Registration Forms

Date: (Please Print) Home Phone:
Patient Information
Name Soc. Sec. #

Last Name First Name Initial

Address City State Zip
Sex: OM OF Age: Date of Birth: O Single 0O Married O Separated [ Divorced
Patient Employed by: Occupation:
Business Address: Bus. Phone:
Referring Provider: Primary Care Doctor:
In Case of an Emergency who should be notified: Phone:
Primary Insurance
Person Responsible for Account:
Soc. Sec. # Relationship to Patient: Date of Birth:
Address (if different than patient):
Person Responsible Employed by: Occupation:
Business Address: Bus. Phone:
Insurance Company: Insurance Phone:
Contract # Group # Subscriber #
Names of other dependents covered under this plan:
Additional Insurance
Is patient above covered by additional insurance? O Yes [0 No
Subscriber Name: Relationship to Patient Date of Birth:
Address (if different from patient):
Subscriber Employed by: Bus. Phone:
Insurance Company: Insurance Phone:
Contract # Group # Subscriber #
Names of other dependants covered under this plan:
Assignment & Release
I, the undersigned certify that I (or my dependent) have insurance coverage with and

assign directly to Dr. all insurance benefits, if any, otherwise payable to me for
services rendered. I understand that I am financially responsible for all charges whether or not paid by
insurance. [ hereby authorize the doctor to release all information necessary to secure the payment of benefits.
I authorize the use of this signature on all insurance submissions.

Responsible Party Signature Relationship Date



Patient Name:

Confidential

Age: Date of Birth:

What is Your Reason for Visit?
Referring Physician Name/ Nombre Medico de referencia:

EMERGENCY CONTACT NAME/Contacto de emergecia:

Date of Last Physical Exam:

Today’s Date:

Phone Number/Numero Telefono:

Symptoms Check (\) symptoms patient currently have or have had in the past year.
General Gastrointestinal Eye, Ear, Nose, Throat Men Only

O Chills O Appetite Poor O Bleeding Gums O Breast Lump

O Depression O Bloating O Blurred Vision O Erection Difficulties

0 Dizziness

O Fainting

[ Fever

U Forgetfulness
(J Headache

O Loss of Sleep
O Loss of Weight
[J Nervousness
J Numbness

O Sweats

Muscle/Join/Bone
PPain, Weakness or
Numbness in:

J Arms [ Hips

O Back O Legs

O Feet [ Neck

0 Hands O Shoulders

Genito-Urinary

O Blood in Urine

O Frequent Urination
(I Painful Urination

O Bowel Changes
O Constipation

O Diarrhea

O Excessive Hunger
O Excessive Thirst
O Gas

O Hemorrhoids

O Indigestion

J Nausea

O Rectal Bleeding
O Stomach Pain

1 Vomiting

0 Vomiting Blood

Cardiovascular

O Chest Pain

O High Blood Pressure
O Irregular Heart Beat
J Low Blood Pressure
O Poor Circulation

O Rapid Heart Beat

0O Swelling of Ankles
O Varicose Veins

1 Lack of Bladder Control

O Crossed Eyes

O Difficulty Swallowing
O Double Vision
O Earache

O Ear Discharge

O Hay Fever

O Hoarseness

O Loss of Hearing
O Nosebleeds

O Persistent Cough
O Ringing in Ears
O Sinus Problems
2 Vision-Flashes
0O Vision-Halos

Skin

O Bruise Easily

O Hives

O Itching

O Change in Moles
O Rash

O Scars

O Sores That Won’t Heal

O Lump in Testicle
O Penis Discharge
O Sore on Penis

O Other

Woman Only

O Abnormal Pap Smear

O Bleeding between Periods
O Breast Lump

O Extreme Menstrual Pain
O Hot Flashes

O Nipple Discharge

O Painful Intercourse

O Vaginal Discharge

O Other

Date of Last Menstrual Period:

Date of Last Pap Smear:

Have You Had a Mammogram?
OYes ONo

Are You Pregnant?

