WASHINGTON NEUROSURGICAL ASSOCIATES, P.C.
5215 LOUGHBORO ROAD, N.W., SUITE 510, WASHINGTON, D.C. 20016

Prasse Print Cleary.
PATIENT'S NAME: First i Midkfle Last TODAY'S DATE

HOME ADORESS: Street APT. NO, 1
City N J_W—r WORK TELEPHOME

PATIENT'S OOCUPATION [EmpLOVER & REFERRED BY .
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NAME ADDRESS
TELEPHONE NUMBER
DATE OF INJURY DATE LAST WORKED | TYPE IF INJURY (Circle One) CASE FILE NUMBER

ri '- Job  Auto  Other

HEALTH INSURANCE INFORMATION

INSURANCE NAME OF INSURANCE COMPANY POLICY NUMBER INSURANCE COMPANY ADDRESS
INFORMATION B4 | |

1. | GROUP NO. OR NAME POLICY HOLDER'S NAME "EFFECTIVE DATE

NAME OF INSURANCE COMPANY POLICY NUMBER INSURANCE COMPANY ADDRESS

WASHINGTON NEUROSURGICAL ASSOCIATES MAY NOT PARTICIPATE WITH YOUR INSURANCE PLAN. IF WE ARE NOT A PARTICIPATING
PROVIDER. YOU ARE ENTITLED TO REQUEST A WRITTEN ESTIMATE OF SURGICAL FEES AND CPT CODES ASSOCIATED WITH YOUR

SURGERY. IF YOU DESIRE SUCH AN ESTIMATE PLEASE CONTACT OUROFFICE MANAGER AT (202) 966-8300.

MWBMFORMFES,REGARDLESSOFWRANCECOM PEESSARYFORHSWBECOMBEDTOB@EHEIWW

PAYMENTS, [T 5 YOUR RESPONSIBILITY TO REVIEW YOUR INSURANCE POLICIES FOR SECOND SURGICAL OPINIONS AND HOSPITAL PREAUTHORIZATION. IT 1S WSTUM\RY
TO PAY FOR SERVICES RENDERED UNLESS OTHER ARRANGEMENTS HAVE BEEN MADE IN ADVANCE. IF IT BECOMES NECESSARY TO PLACE THIS ACCOUNT IN COLLECTIONS

THE PATIENT AGREES TO BE RESPONSIBLE FOR REASONABLE ATTORNEY FEES EQUAL TO 25% OF THE UNPAID BALANCE, TOGETHER MTHADONONALOOSTMMSES
OF COLLECTION TO THE EXTENT PERMITTED BY LAW.

Patient’'s Authorization

hereby authorize Washington Neurosurgical Associates, P.C. to applyﬁorbeneﬂn

mybehdﬁorcovamdsemmrendered by Washington Neurosurgical Associates, P.C. and request that payments from Medical Service of D.C./Medicare
be made directly to Washington Neurosurgical Associates, P.C. (or in case of Medicare Part B

L.

and/or — *fmmmm}
m.mmyseﬁammapanymamasde)

Icerhfythnbnnahmlhawmpmadmmregarﬁtomymsuameoovefage is cormect and further authorize the release of any necessary information, including
* medical information for thig or any related claim, to the above billing agent, Medical Service of D.C. (or in case of Medicare Part B benefits, to the Social Security

Administration and Health Care Financing Administration)/Medicare and/or T — _. | permit & copy
dﬁusauﬁmzaﬁontobeusedmplaceofthemgmal This authorization may be revoked by either me or the above named camer at any time in writing.

Acknowledgment of Recelpt of Privacy Notice: | have been presented with a capy of this provider’s Notice of Privacy Policies, detailing how my information may
be used and disclased as permitted under federal and state law. | understand the contents of the notice, and, subject to the foliowing restriction({s) conceming my

personal medical information, | agree to the disclosures named in the Nolice.
| | have read and understand the above information.

