COASTAL NEUROLOGICAL INSTIT LTE,P.C.

PATIENT PAYMENT POLICIES AND PATIENT ASSIGNMENT OF BENEFITS

his entire document befora si izning’

[t is very important for vou to read and understand ¢

As with any se rvice organization, our financi 1 oblizations must be met in order to provide medical sarvices today as well as the
d>

new sarvices of tomorrow. We take the res sponsibility of vour medical car € very seriously and this includes the accurate billins

(= 1l

and payment for onlv services tha: are ne ess ry. Because of the shift from the i Insurancs based pavment svs stem of the past to

- = '\L \

the more patient driven payment system of today the issue of pavinent is ofren unclear to patients. This shift in paver
r=s*\msibi1ir"e< now requiras you to Ia‘ n active role in tha bil ling and paymenz, Which means itis also v our responsibility to
now the benefits'coverage of vour insurance, Qur goal is to answer all of Cyour questions, limirs rprises, and most important v

take care of your health,

Financial Palicy:

I Co-pays. Based on your agresment with your insurance carrier we ara requu—ﬂd to collect your co-pay prior o service.
If you are unable to pay your co-pay, co- insurance, or deductible and your insurance raquires us to collect at the time of
serv 1 ¢ we will not provide vou medical care at CNT uni] youare ahizto do s Thl:. 15 a company policy and not »
physician decision. We mll not go ask the doctor, We will however raschadu Ie vour appointment as previously stated

2 CI for services rendered are filed as a courtesy to you. In order for this courtesy to work we MUSt receive [ﬂ\. I
nacessary demographic and erags 1'1€on“ahon from vou or the G"V"nhv of vour policy (i.e. snoua;) prior to vour
visic. Otherwise vour clain \'—:UI be denied and the balance for service rendersd will becoms vour responsibility to pay
at the time of service

3. All co-pays, deducri

ieductibles, co-insurance, previous balances, and fees for non-coverad sarvices are due ar the fime of vour
visit, [n the event we are unable to co'l ct your balance within 60 davs of the date of service we w li U your account
over ta ong of our collection azencies for collection. Any aqda fees associated with the ¢ 1€Ct of vour debr g C\[
will be entirely your responst DII‘W 11 addition to your initial debt, Collac tion fees can be a3 high as 33 -3} of vour tortal
unpaid balance. By signing below you agres to pa* your entirz debt within 60 days

[fvouarza Z\uch\,:ux recipient, we will hle vour claim v ,HL} vledicara

l.a 4

\ a3 r\q"LM Ir 15 your responsibility to notify
Medicare of your supplemental insurance. Normally, Medicars will forward your claims to your supplemenra carrier
for processing co-insurance or dedus.n les. Thm doea Lot guarantes your su meent will pay these balances, In the
event of nonpayment your supplemental balance will remain the patient’s responsibility and payable EBibiee Som
CNIL

5. Services we provide may not be coverad by your insurance. We will make ey ery effort to inform you whep your
insurance company will not cover our services. In the event your insurance comp"l ny does not cover the services

provmed by CNT, you will be responsible for these charges. It is vour rasponsibility to know the benefits / coverage of
your insurance. Coastal Neurological Institute, P.C. will maka every effort to obtain any NECeSSary prior aut hgnzanonb
before a service is performed. However, CNT will not be responsible for any necessary prior authorizations required by
your insurance company that were not obtained.

Assignment of Insurance Benefits:

CNTmust obtain and maintain a new signature each year to accept assignment of benefirs from Medicare or agy other insurance
eriity. By signing below, you authorize your insurer of other payer for services (Medicare, Medicaid, etc.), whether or not
specified herein, to make pavments directly to the holder (CNI) of this assiznment rather that to the undersigned, You recoonize

that you, separately and / ot jointly, remain financially responsible to CNI for any charges

Patient Signaturs: Date:

Patient’s Legal Guardian: e

Relationship to Patient:




NOTICE OF PRIVACY PRACTICES

V MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU

THIS NOTICE DESCRIBES HOW
PLEASEREVIENW IT CAREFULLY,

CAN GET ACCESS To
THIS INFORMATION. PLEASE

HOW VWE MAY USE AND DISCLOSE MEDICAL 1N FORMATION ABOLUT YOU. The following cars
lical in

Warsthat we use and disa ose

vide mor

mmaticn. For each catzzory of uses or disclosurss, we will elabarats on the meaninz and [r tragquest. Not every use or

disclosura ina carazory will be listed. Howsaver, all of the WAS w2 are permintad 1o use and diselose mation wil] fall wi zores. We must obraig
veur autherization before the use and disclosure of any psvehotherapy nores, uses and diszlosuras of PHI for ma ekating pu 525, and disclosurs thag constitute a sals of
PHL Uses and disclosures not deseribed in this Notice of Privacy Practices will be mads only with a ion from the individual,

2may be billed 1o and

d
For Payment. We may use and diselose madical information about ¥ou se that the treatmen; and seriioe:
3 Laat we can get pa

1

be coliectad from vou, an insurance cempany ora third pary, For example: we max diselose vour resor

o

For Treatment. ¥'e mav use medizal informarion abaur ¥ou to provide you with medical traa:
d

ion about you 1o
orexample, we may discloss

2es. We may disclose medical infan
doctors, nurses, technicians, medical students, or other pcr‘lsannsl who arz i'm'ol'—'ed i_r: taking carz of vou at the Pr:l_c[:?c_‘e or the hospizl.
rmation about vou to pecple outside the Practics who may be invelvad in vour medical earz, such as amiiy members, ¢l

