlessrevoked, this assignmentis valid for all administrative and judicial reviews
under PPACA (health care reform legislation), ERISA, Medicare and applicablefederal and state laws.

Fnal Costs of Services

| understand thatl mayinquire about costs of services for office, laboratory, surgical or other procedures. lalso
understand that AOSM representatives can onlyestimate potential costs and cannotguarantee myfinal costs until
all procedures have been performed and documentation has been reviewed by AOSM business office. | further
understand that after review of my procedures I mayreceive a statementfor additional expenses. The practice will
complywith requests for estimate of charges and will supplythatto me before the 10" business dayafterthe date
on which the estimate is requested.
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Discharge of a Patient

I understand that AOSM has the rightto discharge anypatientfrom this practice at anytime for various reasons,
including butnotlimited to, failure to abide by AOSM financial polices, noncompliance of recommended treatment
plans, drug-seeking activity, and any abuse of AOSM healthcare providers and staff. If this occurs, | understand
that my medical records will be releasedto a physician or healthcare facilityof my choice onlyafter an
appropriatelysigned documentationis received by AOSM. | further understand thatonce discharged from AOSM, |
will not be allowed to return as a patientof AOSM in the future.

Authorizations

Assignment of Benefits | certify that the information I have given to AOSM is true and correctto the bestof my
knowledge. | promise to payto AOSM all charges and expenses for services providedto me by AOSM in
accordance with its currentfees and charges to the extent that those fees and charges are notcovered or paid by
my insurance or by another paymentsource such as Medicare or Medicaid. | requestthat payment of authorized
benefits under anyprivate or governmentinsurance programthatcovers me, including the Medicare program, be
made on my behalfto AOSM for any services furnished to me by AOSM. | authorize any holder of medical
information about me to release to the Centers for Medicare and Medicaid Services and its agents anyinformation
needed to determine myMedicare benefits, ifany, for services furnished by AOSM. | understand that possession
of medical insurance does notrelieve me offinancial responsibilityto AOSM. | will personallybe responsible for all
charges for services thatare not covered by my insurance carrier.

Record Usage | give my consentfor AOSM, its staff and business associates to use mymedical record for data
gathering and research purposes. lunderstand that ALL identifying information in myrecord will be coded for
confidentiality. | understand thatall patientand medical provider communication is and will be held in the strictest
confidence.

Consentfor Medical Treatment | consentto treatmentas deemed necessaryand appropriate byclinical providers
of AOSM.

ConsentforUse and Disclosure of Health Information for Treatment, Paym entand Operations | consentto the use
and disclosure of myprotected health information by AOSM, its staff and business associates for the purposes of
treatment, paymentand health care operations. My protected health informationincludes anyinformation that
reasonablyidentifies me and relates (1) to the provision of healthcare to me, (2) to any of my past, presentor
future health conditions, or (3) to the past, presentor future paymentfor any provision of healthcare to me. The
information thatis protected includes information related to my physical or mental health. lunderstand that| have
the rightto requestthatthe practice restrictits uses and disclosures of my protected health information thatthe
practice is otherwise permitted to make for treatment, paymentand health care operations. AOSM, however, is not
required to agree to these restrictions. Nevertheless, if AOSM agrees to any restrictions, those restrictions are
binding onit. Finally, | understand thatl have the right to revoke this consentin writing, exceptto the extent that
AOSM has acted in reliance oniit.

Appointed Representative AOSM may pursue collection of benefits in myname orin the name of AOSM as my
appointed representative and agent.

Notice of Privacy Practice | acknowledge thatl have been given a copy of AOSM Practices Notice of Privacy
Practices.

Rest of Page Intentionally Left Blank
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| have read and understand the financial policies, procedures and authorizations of Advanced
Orthopaedics & Sports Medicine to include payment methods, uninsured accounts, financial
responsibility resulting from insurance, insurance policy provisions, diagnostic and laboratory
testing, collection activities, service fees, economic hardship, discharge of patient, out-of-network,
ERISA plans, final cost of services, and authorizations to include assignment of benefits, record
usage provision, consent for medical treatment, consent to use and disclosure of health information
for treatment, payment and operations, appointed representative and notice of privacy practices.

| understand that these policies, procedures and authorizations outlined in the Financial Policies
and Procedures may be amended from time to time at the discretion of the practice and apply to
me. | authorize the use of a copy of this authorization in place of the original.

Please printpatientname:

Patient Signature: Date:

Date of Birth :

If patientis a minor (less than 18 years of age) or incapacitated:

Please printresponsibilityparty name:

Responsible Party Signature: Date:

Relationship to Patient:
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