PATIENT ACCOUNT NO.
Signatura of Subscriber or Beneficiary Date




Washington Neurosurgical Associates, P.C.
Patient Intake Form

I. Patient Demographics
Full Name: Age:
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Height; __ ft in  Weilght:
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Sex: [ Male [0 Female O Other Are you Right or left-handed? [0 Right [ Left
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Please list your other doctors: -
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Why are you here to see us today?
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Il. Medications & Supplements
Please list all current medications and supplements by name, dose and frequency.
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lll. Medication Allergies
List below: [ None
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IV. Medical Conditions
Please list all medical conditions you have been diagnosed with:




Washington Neurosurgical Associates, P.C.
Patient Intake Form

V. Prior Surgeries
Please list all prior surgeries (type and year);

1.
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3,
4
5,
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V1. Social History
Job: Retired

————
-— - ~—— ——— -

Are you a current smoker? Y N Former smoker? Y N

Have you used alcohol in the past 12 months? Y N /f yes, do you drink: daily, 2-3 times/week, 2-4 .
times/month, monthly or less

Marital Status: OO Single I Married O Divorced [ Widowed [ Other:

Do you have a healthcare proxy: Yes No [f yes, name:

Have you fallen in the past 12 months: Y N

VIl. Family History
Number of Children: [1Sons: L1 Daughters:

- —

-

Father: I Living {0 Deceased

Mother: [ Living [0 Deceased

VIII. Preferred Pharmacy
Name: o S

——— - c—

Phone Number: __ 5

Address or Cross Streets (if known):




WASHINGTON NEUROSURGICAL ASSOCIATES, P.C. 5215 LOUGHBORO, NW
WASHINGTON, DC 200186, (202) 966-6300 OFFICE, (202) 364-4362 FAX

ASSIGNMENT AND AUTHORIZATION

l, . hereby authorize Washington Neurosurgical Associates to
furmsh my attornay(s) or insurance company(s) copies of medical reports and/or bills requested,
in reference to all ilinesses and injuries sustained by me, my child or children, including but not
limited to the injuries which were sustained on

| further, in exchange for furnishing the reports and/or bills, irrevocably assign to Washington
Neurosurgical Associates, and authorize and direct said attorney(s) or insurance company(s) to
pay to Washington Neurosurgical Associates from the proceeds of any recovery in my claim or
case all of their charges for services rendered including but not limited to reports, conferences,
preparation for testimony, depositions an court testimony as an expert witness whether said
proceeds are recovered as a result of a compromise, collection of judgment or monies received
from PIP, med-pay, no fault or any other insurance policy. .

| understand that payment for services is not contingent upon recovery and that this does not
relieve me of my personal, primary obligation to pay for the services when rendered, and | agree
to pay costs incurred in the collection of these charges including attorney fees of 33%. Further, it
is understood that the signing of this form does not preclude the customary billing.

| hereby agree to waive the defense of the Statute of Limitations as it pertains to any claim filed

against me for a period of twelve years after services were rendered or last payment made. |
agree to all the above terms and further authonze my attorney to comply with the terms below.

i oignatume: . i e (SEAL) Date:
Print Name: '
’ Relationship to Patient:
The undersigned attorney agrees:

i T0 oomp!y fully with the above Assignment and Authorization.

2. To withhold and pay from my proceeds from settlement, collection of Judgment PiP med-pay
~ or other Insurance proceeds the amount of the doctor's charges, after contacting the docior S

office for a current balance.
To advise within ten days of the doctor’s request, the status of the above referenced claim.

“To notify the doctor immediately of any change in the status of the claim which may preclude'
payment of the doctor’s charges.

5. To require any attorney to whom the undersigned refers this case, wnthm or outside the furm
~to honor this assignment as a condition of referral.

' 6 To furnish home and work address mformataon about the patlent or famny {o aid in the
i oollectlon of the bm ‘ -

gt

Signature of Attorney: S5 - Data:

Firm Name:

. LA g g ...--—v:::.» - AA““

Attorney: Please sign, date and return one copy of this Assagnment and Authorization to our
 office while keeping one copy for your records.



NOTICE OF PRIVACY PRACTICES

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

CAREFULLY.

The Health Insurance Portability & Accountability Act of 1996 (HIPPA) requires all healthcare records and
other individually identifiable health information (protected health information) used or disclosed to us in any
form (electronically, on paper, or orally) be kept confidential. This federal law gives You, the patient, significant
new rights to understand and control how your healthcare information is used. HIPPA provides penalties for
entities that misuse personal health information. As required by HIPPA, we have prepared this explanation of how
we are required to maintain the privacy of your healthcare information, and how we may use and disclose that
information. Without specific written authorization, we are permitted to use and disclose your healthcare records
for the purposes of treatment, payment, and healthcare operations.

