PATIENT REGISTRATION FORM

! Patient's Name (Last, First, MI) 55 Number
Home Phone Number Cell Phone Number
Date of Birth: Age: Sex: Male Female Marital Status:

E-Mail Address

Home Address City State Zip Code

Mailing Address if different from home address:

Address City State Zip Coda
Employer Name Employer Phone #

Employer Address

Emeargency Contact Relationship to Patient

Address Phonei#

Primary Care Physician Name and Phone Number

Pharmacy Name Pharmacy Phone #

INSURANCE INFORMATION We wili request to scan your 1D and Insurance card

Primary Insurance Member [D# Group#

Fatient is Subscriber/Policy Holder  Yes No
Subscriber/Policy Holder Name . Relationship to Patient

Address

SSN : DOB Employer
Work Phone

Secondary Ins. Member ID# Group#

Patient is Subscribet/Policy Holder  Yes No
Subscriber/Policy Holder Name Relationship to Patient

Address

SSN DOB Employer
Work Phone

Responsible Person: {if different from patient}
Last Name Ml First Name Relationship

Date of Birth Telephone Number

Address

How did you hear of cur office?
Patient Friend Radio

Physician
Internet Newspaper Other

Race Ethnicity Preferred Language

Patient/Parent/Guardian Siqnature¥ Date
F



" MICHAEL J. PECORARO, MD
Sea Shore Plastic & Hand Surgery Center

Thank you for choosing Sea Shore Plastic and Hand Surgery Center.

Dr. Pecoraro is an in-network provider with
Medicare ONLY.
All other insurances will be billed as an out-of-
network provider.

Please be informed that this office is an out-of-network provider with your insurance
carrier. If you have out-of-network benefits, we will submit the bill to your insurance
carrier for you and if there is any balance left, we will balance bili you. Thank you.

| understand | am responsible for any balance not paid by my insurance company. |
understand that there will be a 1-1/2% interest rate for unpaid balances after 90 days. |
understand that should my account go to collections; | will also be responsible for the

fifty-dollar service charge.

Patient/Guardian Signature: Date:




MICHAEL J. PECORARQC, MD
Sea Shore Plastic & Hand Surgery Center

MEDICAL INTAKE FORM, pg. 1 | Today's Date:
Patient Name: ' Date of Birth:
Height: Weight:
Your Doctor’s Name: Phone Number:
Your Pharmacy: Phone Numiber:
MEDICAL HISTORY

Have you ever had problems with anesthesia? No Yes Describe problem

CARDIOVASCULAR

(O Arrhythmia (A.Fib/SVT/A Flutter, etc.)
() Heart Attack, Stroke, TIA

(O High Blood Pressure (HTN)

() Congestive Heart Failure (CHF)

() Coronary Artery Disease (CAD)

() Bleeding disorder

{3 Do you bruise easily?

(O Peripheral Vascular Disease?

() Do you take blood thinners?
(Aspirin, Coumadin, Warfarin, Plavix,
Pletal, Pradaxa, Xarelto, etc...)

GASTROINTESTINAL

() Hepatitis, type
(O Gallstones
(O Liver Disease
) Pancreatitis
() Stomach Ulcer

(O Diabetes, type
CONSTITUTINAL

SOCIAL HISTORY

(O Children #

(3 Alcohot Use
Drinks per day

O NMieit Drug Use

(O Frequent narcotic use

(O Tobacco Use

. packs per day?

() Thyroid Disease
(O Significant Weight Gain
(" Significant Weight Loss

UNLISTED MEDICAL CONDITIONS

S— (O Nicoting Replacement




MICHAEL J. PECORARO, MD
Sea Shore Plastic & Hand Surgery Center

MEDICAL INTAKE FORM, pg. 2

Today's Date:

GENITOURINARY

(O Frequent Urinatfon

O Kidney failure/dialysis
) Kidney Stones

(O Endometriosis

) Are you pregnant? N

RESPIRATORY

() Wheezing

() Short of breath on exertion?

