World-class care.

Perimeter Drive Welcome Packet

The physicians and staff of the Ohio Orthopedic Center of Excellence (OOCE), welcome
you to our practice and thank you for choosing OOCE to assist with your orthopedic or pain
related needs.

If you previously have had x-ray or MRI testing, be certain to bring with you to your
appointment, the reports and images on film or disc. If you have not previously had x-ray and
your physician determines x-rays are needed, they may be performed the day of your
appointment.

The difference at Ohio Orthopedic Center of Excellence lies in our comprehensive full
service state-of-the-art facilities and exceptional personal attention to your needs.

The Ohio Orthopedic Center of Excellence Features:

= Board Certified, Fellowship Trained Physicians

= Digital X-Ray

= MRI Diagnostics

= Osteoporosis Diagnosis, Prevention and Treatment

= Physical Therapy Services

* Qutpatient Surgery onsite at the Ohio Orthopedic Surgery Institute

“World Class Care, First Class Caring” is the philosophy by which we approach each and
every guest who visits our facility.

Our entire team is dedicated to making this health care experience the best you have ever
had.

Thank you for the opportunity to be a partner in your road to recovery. Please, do not
hesitate to ask any member of our staff for assistance.

Sincerely,

The Physicians and Staff at the Ohio Orthopedic Center of Excellence

Ohio Orthopedic Center of Excellence

4605 Sawmill Road Phone 614-827-8700 6840 Perimeter Drive
Upper Arlington, Ohio 43220 Fax 614-827-8701 Dublin, Ohio 43016
www.ohio-ortho.com
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The Ohio Orthopedic Center of Excellence ... Our Areas of Expertise ...

Foot & Ankle Surgery (Physical Medidne & Rehabiittation Continued) (Shoulder Reconstruction Continued)
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Workand Sport Injury Metacarpal Fracture Fixation Degenentive Disc Dissase | CenvicalSpine Surgery advancesin wgzmhﬁmmémmm
mpres areable forward T reqvery,
e Lo sl Stenosisof the Spine LumbarSpine Surgery less pain, better motion, and longer lasting implants than ever
Physical Medicine & Rehabilitation e — gt ek I b bbbl e bl
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With specialized training in pain and function, ts” are Cc Fractures Disc Replacement each patient receives the most appropriate device and technique to
qualifitd experts in the non surgicaltreatment of injury orllness: P TS et
Chio Orthopedic Centerof Excellence physiatrists are specialty Spondylolisthesis Spinal Fusion
trained in the area of nerves, muscles, and bones and as such are Hemisted D Surgical Procedures:
ris in treating 3 wide of conditions from the back and Total Knee Replacement
neck to the extrernities with the goal of reducing pain and increas- 2
ing activity or performance without surgery. Shoulder Reconstruction Total Hip Replacement
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OOCE is pleased to offer educational information on orthopedic conditions and procedures. For your
convenience, this information is located in an “orthopedic educational animations” portal on our
website, www.ohio-ortho.com and can be viewed and even printed in a brochure format.




Ohio Orthopedic Center of Excellence Financial Policy

All new patients are required to present a copy of their health insurance card. If you are unable to do so,
you will be considered self pay and will be required to follow our self payment policy as explained below
under “‘Self Pay Patients”.

Co-Payments: If your insurance policy requires a co-payment you are required to make that payment at the time
of visit. We accept cash, personal checks, and Visa, MasterCard, Discover, and American Express credit
cards. If you are not able to pay for your co-payment at the time of service, you will be asked to reschedule
your appointment.

Worker’s Compensation Claims: If your injury is a work related injury we request that you notify the front
desk when checking in. We also request that you have available your worker’s compensation claim number, the
date of injury, and the name of the Managed Care Group that will be handling the claim. You will also be asked
to present a copy of your health insurance card for your records. If you claim is denied, you or your health
insurance will be billed.

Self Pay Patients: If you are not covered by a health insurance policy you will be required to follow our self
payment policy. This policy requires that all new patients pay a deposit of $135 at their first visit and $90 at any
subsequent visits at the time of check in. This is only a deposit and any balance over the deposit will be
billed to you. Any surgeries or diagnostic testing (EMG, MRI, Bone Density) require that you contact our
Billing Department to set up a payment schedule prior to the surgery. You can reach the Billing Department at
614-827-8700.