OYes ONo

Number of Children:

Conditions Check (\) symptoms patient currently have or have had in the past year.
O AIDS O Chemical Dependency O High Cholesterol O Prostate Problem

O Alcoholism O Chicken Pox O HIV Positive O Psychiatric Care

O Anemia O Diabetes O Kidney Disease O Rheumatic Fever

O Anorexia O Emphysema O Liver Disease O Scarlet Fever

O Appendicitis O Epilepsy O Measles O Stroke

O Arthritis O Glaucoma O Migraine Headache O Suicide Attempts

O Asthma O Goiter O Miscarriage O Thyroid Problems

O Bleeding Disorder O Gonorrhea O Mononucleosis O Tonsillitis

O Breast Lump O Gout O Multiple Sclerosis O Tuberculosis

(3 Bronchitis [0 Heart Disease O Mumps O Typhoid Fever

O Bulimia O Hepatitis 3 Pacemaker 0 Ulcers
O Cancer O Hernia O Pneumonia O Vaginal Infections
[1 Cataracts 2 Herpes O Polio O Venereal Disease

Medications: List Medications you are currently taking. Allergies:

Pharmacy: Phone:




Family History Fill in Health Information about your immediate family.

Relation

Age

State of
Health

Age at
Death

Cause of Death

IFather

Check (V) if any of your blood relatives had the
following:

Disease Relationship

Mother

Arthritis, Gout

Asthmas, Hay Fever

Brothers

Cancer

Chemical Dependency

Diabetes

Heart Disease Stroke

Sisters

High Blood Pressure

Kidney Disecase

Tuberculosis

Other

Hospitalizations

Pregnancies

Year

Hospital

Reason & Outcome

Year of Sex of
Birth Birth

Complications (if any)

Have You Ever Received a Blood Transfusion?

0O Yes O No.
If Yes, Please give Approximate Dates:

Health Habits

Check (\) which you use and how much you use

N Habit Amount

Serious Illness/Injury

Date

Outcome

Caffeine

Tobacco

Street Drugs

Other

Occupational
Check (V) if your work exposes you to:

Stress Hazardous Substances

Heavy Lifting Other

Occupation:

To the best of my knowledge, the above information is complete and correct. I understand that it is my
responsibility to inform my if I or my minor child, ever have a change in health.

Signature of Patient, Parent, Guardian or Personal Representative Date

Please Print Name of Patient, Parent, Guardian or Personal Representative

Relationship to Patient

Reviewed By

Date



Pediatric History Form

Name/Nombre:
Age/lEdad Date of Birth/Fecha Del Nacimiento:
Weight/Peso: Heigh/Altura:

A. Birth History/Historia De Nacimiento

1. Any problems with pregnancy/Algun problema con el embarazo? O Yes/Si  ONo

2. How long were you in the hospital after birth/Cuanto tiempo estuvo en el hospital despues de el emparazo?

3. Was baby full term/Fue el bebe de tiempo completo? O Yes/Si [ No
If no, explain/y si no, explicar:

4. Birth weight/Peso al nacer? Birth length/Cuanto medio?

B. Growth and Development/Crecimiento Y Dearrollo

Age when first/Edad cuando primer:

Sat/se sento Walked/Camino Talked/Hablar

C. School History/Historia Escolar

Year in school/Ano en la escuela Nursery/Jardin de Infante

Grade Average/ Promedio escuela:

School Name/Nombre de la escuela:

School Problems/Problemas en la escuela?

D. Menstrual History/Historia Menstrual

Age 1* menstrual period? /Edad cuando tuvo su primer periodo menstrual

Date of first menstrual period/Fecha su primera menstrual

Date of last menstrual period/Fecha del ultimo periodo menstrual

Flow/Flugo: Light/Ligero ? Medium/Mediano ?  Heavy/Fuerte

Do you have a period every month? /Tiene un periodo cada mes? [ Yes/Si O No

E. Immunization History/Historia De Las Vacunas

Up-to-date/vacunas estan al coriente? [ Yes/Si O No



CENTER FOR PEDIATRIC ORTHOPAEDICS & SCOLIOSIS
1432 SOUTH DOBSON ROAD - SUITE 304 - MESA, AZ 85202
(480) 5127400 - (480) 512-7500 FAX

www.pedsorthopaedics.com

ROBERT P. HUANG, MD |
DIRECTOR OF ACADEMICS AND RESEARCH
PEDIATRIC SPINE AND SCOLIQSIS SURGERY

PEDIATRIC ORTHOPAEDIC SURGERY RANDALL SORRENTINO, PA-C
PEDIATRIC SPINE AND SCOLIOSIS SURGERY
J. HUNT UDALL, MD PEDIATRIC ORTHOPAEDIC SURGERY

DIRECTOR OF SPORTS MEDICINE PROGRAM
ADULT AND PEDIATRIC SPORTS MEDICINE
ADULT AND PEDIATRIC ORTHOPAEDIC SURGERY

Patients Name: Today's Date:
Date of Birth:
I acknowledge I am responsible for any

charges incurred under any of the following circumstances:

e Co-pay, co-insurance, balance from processed Insurance claim(s)

o Expired/terminated insurance

e No insurance coverage

¢ Insurance will not authorize/approve visit and/ or procedure/ supplies

e Primary care physician/ referral doctor does not carry AHCCCS insurance(s). I will be responsible for balance.

