Mk\ PATIENT DEMOGRAPHICS UPDATE FORM

pinnacle
orthoEaedK:s
Patient’s Last Name: First: Middle:
Street Address:

City, State, Zip:

Home Phone: Cell Phone:

May we leave a voicemail message? U Yes U No May we leave a voicemail message? U Yes W No

If yes, select type of message: O Brief O Extended | If yes, select type of message: d Brief 0 Extended
Date of Birth: Gender: U1 Male 4 Female

Marital Status: O Married O Single O Widowed O Divorced O Separated SSN:

Email Address: Preferred Language: O English ~ QSpanish QO Other

Who is your family doctor? First/Last Name/City ) ] )
Who referred you to Pinnacle? First/Last Name/City

Race: (Select one) Ethnicity: (Select one)
OAmerican Indian or Alaska Native QO Asian O Black or African American Q Hispanic or Latino
U Hispanic O Native Hawaiian or Other Pacific Islander 0O White QO Other Race Q Not Hispanic or Latino
Please complete if covered under Worker’s Comp: Address:
Employer Name: Phone Number:

Person Responsible for Bill: Birth Date: Home Phone:

Address (if different):

Primary Insurance Name:

Subscriber’s Name: Policy #: Co-pay:
$

Subscriber DOB: Group #: Groun Name:

Subscriber SSN: P '

Patient’s Relationship to Subscriber: Q Self QChild Q Spouse Q Other

Secondary Insurance Name:

Subscriber’s Name: Policy #: Co-pay:
$

Subscriber DOB: Group #: Group Name:

Subscriber SSN:

Patient’s relationship to subscriber: A Self QChild O Spouse O Other

Name of Friend or Relative: Relationship to Patient: Contact Number:

Name:

Phone: Fax:
Address:

Initial:




£

pinnacle
orthopaedics

(PLEASE READ AND INITIAL AT THE BOTTOM)

HIPAA - NOTICE OF PRIVACY PRACTICES & RELEASE AUTHORIZATION FORM

Patient Name DOB:

| authorize Pinnacle Orthopaedics & Sports Medicine, LLC to use and/or disclose the Protected Health Information (‘‘PHI’” or
personal medical records) only to the people I have listed on this form. This will include but not limited to medical records,
prescriptions or to talk on my behalf if I am not available.

(LIST SPOUSE IF YOU WANT US TO DISCLOSE INFORMATION TO THEM).

Name Relationship Phone
Name Relationship Phone
Name Relationship Phone

Authorization for release of your personal medical record information covering the period of health care.
(Select One)[] All of my medical records “PHI” Past, Present and Future Periods OR

[] From (Date) to (Date)

I hereby authorize the release of my personal medical information as follows:
(Select One)
L1 a. My complete health record “PHI” (including records relating to mental health care, communicable
diseases, HIV or AIDS, and treatment of alcohol/drug abuse). OR

[J b. My complete health record “PHI” with the exception of the following information
(circle as appropriate):
Mental health records Communicable diseases (including HIV and AIDS)
Alcohol/drug abuse treatment  Other (please specify):

This medical information may be used by the persons | authorize to receive this information for medical treatment or
consultation, billing or claims payment, or other purposes as | may direct.

This authorization shall be in force and effect until nine (9) months after my death or , (Date) at which time
this authorization expires.

| understand that | have the right to revoke this authorization, in writing, at any time. | understand that a revocation is not
effective to the extent that any person or entity has already acted in reliance on my authorization or if my authorization was
obtained as a condition of obtaining insurance coverage and the insurer has a legal right to contest a claim.

I understand that my treatment, payment, enroliment, or eligibility for benefits will not be conditioned on whether I sign this
authorization.

I understand that information used or disclosed pursuant to this authorization may be disclosed by the recipient and may no
longer be protected by federal or state law.

By signing below, | acknowledge that | have received a copy of the Notice of Privacy Practices on the date indicated and
authorize the release of PHI as described above.

Initial:
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(PLEASE READ BOTH SECTIONS AND INITIAL AT THE BOTTOM)

Patient Name DOB:

Text Messaging and Emailing Patient Information

We offer helpful administrative information by regular text messaging and email, like appointment reminders, medical records
request from patient, completed medical forms, etc. There is some level of risk that information in a regular text message or
email could be read by someone besides you.

Please answer both questions:

1) [ Yes - Please communicate with me by email, I understand it is my responsibility to make Pinnacle aware if my email
address changes. (The email listed on your demographic form.)

[ No — Please do not communicate with me by regular (unencrypted) email.

2) [ Yes - Please communicate with me by text message, | understand it is my responsibility to make Pinnacle aware if my
cell phone number changes. (The cell phone number listed on your demographic form.)

O No — Please do not communicate with me via text messaging.

24 Hour Cancellation and “No Show” Administrative Fee Policy

Each time a patient misses an appointment without providing proper notice, another patient is prevented from receiving care or
diagnostic testing. Therefore, Effective July 15, 2014, Pinnacle Orthopaedics reserves the right to charge a fee for missed
appointments (“no shows”) and appointments not cancelled with a 24-hour advance notice.