Auto Accidents and Liability Claims: If your visit is related to an auto accident or a liability injury you will be
required to follow our Auto Accident/Liability Claim policy which requires the same deposit/payment plan for
self pay patients. Please notify the front desk and they will give you a copy of the policy if you have not already
received one. You will be required to make these deposits at time of check-in. You will also be required to
present a copy of your health insurance card for our re cords. Be prepared to give information on the auto
insurance company and/or lawyer you are dealing with, phone number, contact name, claims number and any
other pertinent information related to your claim.

Forms Completion Fees: There is a fee for the physician to complete forms for you. The fee is $5.00 for each
page but will not exceed $25.00 for each set of forms. It is important all areas of the form to be completed by
you, is done at the time you submit for physician portion. This includes but is not limited to disability insurance
forms and family leave of absence forms.

Ohio Orthopedic Center of Excellence

4605 Sawmill Road Phone 614-827-8700 6840 Perimeter Drive
Upper Arlington, Ohio 43220 Fax 614-827-8701 Dublin, Ohio 43016
www.ohio-ortho.com



Ohio Orthopedic Center of Excellence

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

PLEASE READ IT CAREFULLY.

This Notice is required by the Health Insurance Portability and Accountability Act of 1996 to
inform you of your rights for privacy with respect to your health care information. This practice
has an obligation to maintain all medical information in the strictest of confidence. Our practice cannot
release information without your written consent, including medical records, conversations, reminder
calls, test results and other confidential issues. Patient information about health care is identified as
“PHI” or protected health information. This new policy requires that you, the patient, identify at the
time of registration with us specific information about release of information. You can change this
information at any time with written notification or verbal notification, followed up in writing.
Changes can only impact the care or information from that point forward.

Uses and Disclosures

Treatment. Your health information may be used by staff members or disclosed to other health care
professionals for the purpose of evaluating your health, diagnosing medical conditions, and providing
treatment. For example, results of laboratory tests and procedures will be available in your medical
record to all health professionals who may provide treatment or who may be consulted by staff
members.

Payment. Your protected health information will be used, as needed, to obtain payment for your health
care services. This may include certain activities that your health insurance plan may undertake before it
approves or pays for health care services we recommend for you such as: making a determination of
eligibility or coverage for insurance benefits, reviewing services provided to you for medical necessity,
and undertaking utilization review activities. For example, obtaining approval for a hospital stay may
require that your relevant protected health information be disclosed to the health plan to obtain approval
for the hospital admission.

Health care operations. Your health information may be used as necessary to support the day-to-day
activities and management of Ohio Orthopedic Center of Excellence. For example, information on the
services you received may be used to support budgeting and financial reporting, and activities to
evaluate and promote quality.

We will share your protected health information with third party “business associates” that perform
various activities (transcription services) for the practice. Whenever an arrangement between our office
and a business associate involves the use of disclosure of your protected health information, we will
have a written contract that contains terms that will protect the privacy of your protected health
information.

Other Permitted and Required Uses and Disclosures That May Be Made Without Your Consent,
Authorization or Opportunity to object.

We may disclose your protected health information in the following situations without your consent or
authorization. These situations include:




Required by Law. We may use or disclose your protected health information to the extent that the use
or disclosure is required by law. The use or disclosure will be made in compliance with the law and will
be limited to the relevant requirements of the law. You will be notified, as required by law, of any such
uses or disclosures.

Law enforcement. Your health information may be disclosed to law enforcement agencies, without
your permission, to support government audits and inspections, to facilitate law-enforcement
investigations, and to comply with government mandated reporting.

Public health reporting. Your health information may be disclosed to public health agencies as
required by law. For example, we are required to report certain communicable diseases to the state’s
public health department.

Health Oversight. We may disclose protected health information to health oversight agency for
activities authorized by law, such as audits, investigations, and inspections. Oversight agencies seeking
this information include government agencies that oversee the health care system.

Abuse or Neglect. We may disclose your protected health information to a public authority that is
authorized by law to receive reports of child abuse or neglect. In addition, we may disclose you
protected health information if we believe that you have been a victim of abuse, neglect or domestic
violence to the governmental entity or agency authorized to receive such information. In this case, the
disclosure will be made consistent with the requirements of applicable federal and state laws.

Coroners, Funeral Directors, and Organ Donation. We may disclose protected health information to
a coroner or medical examiner for identification purposes, determining cause of death or for coroner or
medical examiner to perform other duties authorized by law. We may also disclose protected health
information to a funeral director, as authorized by law, in order to permit the funeral director to carry out
their duties. We may disclose such information in reasonable anticipation of death. Protected health
information may be used and disclosed for cadaveric organ, eye or tissue donation purposes.