(& Short of breath at rest?
O Asthma

(O Emphysema or COPD
() Sleep Apnea

NEUROLOGICAL

(O Seizures

{) Headaches

(O Migraine Headaches
(O History of fainting

PSYCHIARTRIC

"y Dementia
() Depression
{7y Anxiety

(O Other: tist

DERMATCL.OGICAL

(O Rash
() Acne
{7 Rosacea

(O Brown spots/sun damage

CANCER

MUSCULOSKELETAL

() Type:

(O Joint pain or arthritis () Other




MICHAEL J. PECORARO, MD
Sea Shore Plastic & Hand Surgery Center

MEDICAL INTAKE FORM, pg. 3 Today’s Date.:

Date of Birth:

Patient Name:

Drug Allergies/Intolerance. List reactions include metal allergies

Current medications with dosages, and Cver the Counter and Herbal/Homeopathic

Medication name Taken to Treat Medication name Taken to Treat

SURGICAL HISTORY

FAMILY HISTORY

Relationship Relationship
() Thyroid Cancer

(O Peptic Ulcers
() Kidney Stones
{ Pituitary/Pancreas/Adrenal Tumer

() Heart Disease

() Problems with Anesthesia
(O Bleeding Disorder

(O Cancer (specify type)

Authorization and Release

To the best of my knowledge, the questions on the form have been accurately answered. | understand that providing incorrect information
can be dangerous te my health. It is my responsibility to inform the office of any changes in my medical status. | authorize the healthcare
staff to perform the necessary services | may need and release information to others if necessary, for my care.

/Paqtient or Authorized Person Signature Date




HIPAA Notice of Privacy Practices

Seashore Plastie & Hand Surgerv Center
450 Jack Martin Blvd, Brick, NJ 08724
(732) 206-1800

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.

This Notice of Privacy Practices is NOT an authorization. This Notice of Privacy Practices describes how we, our

Business Associates and their subcontractors, may use and disclose your protected heaith information (PHI} fo carry cut

treatment, payment or health care operations {TPQ) and for other purposes that are permitted or required by law. It also

describes your rights to access and conirel your protected health information. “Protected Health Information” is
I information about you, including demographic information, that may identify you and that relates to your past, present or
i future physical or mental health condition and related health care services. :

USES AND DISCLOSURES OF PROTECTED HEATLTH INFORMATION

Your protested health information may be used and disclosed by your physician, our office staff and others outside of our :

office that are involved in your care and treatment for the purpose of providing Health care services to you, to pay your
heaith care bills, to support the operation of the physician’s practice, and any other use required by law.

Treatment: We will use and disclose your protected health information te provide, coordinate, or manage your health
care and any related services. This includes the coordination or management of your health care with a third party. For
example, your protected health information may be provided to a physician to whom you have been referred to ensure that
the physician hag the necessary iriformation to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For
example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to

I the health plan to obtain approval for the haspital admission.

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the
business activities of your physician’s practice. These activities include, but are not limited to, quality assessment,
employse review, training of medical students, licensing, fundraising, and conducting or arranging for other business
activities. For example, we may disclose your protected health information to medical school students that see patients at
our office. In addition, we may use a sign-in shest at the registration desk where you will be asked to sign your name and
indicate your plysician. We may also call you by name in the waiting room when your physician is ready to see you. Wea
may use or disclose your protected health information, as necessary, to contact you to remind you of your appoiniment,
and inform yon about treatment alternatives or other health-related benefits and services that may be of interest to you. If
we use or diselose your protected health information for fundraising activities, we will provide you the choice to opt out
of those activities. You may also choose to opt back in.

We may use or disclose your protected health information in the following situations without your authorization. These |}

situations include: as required by law, public health issues as required by law, comnmunicable diseases, health oversight,

abuse or neglect, food and drug administration requirements, logal proceedings, law enforcement, coroners, funeral j§
directors, organ donation, research, criminal ectivity, military activity and national security, workers® compensation, i

inmates, and other required nses and disclosures. Under the law, we must make disclosures to you upon your request.

Under the law, we must also disclose your protected health information when required by the Secretary of the Department

of Health and Human Services to investigate ar determine our compliance with the requirements under Section 164.500.

o s v st o e et

Revisad: 12/7/17

Healthcare Compliance Solutions Inc. 4885 S. 900 B #305A Phone: (801) 947-0183
www.hesiine.com Salt Lake City, UT 84117 Fax: (801) 943-65658
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USES ANB DISCLOSURES THAT REQUIRE YOUR AUTHORIZATION

Other Permiited and Required Uses and Disclosures will be made only with your consent, authorization or opportunity to
object unless required by law, Without your authorization, we are expressly prohibited to use or disclose your protected health
information for marketing purposes. We may not sell your protected health information without your authorization, We may not

use or disclose most psychotherapy notes contained in your protected health information. We will not use or disclose any of |

your protected health information that contains genetic information that wiil be used for underwriting purposes.

Yon may revoke the authorization, &t any time, in writing, except to the extent that your physician or the physician’s practice

¥ has taken an action in reliance on the use or disclosure indicated in the authorization.

|

YOUR RIGHTS

The following are statsments of your rights with respect to your pretectsd health information.