The following fees will be assessed for no-shows and late cancellations:

Physical Therapy $25.00
MRI and/or Arthrogram $150.00
Office Visits $25.00
EMG/NCS Test $75.00
Injections/Epidurals within 48-hour notice $150.00
Surgeries within 48 Hour Notice $500.00

“No Show” and late cancellation fees will be billed to the patient. This fee is not covered by insurance and must be paid prior to
your next appointment. Multiple “no shows” and late cancellations in any 12-month period may result in termination from our
practice.

Initial:
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Patient Name: DOB:

Pinnacle HealthShare Exchange (HSX) Patient Consent Form

Health Information Exchange (HIE) is the electronic sharing of health information between participating healthcare providers in
a way that ensures the secure exchange of health information to provide care to patients.

Example: We can pull information from the hospital, i.e. MRI reports, ER notes, etc.

Pinnacle Orthopaedics participates in a Health Information Exchange program. Please choose if you would like to Opt Out. If
you choose to Opt Out, health information about you will NOT be accessible to healthcare providers and other authorized users
through the HIE. HSX participants who search for information about you will receive a message informing them that you Opted
Out.

This request does not prohibit your healthcare provider from otherwise disclosing your medical information based on other
authorizations and applicable law, or by other methods.

Please select only if you choose to Opt Out:

(SKIP this section if you are not a student)

Were You Referred By a School or Team?

Please CIRCLE one of the following if you were referred by or attend the follow schools or teams:

Allatoona HS Hillgrove HS KSU Varsity Sports ~ Thunder/LB 3 Lacrosse
Atlanta Blaze Harrison HS Lassister HS Walker HS

Atlanta Storm Lacrosse Kell HS Life Univ Walton HS

Cherokee County Schools Kennesaw Mtn HS North Cobb HS Westminster HS

Cobb Atlanta Volleyball KSU Club Sports Sequoyah HS

Initial:




&\ (PLEASE READ BOTH SECTIONS AND SIGN THE BOTTOM CONFIRMING ALL PAGES)

pinnacle
orthopaedics PATIENT ACKNOWLEDGMENT
Patient Name DOB:

PAYMENT RESPONSIBILITY

Payment for services or the co-payment and/or the co-insurance is payable when service is rendered. Payment for medical services
is between Pinnacle Orthopaedics and the patient/responsible party. Therefore, Pinnacle Orthopaedics cannot accept responsibility
for collecting or negotiation settlement on any disputed (1) health insurance claim, (2) worker's compensation claim, (3) accidental
injury/iliness liability claim, (4) claim where patient is or will be represented by an attorney, and/or (5) claim to be settled in a
court of law.

Most insurance carriers require a written referral form from a Primary Care Physician in advance of service provided by Pinnacle
Orthopaedics. Patients or person responsible for the patient must (1) obtain physician referrals and (2) contact the insurance carrier
to verify benefits in advance of service. At the time of service, patients are responsible for payment for non-covered services,
deductibles and co-insurance. Patients are also responsible for any penalties imposed by their insurance company for seeing the
patient out-of-network. Pinnacle Orthopaedics will file a patient's insurance as a courtesy.

The patient or responsible party certifies that information provided relative to injury, illness, and insurance coverage is both true
and correct. By signing this form, the patient or responsible party authorizes payment of insurance benefits or proceeds from any
liability claim or legal or court settlement to be assigned to Pinnacle Orthopaedics to the extent that their charges are paid in full.

AUTHORIZATION TO RELEASE MEDICAL INFORMATION

| authorize the physician to release any record, x-rays, and photographs acquired in the course of my treatment to referring
physicians, insurance companies, hospitals or surgery centers. | authorize the release of all information necessary to transmit and
process claims electronically and/or through any other reasonable and customary means in order to secure payment.

PHYSICIAN ASSISTANTS
Pinnacle Orthopaedics utilizes Physician Assistants in our offices. Physician Assistants may provide care for you during your
office visit. By signing this form, you give permission to have Physician Assistants assist in your care.

CONSENT TO TREAT

| hereby volunteer consent to my treatment at Pinnacle Orthopaedics and authorize such treatments, examinations, physical therapy
and diagnostic procedures (including but not limited to the use of lab and radiographic studies) as ordered by my attending
/covering physician.

E-PRESCRIBING
Pinnacle Orthopaedics providers utilize e-Prescribing to electronically send an accurate, error free and understandable prescription
directly to a pharmacy. By signing below, you are providing your consent for the pharmacy e-Prescription

Signature Page

By signing this form, | verify that | am the person named above, or | am legally authorized to complete this form for the person
named above. | have read and completed all five forms and the information provided on these forms, and the preferences
expressed herein, are accurate to the best of my abilities.

Signature of Patient/Legal Guardian Date

Print Name of Legal Guardian Relationship to Patient