Worker’s Compensation. Your protected health information may be disclosed by us as authorized to
comply with worker’s compensation laws and other similar legally-established programs.

Inmates. We may disclose your protected health information if you are an inmate of a correctional
facility and your physician created or received your protected health information in the course of
providing care to you.

Other uses and disclosures require your authorization. Disclosure of your health information or its
use for any purpose other than those listed above require your specific written authorization. If you
change your mind after authorizing a use or disclosure of your information you may submit a written
revocation of the authorization. However, your decision to revoke the authorization will not affect or
undo any use or disclosure of information that occurred before you notified us of your decision.



Additional Uses of Information

Appointment reminders. Your health information will be used by our staff to call/send you
appointment reminders.

Who may we leave this information with over the phone?

Can we leave a message on voicemail or answering machine?

Can we email you with this information?

Information about treatments. Your information may be used to send you information on the
treatment and management of your medical condition that you may find to be of interest. We may also
send you information describing other health-related goods and services that we believe may interest
you.

Individual Rights

You have certain rights under the federal privacy standards. These include:
¢ The right to request restrictions on the use and disclose of your protected health information
¢ The right to receive confidential communications concerning your medical condition and treatment
¢ The right to inspect and copy your protected health information
® The right to amend or submit corrections to your protected health information
¢ The right to receive an accounting of how and to whom your protected health information has been
disclosed
¢ The right to receive a printed copy of this notice

Ohio Orthopedic Center of Excellence Duties

We are required by law to maintain the privacy of your protected health information and to provide you
with this notice of privacy practices.

We also are required to abide by the privacy policies and practices that are outlined in this notice.
Right to Revise Privacy Practices

As permitted by law, we reserve the right to amend or modify our privacy policies and practices. These
changes in our policies and practices may be required by changes in federal and state laws and
regulations. Whatever the reason for these revisions, we will provide you with a revised notice on your
next visit. The revised policies and practices will be applied to all protected health information that we
maintain.

Information Requests to inspect protected Health Information
As permitted by federal regulation, we require that requests to inspect or copy protected health

information be submitted in writing. You may obtain a form to request access to your records by
contacting our medical records department.



Complaints

If you would like to submit a comment or complaint about our privacy practices, you can do so by
sending a letter outlining your concerns to:

Office of Civil Rights — Regional Manager Department of Health & Human Services
233 N. Michigan Avenue, Suite 240 Chicago, Illinois 60601

Patient Information Manager
Ohio Orthopedic Center of Excellence
4605 Sawmill Rd., Ste.-100
Upper Arlington, OH 43220
614-827-8700

If you believe that your privacy rights have been violated, you should call the matter to our attention by
sending a letter describing the cause of your concern to the same address.
You will not be penalized or otherwise retaliated against for filing a complaint.

EFFECTIVE DATE 04/14/03
Revised 1/06 LA



Ohio Orthopedic Center of Excellence
Privacy Consent- For the Use and Disclosure of Protected Health Information

This consent is required by the Health Insurance Portability and Accountability Act of
1996 (HIPAA) to inform you of your rights for privacy with respect to your health care
information.

I hereby give my consent to OHIO ORTHOPEDIC CENTER OF EXCELLENCE to use
and disclose my protected health information for the purposes of treatment, payment and
operations of my healthcare and this practice.

Consent for treatment: I, with my signature, authorize Ohio Orthopedic Center of Excellence
and any employee working under the direction of the physician, for the purpose of evaluating my
health, diagnosing medical condition, and providing treatment.

Consent for payment and operations: I also authorize this practice to furnish my health
information as needed to obtain payment for my health care services. This may include certain
activities that my insurance plan my undertake before it approves or pays for health care services
we recommend, such as: making determination of eligibility or coverage for insurance benefits,
reviewing services provided to me for medical necessity, and undertaking utilization review
activities. I further consent to the use for any practice operational needs as identified in the
practice privacy notice. This release may include information about drug use/abuse, alcohol
use/abuse, mental health issues or concerns, AIDS or HIV status as pertinent to my medical care.