(Print Name) (Date)

(Signature)
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IPEDIATRIC ORTHOPAEDIC SURGERY RANDALL SORRENTINQ, PA-C
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J. HUNT UDALL, MD PEDIATRIC ORTHOPAEDIC SURGERY

DIRECTOR OF SPORTS MEDICINE PROGRAM
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Notice of Privacy Practices

To our Patients: This notice describes how health information about you as a patient of this practice may be used and disclosed and how you can
get access to your health information. This is required by the Privacy Regulations created as a result of the Health Insurance Portability and
Accountability Act of 1996 (HIPPA)

Our commitment to your privacy
Our practice is dedicated to maintaining the privacy of you health information. We are required by law to maintain the confidentiality of your
health information. We realize that these laws are complicated but we must provide you with the following important information.

Use and disclosure of your health information in certain special circumstances:
The following circumstances may require us to use or disclose your health information:
1. To public health authorities and health oversight agencies that are authorized by law to collect information.

2. Lawsuits and similar proceedings in response to a court or administrative order.

3. Ifrequired to do so by a law enforcement official.

4. When necessary to reduce or prevent a serious threat to your health and safety or the health and safety of another individual or the
public. We will only make disclosures to a person or organization able to help prevent the threat.

5. Ifyou are a member of U.S. or foreign military forces (including veterans) and if required by the appropriate authorities.

6. To Federal Officials for intelligence and national security activities authorized by law.

7. To correctional institutions or law enforcement officials if you are an inmate or under the custody of a low enforcement official.

8. For Workers Compensation and similar programs.

Your rights regarding you heath information

I. Communications: You can request that our practice communicates with you about your health and related issues in a particular manner
or at a certain location. For instance, you may ask that we contact you at home rather than work. We will accommodate any reasonable
requests.

2. You can request a restriction in our use or disclosure of your health information for treatment, payment, or health care operations.
Additionally, you have the right to request that we restrict our disclosure of your health information to only certain individuals involved
in your care, such as family members and friends. We are not required to agree to your request, however, if we do agree, we are bound
by our agreement except when otherwise required by law, in emergencies, or when the information is necessary to treat you.

3. You have the right to inspect and obtain a copy of the health information that may be used to make decisions about you, including
patient medical records and billing records, but not including psychotherapy notes. You must submit your request in writing to The
Center of Pediatric Orthopaedics and Scoliosis.

4. You may ask us to amend your health information if you believe it is incorrect or incomplete, and as long as the information is kept by
or for our practice. To request an amendment, your must be made in writing and submitted to The Center of Orthopaedics and
Scoliosis, 1432 S Dobson Suite 304, Mesa, AZ 85202. You must supply us with a reason that supports your request for amendment.

5. Rightto a copy of this notice. You are entitled to receive a copy of this Notice of Privacy Practices. You may ask us to give you a
copy of this notice at any time. To obtain a copy of this notice, please contact our office.

6. Rightto file a complaint. If you believe your privacy rights have been violated, you may file a complaint with the Secretary of the
Department of Health and Human Services. To file a complaint with our practice contact either Vanessa Viera, Practice Supervisor or
Heather Weatherford, Practice Manager. All complaints must be submitted in writing. You will not be penalized for filing a complaint,

7. Right to provide an authorization for other uses and disclosures. Our practice will obtain your written authorization for uses and
disclosures that are not identified by this notice or permitted by applicable law.

If you have any questions regarding this notice or our health information privacy policies, please contact Heather Weatherford at 480-512-7400.
I hereby acknowledge that I have been presented with a copy of The Center for Pediatric Orthopaedics and Scoliosis Notice of Privacy Practices.