You have the right to inspect and copy your protected health information (fees may apply) — Pursuant to your written
request, you have the right to inspect or copy your protected healih information whether in paper or electronic format. Under
federal law, however, you may not inspect or copy the following records: Psychotherapy notes, Information compiled in

reasonable anticipation of, or used in, a civil, criminal, or administrative action or proceeding, protected health information §

restricted by law, information that is related to medical research in which you have egreed to participate, information whose

disclosure may result in harm or injury to you or to another person, or information that was obtained under a promise of J

confidentiality.

You have the right to request a restriction of your protected health information — This means you may ask us not o use o
disclose any part of your protected health information for the purposes of irsatmeént, payment or hezltheare operations. You may
also request. that any part of your protected health information not be disclosed to family members or friends who may be
involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request rust state the
specific restriction requested and to whom you want the restriction to apply. . Your physician is not required to.agres to your
requested restriction except If you request that the plysician not disclose protected health information to your heatth plan with
respact to healtheare for which you have paid in full out of pocket.

You have the right to request to receive confidential eommunieations — You have the right 1o request confidential
communication from us by alternative means or at an alternative lovation. You have the right o obiain a paper copy of this
notice from us, upon request, even if you have agreed to aceept this notice alternatively i.e. electronically.

You have the right to request an amendment to your protected health information — If we deny your request for
amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your staiement and
will provide you with a copy of any such rebutal,

You have the right to receive an accounting of certain disclosures — You have the right to receive an accounting of
disclosures, paper or electronic, except for disclosures: pursuant to an authorization, for purposes of treatment, paymert,
healthcare operations; required by law, that occurred prior to April 14, 2003, or six years prior to the date of the request.

You have the right to receive notice of a breach — We will notify you if your unsecured protected health information has been
breached.

You have the right to obtain a paper copy of this notice from us even if you have agreed to receive the notice electronically.
We reserve the right to change the terms of this notice and we will notify you of such changes on the following appoinfiment.
We will also make available copias of our new notice if you wish o obtain one.

COMPLAINTS

You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated
by us, You may file a complaint with us by notifying our Contpliance Officer of your complaint. We will not retaliate against

you for filing a complaint.

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal daties and
privacy practices with respect to protected health information. We are also required to abide by the ferms of the notice
currently in effect. I you have any questions in reference to this form, please ask to speak with owr HIFAA Compliance
Officer in person or by phone at onr maio phone number. Please sign the accompanyiag “Acknowledgment” form.
Piease note that by signing the Acknowledgment form you axe only acknowledging that you have received or been given

the opportunity to receive a copy of our Notice of Privacy I'ractices. Torm provided by: HCSI —§01947-0183 — hip;{fwww hesiine.com




MICHAEL J. PECORARO, MD
Sea Shore Plastic 8& Mand Surgery Center

Acknowledgement of Receipt of Nofice of Privacy Practices

| hereby acknowledge that | have raceived a copy of Dr. Michael J. Pecoraro Sea Shore Plastic & Hand Surgery
Center's Notice of Privacy Practices pursuanrt to HIPAA guidelines.

Print Name: Date:

Patient/Parent Representative Signature:

Name of Representative, if applicable Relationship:

« May we leave a detailed message for you at your home phong number?  YES NO
+ May we leave a detaifed message for you on your celi phone number?  YES NO

Patient Consent for use Credit Cards, Debit Cards & Financing Disclosure of Protected Health Information

It may become necessary to release your protected health information ta financial parties, credit card eniities,
banks, financing companies, when requested, to facilitate your payment. Services that are performed that are paid
with a credit card, debit card, or financing third-party are not eligible for payment challenges after services are
nrovided. By signing this form, | am irrevocably consenting to allow Michael J. Pecoraro, MD and/or Sea Shore
Plastic & Hand Surgery Center to disclose my protected health information to any Credit Card Entity, Bank, or
Financing Company when they reguest such information to process an account and assist with payment.

Patient Signature; Date:

Authorization for Release of Information

The Health insurance Portahility Act (HIPAA) regulates how your Protected Health Information (PHIY is "Used and
Disclosed.” The requlations are being enforced to protect your privacy, and Dr. Pecoraro and his staff are
committed to complying with all applicable laws and regutations. By complgting the appropriate lines below, you &re
allowing Dr. Pecoraro of Sea Shore Plastic & Hand Surgery Center to release limited health care information. You
may revoke this consent, at any fims, In writing, to the practice. |, , give my
consent to Michas! J, Pacorare, MD and his staff, to speak with family members/spouse regarding office visits,
procedures, appointment scheduling, collection of demographic information and billing inquiries.

List the nameas of people that we are aliowed to release information fo, and their relationship to you; list as
many or as faw &s you would fike, You do not need to name anyone If you do not want to.