Consent related to the Privacy Notice: I have had a chance to review the Practice Privacy
Notice as part of this registration process. I understand the terms of the Privacy Notice may
change and I may obtain these revised notices by contacting the practice Privacy Officer by
phone or writing. I understand I have the right to request how my protected health information
(PHI) has been disclosed. I also have the right to restrict how this information is disclosed, but
this practice is not required to agree to my restrictions. If it does agree to my restrictions on PHI
use, it is bound by that agreement.

Patient Name Printed DOB:

Guardian Name Printed (if Applicable):

Patient/Guardian Signature: Date:

If not Patient, relationship:

Patient unable to sign due to: Refusal to sign Date:

Revised LA 6/27/05



PERIMETER ROAD OFFICE

6840 Perimeter Drive - Dublin, Ohio - 43016
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Our centeris on the right

Directions from West:
e Take I-270 North and take the 161 West (this
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e Followed by a left onto Perimeter Drive
e Qur centeris on the right




Patient Profile

Doctor: Appointment Date/ Time
Patient Information: Patient ID #: _ Med. Rec. #:
Name: Date of Birth:
Address: Social Security #:

Sex Marital Status:
City/State/Zip: Referring Physician:
Phone: " Home [ Work (] Cell {1 Other Primary Physician:
Phone: | Home [ Work (] Cell {] Other How did you hear about us?
Patient Employment: Primary Insurance:
Employed? [1Yes [INo Insured Party:
Place of Employment: Insured Phone:
Phone: ( ) Company:
Occupation: Address:

City/State/Zip:

Responsible Party: Same as Patient: ] Yes [JNo

Relationship to patient:

Relationship: Social Security #:
Name: Insured ID:
Address: Policy Group:
Date of Birth:
City/State/Zip: Co-pay:
Employer:
Phone: Secondary Insurance:
Social Security #: Insured Party:
Date of Birth: Insured Phone:
Company:
Emergency Contacts: Afldress: ;
City/State/Zip:
Name: Relationship to patient:
Phone: Social Security #:
Insured ID:
Relationship: Policy Group:
Date of Birth:
Co-pay:
DATE OF INJURY OR ONSET OF PROBLEM:
ACCIDENT RELATED: Y N WORK RELATED? Y N AUTO ACCIDENT? Y N
IF WORK RELATED INJURY:
EMPLOYER AT TIME OF INJURY: INDUSTRIAL CLAIM #

AUTHORIZATION: I hereby authorize OOCE, Inc. to furnish information to insurance carriers concerning this
illness/accident and assign to the doctor all payments for medical services rendered. I understand I am financially responsible
for all charges whether or not covered by my insurance

y 4
Responsible party Signature Date

FOR PATIENTS WITH MEDICARE, PLEASE READ AND COMPLETE THE FOLLOWING:

I certify that the information given by me applying for payment under title XVIII of the Social Security Act is correct. 1
authorize any holder of medical information about me to release to the Health Care Financing Administration or its
intermediaries or carrier, information needed for this or a related Medicare claim. I request that payment of authorized benefits
be made on my behalf. I assign benefits payable for covered Medicare services to the physician or organization furnishing the
services or authorize such physician or organization to submit a claim to Medicare for payment to me.

4

Responsible party Signature Date




- - Phone (614) 827-8700
4605 Sawmill Road Ohio Orthopedic Center of Excellence Fax (614) 827-8701

Uppar Arlington OH 43220 www.ohio-ortho.com
MEDICAL HISTORY Page1of2
The following information is very important to your health, please take time to fully and accurately complete this form.

PATIENT NAME: [rccounT no: [Date:
SS#: Referring Physician Information: Family Physician Information:
DATE OF BIRTH: Neme: Neme:
'Weight |HEIGHT |Age Address: Address:
[ LEFTHANDED [} RIGHT HANDED |~ Phone:
Occupation: Place of Employment:

MEDICATIONS (List all current medications - prescription and non-prescription, vitamins and supplements)

Medication Dose and How Often Medication Dose and How Often

ALLERGIES and REACTIONS (List allergies to Medications, Metals or Latex)

Name of Allergy ltem Reaction Name Allergy ltem Reaction

HISTORY OF PRESENT PROBLEM

Describe your problem or
freason for your visit.

Is your problem the result of an injury? If YES, how did the injury occur?

Date of Injury
[ | YES

_|:| riO — Where did the injury occur?{work, home, car etc)

EVALUATION OF PAIN / DISCOMFORT

What body part is affected? O LEFT [ RIGHT
When did the problem start?

When does the problem occur? |How long does it last?
What makes it feel better?