Signature

Date:

Name of Patient:
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PEDIATRIC ORTHOPAEDIC SURGERY RANDALL SORRENTINO, P A-C
PEDIATRIC SPINE AND SCOLIOSIS SURGERY
J. HUNT UDALL, MD PEDIATRIC ORTHOPAEDIC SURGERY

DIRECTOR OF SPORTS MEDICINE PROGRAM
ADULT AND PEDIATRIC SPORTS MEDICINE
ADULT AND PEDIATRIC ORTHOPAEDIC SURGERY

To Our Patients and Their Families:

Thank you for choosing The Center for Pediatric Orthopaedics and Scoliosis as your provider of pediatric orthopaedics and spine care.
% We value your decision and would like to take this opportunity to provide you with some information regarding the accrual costs that

will be associated with your surgery and overall care.
For an outpatient procedure (same day surgery), the following charges apply:
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1) Surgeon

2) First Assistant (PA or RNFA)

3) Anesthesia

4) Hospital Operating Room (OR) time

5) Post Anesthesia Care Unit (PACU) time
6) Medication

7) Dressing

For an inpatient procedure (overnight hospital stay), the following charges apply:

1) Surgeon

2) First Assistant (PA or RNFA)

3) Anesthesia

4) Hospital Operating Room (OR) time

5) Post Anesthesia Care Unit (PACU) time

6) Medications

7) Dressings

8) Daily hospital charges for admission to and for each day spent in the Pediatric Unit (Peds Floor) at the Pediatric Intensive
Care Unit (PICU).

We advise you to contact your insurance company to determine which costs are and are not covered under your plan. If you have
any questions regarding your benefits, please call your insurance company’s member services department directly.

It is our commitment to you that we will use a hospital that is contracted with your insurance plan whenever possible. We will also
do our best to schedule an Anesthesiologist and First Assistant that are credentialed with your insurance plan; however there is no
guarantee that we will be able to schedule you child’s surgery with in-network providers.

Our office staff will ensure that your insurance company is notified of any scheduled procedure and will obtain prior authorization as
required.

Please contact our Billing Department with any questions or concerns at (480) 512-6506 with any questions you may have.

Patient Name Patient Signature Date



CENTER FOR PEDIATRIC ORTHOPAEDICS & SCOLIOSIS
1432 SOUTH DOBSON RD - SUITE 304 - MESA, AZ 85202
(480) 5127400 - (480) 512-7500 FAX

www.pedsorthopaedics.com

Financial Agreement for Fracture Care (Global method)

Our office makes every effort to follow the current coding practices for reporting medical services as dictated
by the Federal Government and the American Medical Association. These regulations can be quite complicated
and generate many questions from our patients. The purpose of this handout is to clear up any confusion caused
by these complicated rules regarding the billing of Fracture Care services.

A fracture or “broken bone” is most often diagnosed by x-ray and can vary greatly in severity and treatment
options. However for billing and insurance coding purposes, fracture care is considered surgery and is subject
to special “Surgical Package” rules, regardless of whether these services were provided at the hospital or in the
office.

An insurance claim for and Initial Fracture care will typically appear as follows:

1. Exam at the documented level for diagnosis / decisions about the best treatment options.

2. An X-ray often is used to diagnose the fracture and / or post fracture treatment X-ray to ensure proper
alignment/healing.

3. A Fracture Code will be assigned based on the site, type of fracture and whether the treatment is closed
or open. Open treatment is most often performed in an Operating room at the hospital. Closed
treatment often is done at the Emergency Department or in the Office. However, ALL fracture
treatment is considered “major surgery” and will often times be reported as surgery on your insurance
company’s Explanation of Benefits.

4. The Cast Application for the initial work of applying the cast is included in the above Fracture code at
no charge. Subsequent applications are separately reportable and billable.

5. Cast supplies are reported separately.

Subsequent Fracture Care: Most “routine” fractures will require several post operative visits which are
included at no charge in Fracture/surgical fee if related to the same diagnosis. Subsequent x-rays, cast
applications and supplies are separately billable. Some fractures may need additional surgery, procedures or
physical therapy that are not included in the fracture fees. There are special coding rules our office is required
to use to report those additional services.

This office is required by Federal Compliance laws to report the services provided based on the documentation
in the medical record. As a matter of policy, we cannot improperly alter a claim for the purpose of obtaining
payment. If you discover a bona fide billing error, duplicate charge or other posting error, we would greatly
appreciate bringing the matter to the attention of our Business Office staff for further investigation and the
proper corrective action.

Insurance coverage and payments amounts vary greatly by each payor. If you have any questions about your
particular coverage, it is best to check with your company’s representative. Our able and experienced Business
Office staff will be happy to assist you in the claims filing process for prompt adjudication and payment of your
insurance claim. Providing you with first in class healthcare is our top priority.

By Initially, I have read and understand the above guidelines for Fracture Care / Treatments.

{Guarantor Printed Name: )

Guarantor Signature Date Financial Counselor Signature Date