Name Relationship
Nzme Relationship
Name Relationship

Date:

Print Patient Name:

Patient Signature:

Witness/Office Stall Signature




MICHAEL J. PECORARC, MD
Sea Shore Plastic & Hand Surgery Center

Authorization and Consent for Care

| request care from Michael J. Pesorare, MD for my medical care condition. This care may include medical tests,
exams, or other treatments that are needed for my condition. | agree to this care,

Agsignment and Coordination of Insurance Benefits- | agree to provide informafion regarding all group,
hospitalization, health maintenance organization, Wotker's Compensaton, avtemebils, and all other health care
benefits from insurance pians io which | am entitted. | hersby assign payment(s), if any, from my Insurance Plans(s)
to Michaet J. Pecoraro, MDD and/or Sea Shore Plastic & Harnd Surgery Center for services rendered fo me. The direct
paymant hereby assigned and autherized includes ahy Insurance Plan{s) benefits fo which | am otherwise entitled,
including any major medical benefits otherwise payable to me under the terms of my policy, but is not to exceed the
balance due to Michael J. Pecoraro, MD andfor S8ea Shere Plastic & Hand Surgery Center for services rendered fo
me during the applicable pericds of medical cars. | agree to lst my doctor submit claims and reguired treatment
infarmation to rmy insurance company, Medicare, or other third-party payment program for my care, and raceive
payments directly, | understand | must pay for all charges, co-payments, co-insUrances, and deductibles that are not
coverad by my insurance company, Medicare, or third-paity payment prograrm.

Unauthorized, Non-Covered, or Qut of Plan Services- | agres to be fully responsible for paymant to Michael J.
Pecorare, MD and/ar Sea Shora Plastic & Hand Surgsery Center, if my Insurance Plan{s) considers this appointment
or any services rendered a non-covered service, | alse understand and acknowledge that In the case of Out of
Plan/Metwork services, there may be reduced benafits and | may be required to pay a larger co-payment, co-
insurance or other charge. [r1 the event my insurancs Plan(s) doss not reimburss these services provided to me, |
acknowladge ! will be responsible for any remaining balance. | understand my Insurance Company does not
guarantae payment or consults and surgeties. | am responsible for any outstanding balances not paid by my
Insurance Company. | am responsible for all referrals (if applicable). | understand there will be a 1 % percent interest
rate for unpaid balances after 9C days. | understand that should my account go fo collections, will also be

responsible for alf court fees,

For Medicare Raclpients Qnly- | certify the information given by me in applying for payment under Title XVIII of the
Social Security Act is correct. ! request that payment of authorized Medicare Benefits be made on my behalf to
Michael J. Pecararo, MD and/or Sea Shore Plastic & Hand Surgery Center for any services furnished o me. |
autherize any holder of medical infermation about me to be released fo Centers for Madicare and Medicaid Services
and its agenis and any information needed to determine these benefits or the benefits payable for the related
services. |n case of Medicare Part B benefits, | request payment to Michael J. Pecorare, MD and/or Sea Shore

Plastic & Hand Surgery Centar.

Residents, Interns, or Medical Students- | understand rasidents, interns, medical students and other healthcare
professional students may participate, under the supervision of myself, in my care as part of Michael J. Pecoraro,

MD education program.

Pormission to Communicate with Your Primary Care Physician andfor Other Care Providers- [n order to
ensure continuity of carg, it is often necessary fo communicate information to your primary care physician, other care
providers, and to your insurance company. These communications may include information about your medical
treatrment. This informatlon Is limited to that which is necessary to the determination of coverage for and the
coordination of your care. Many insurance companies require us to document whether or not you will allow your
clinigian to communicate with your primary care physician and/or Health Insurance Company.

By signing below, | certify | have read and understand the foregoing, have had the opportunity to ask questions and
nave them answered and accapt the above conditions and terms and agree to pay all charges for which | may be
legally responsible including, but not fimited to health insurance deductible, co-payments, co-insurances, and non-
covered services. | alse agree in the event my account must be placed with an attorney or collection agency to
‘obtain payment, | will pay the reasonable attorney's fees and collection costs ncurred by Michael J. Pecoraro, MD
and/or Sea Shere Plastic & Hand Surgery Center. | understand and agree this document wili remain in effect for all
future physician office visits, procedurss, out-patient services to Michas! J. Pecoraro, MD and/or Sea Shore Flastic &

Hand Surgery Center, unless specifically rescinded in wriling by me.

Patient/Parent/Guardian Signature: 5(/ Date:

Ei

Print Patient Name:

Relationship to Patient