What makes it feel worse?

PAIN SCALE MILD MODERATE SEVERE

(Circle one number) NO PAIN 1 2 3 4 5 6 7 8 9 10 SEVERE PAIN
|What activities are you unable

to do because of pain?

Does pain wake you during sleep?  dNO

LAYES, Details:

PREVIOUS TREATMENT FOR THIS PROBLEM

Diagnostic Testing: O X-RAY OJCT UVRI O EMG U OTHER:

Medications:

Physical Therapy/ Location:

Other treatment for this injury: Names of Physicians
Have other Physicians seen you for this problem? QYES NO

Is this condition being covered by Worker's Compensation? AYES NO

Is there a lawsuit or litigation pending in regard to your injury? LYES NOo

Last Date Worked:
ICurrent Work Restrictions By Whom?

TURN TO COMPLETE PAGE 2 —

1 Pat. History Form Rev 3/03,4/05, 9/05, 1/06. 04/06, 10/06/09



Patient Name

Page 2
Patient Date of Birth

LIST PRIOR SURGERIES LIST BROKEN BONES

Description: Date: Description: Date:
Description: Date: Description: Date:
Description: Date: Description: Date:
Description: Date: Description: Date:

PAST MEDICAL HISTORY / CURRENT DIAGNOSES

Check all that apply

Parkinson's Disease
Pregnancy (Current or
recent)Date:

Loooooo

Parathyroid O Glaucoma
Fibromyalgia [ Multiple Sclerosis
Seizure Disorder [ Liver Disease
AIDS/HIV [ Hepatitis

1 Diabetes 3 Lupus [ Heart Disease ] Bladder Disease
[ Staph Skin Infection [ Cancer d liregular Heart Beat [ Kidney Disease
Thyroid (Hypo or Hyper) B Gout (1 High Blood Pressure 1 Prostate

] Heart Attack

] Stroke

[_]Blood Clots in legs or lungs

(] Vascuiar Disease (Circulation problems)

[ Rheumatoid Arthritis
[ Osteoarthritis
[ Osteoporosis
[ Skin Disorder

[ Stomach Ulcers [ Bleeding Disorder kd Bronchitis
O Gastrointestinal Disease  [] Physician treatment for Sleep Apnea [ Tuberculosis
Asthma [ Use a Breathing Aparatus at Night [ Other

L] Problems with Anesthesia in the past, if yes: 3 Confused O Qutofit 3 Nausea O Other

[FAMILY HISTORY

Blood Clots in legs or lungs A Cancer T Diabetes
[J Bleeding Disorder [Muscle or Bone Disease (1 Malignant Hyperthermia
Osteoporosis DHeart Disease D Other:

SOCIAL HISTORY

L1 Married 1 Single u Divorced L1 Widow/ Widower L1 Separated
RESIDENCE

] Alone I With Family ] With Friends ] Nursing Home Retirement Home
Name of assisted living facility: g Other:
USER OF:

Tobacco: [LJNo Alcohol:

lllicit Drug Use: I:l-No
dYes

3O No 3 Yes

J Yes Pks/Day:

Type: O Beer O Wine 3 Liguor # of Servings

# of years d Daily O Weekly O Other Type:
CURRENT SYMPTOMS Check all that apply (Review of Systems)
[ Weight loss or gain JFreguent or unusual headaches [ Nausea
[ Fatigue OHearing loss [JVomiting
Ll Fever (IMouth or dental infections [ Diarrhea-Chronic
[ Chills [JLoss of Vision [ Incontinence
[J Night Sweats JShortness of breath L Frequency of urine
1 Rashes (Difficulty breathing L Urgency of urine
] Birthmarks [dProductive cough ] Retention of urine
8 Open wound or sores Chest pain or pressure [ Pain with urination

Drainage irregular heart beat [ Paralysis
O Multiple joint pain (dSwelling of ankles [ Loss of sensation
L Multiple joint swelling JBlood clots in legs or lungs [ Depression
[ Multiple joint stiffness (Varicose veins L] Episodes of mania
[d Generalized muscle weakness  [Bleeding problems dInability to sleep
[ Deformity [ Traveled in past month L Other

how far?
Patient Signature Date

By signing this form | attest that the above information is true and correct to the best of my belief

HISTORY REVIEWED BY:

Name: Date
Name: Date
Thank You
2 Pat. History Form Rev 3/03.4/05, 9/05, 1/06, 04/06, 10/06/09