Treatment means: providing, coordinating, and managing healthcare and related services by one or more
healthcare providers. An example of this would include: consults, follow-up visits, and testing. Payment means:
obtaining reimbursements for services, confirming coverage, billing or collection activities, and utilization review.
An example of this would include: billing your health plan for health services rendered. Healthcare Operations (the
business aspects of running our practice) means: conducting quality assessment and improvement activities,

auditing functions, cost-management analysis, and customer sérvice. An example of this would include: a periodic
assessment of our documentation protocols, etc.

Your confidential information may be used to remind you of an appointment (by phone or mail), or
provide you with information about treatment options or other health related services, including release of
information to friends and family members that are directly involved or assists in your care.

We will use and disclose your protected health information when we are required to do so by federal,
state, or local law. We may disclose your protected health information to public health authorities that are
authorized by law to collect information, or to a health oversight agency for activities authorized by law. This may
include, but not limited to: response to a court or administrative order, if you are involved in a lawsuit or similar
proceeding, response to a discovery request, subpoena, or other lawful process by another party involved in
dispute, but only if we have made an effort to inform you of the request or to obtain an order protecting the
information the party requested. We may use and disclose your protected health information when necessary to
reduce or prevent a serious threat to your health and safety, or the health and safety of another individual or the
general public. Under these circumstances, we will only make disclosures to a person or organization able to help
prevent the threat. We may disclose your protected health information if you are a member of the U.S. or Foreign
military forces (including veterans) and if required by the appropriate authorities. We may disclose your protected
health information to federal officials for intelligence and national security activities authorized by law. We may
disclose your protected health information to federal officials in order to protect the President, other officials or
foreign heads of state, or to conduct Investigations. We may disclose your protected health information to
correctional institutions or law enforcement officials if you are an inmate or under the custody of a law
enforcement official. Disclosures for these purposes would be necessary: (a.) for the institution to provide
healthcare services to you, (b.) for the safety and security of the institution, and/or (c.) to protect your health and
safety or the health and safety of other individuals or the general public.

We will release your protected health information if requested by a law enforcement official for any
circumstance required by law. We may release your protected health information to a medical examiner or



coroner to identify the deceased individual, or to identify the cause of death. If necessary, we may also release
information to funeral directors in order for them to perform their jobs. If you are an organ or tissue donor, we
may release your protected health information to organizations that handle organ, eye, or tissue procurement or
transplantation. We may release your protected health information to/for workers compensation and similar

programs.

Any other uses and disclosures (revoking or permitting) will be made only with your written authorization.
However, we are not required to honor and abide by that written request. If we do agree to a restriction, we
must abide by it unless you agree in writing to remove it. We are not required to agree to a written request

restriction against the HIPPA privacy practices required by federal, state, or local law.

We are required by law to maintain the privacy of your PROTECTED HEALTH INFORMATION and provide
you with notice of your legal duties and privacy practices with respect to your protected health information.

We are required to abide by the terms of the Notice of Privacy Practices currently in effect. We reserve
the right to change the terms of our Notice of Privacy Practices and to make the new notice provisions effective for
all protected health information that we may obtain. Revisions to our Notice of Privacy Practices will be posted
on the effective date and you may request a written copy of the Revised Notice from this office.

You have the right to file a formal written complaint with us, or with the Department of Health and
Human Services, Office of Civil Rights in the event you feel your privacy rights have been violated at the addresses
below. We will not retaliate against you for filing a complaint.

You have certain rights in regards to your protected health information, which you can exercise with 3
written request to our Privacy Officer at the practice address listed below.

For more information about our Privacy practices, please contact:
Washington Neurosurgical Associates
5215 Loughboro Road, NW Suite 510
Washington, DC 20016
202-966-6300

For more information about HIPPA or to file a complaint, please contact:
The U.S. Department of Health and Human Services
Office of Civil Rights
200 Independence Ave, SW
Washington, DC 20201
877-696-6775 (toll free)

Patient’s Name: Date: _ :