I

madical i
of your cars. -
For Health Care Operations. We may use and diselosa madical information about you for kealth care operations. These uses and disclosurss gpa NECESSAy to run the
Praztice and ensure that all of our patienss raceive quality carz. We mav also diselose information to doctors, nurses, tec hricians, medical students, and other Practice
personnel for review and leaming purposes. For example, we may ravisw your record o assist our qualind improvement efforms, WHO WILL FOLLOW THIS
NOTICE. This notice deseribes our Practice's palicies and procedures and that of any health care professional authoriz=d ¢
1av mamber ofa voluntzzr zroup which we allow to help vou, as wall as all employess, staff and ocher Practice persennel,
POLICY REGARDING THE PROTECTION OF PERSON AL INFORMATION, We craate a racord of the care and ser

2c0 CIVICEs You ravajva gt the Practice, We nes
this rzcord in order to provide vou with quality carz and o comely with certain legal requiraments. This notice apeliss to all ofthe records of vour cps 22neratad by the
Practice, whether made by Practice persannel or by your persoral doctor. The law requires us to: mak2 sur= that medical information tha
aive you this cotice of cur lezal duties and privacy practices with rzspect 1o medicnl infarmation about vou: and w Fallow the terms of the notjee thar s currzndy in
" ot Other wavs wa may use ordisclose vour protacrad healthears ing 2d by law; for health-ralated benefirs and
rices: to individuals involved in your carz or pay

sand for trearment alrer auives. Other ysas
osures of your personal information could include disclosure o, or for: coroners, ma
itary and veatzrans; n:

erz¥ orother persons that ars part

0 enter information ingg ¥our medical char,

videntifies vou i3 Kept privats:

rratien include: appointnent raminders; as requ

at for vour cars: researcly: to guerr g serious threar to health

2alth oversish; activii=s; law

enforzement; law

compensation.

nal security and incellizane

s pubiic health risks: and worksr's

NOTICE OF INDIVIDUAL RIGHTS

You bave the following dzhes rezacding medical information we maintain about you:
Rizhe to a Paper Copy of this Notice, You havea the right ta a paper copy ot'.[h‘is notica, Y
Right to Inspect and Copy. You hava the right to inspect and copy medical information th
rgquest o inspect and copy in certain vary limited circumstances, o . o
Ri;,rht to Amend. [f vou 22l that medical infonm_uiar_n we have abm.;[ vou is tncorrect or incomplets, vou mav ask us to amend the Jniolmm'iar.. ‘.r'ou have the rizht 1o
r2quest an amsndiment for as lonz as the information is kepe by, or for, the Frgcu_c:. To r2quest an amendmer, ¥our reguast must be made in writing and submimed 1o
the Privacy Otficar and vou must provide a r2ason tha SUppaITs YOur raquest, "-‘\r? may deny vour requc;st foran _umcndm:‘nt. ‘

Right to Request Restrictions. You have the rizht to request; resiriction or [a_mlt:!nc.m on L_he me ;:lt information w2 usz or disclos 120

or health carz operations. You al50 have the rizht to raquest a limit on the mecical information we disclose about you to semeons whe 15 involved in vour cara or the
paymment for your care, like a family member or friend. e are nos requirzd to agrez 1o your request, [Fwe do agres, wa will comply with yoyr request unless the
information 5 nesded to provide vou emerzency traatment. To r2Guest rastrictions, you must make ¥OUL request in writing to the P vacy Officer,

Right to Request Remaval from Fundraising Commu nIca[igns. You h;'x\.e t.hc right to opt out of receiving tuqrj‘r:qug COMIMUNICALOns from the Practica,

Rizght to Restrict Disclosures to Flaalth Play. ‘:'o_u have ‘rhe'n-zht fo restrict d13c[o§uras ot'PH.I to & health plan if the diselosurz is for p
and pertains to a health carz it=m or servica for which the Lndl':’td!.l.]': has paid out of pockat in mll._ ) .

Right to Request Contidential Communications. You have the n_gl}t to request that we comununieate with vou about medical man
location. You must maks your request in writing and you must specity how or where you wish to be conie t::d. o A

Rizht to an Aceounting of Disclosures. You have the rizht to raquest an "qccoun[tng of\'l'isclo;;gres." This is a list Ot‘fhc dlsclusuyes e made of medijcg| information
about you. To raquest this list cr accounting of disclosurss, you must submit YOUT request in writing to the Prvacy Otficer. CHANGES TO THIS NOTICE, wa
reserse the rizht o chanzz this notice. We will post a copy of the currant notice in the Practjcs's waiting room. COMPLAINTS. [f you beligve your privacy rizhts have
besn violated, you may file a complaine with the Practica or with the Secrstary of the Department of Health and Human Services. Ta filea complaint with the Practice,
contact Lacey E. Nowrell, Pivacy Officer, 251-450-3700 3330 Dauphin Street Bldg A, Mobile, AL 36606, All complaints must be submitted in writing. You will ot he
penalized for filing a compiaint. OTHER USES OF MED [CAL INFORMATION, Other uses and disclosurss of medicu] 'Lnfo_rmu[‘iot‘l fot coverad by this notice or
the laws that apply to use will be made oaly with your writtan authorization, [£ you provide us permission to use or disclose medical Information abeut you, you may
revoke that permission, in writing, at any time. ‘ ) ] ) -

[f you have any questions about this notice or would like to rac eive a more detailed explanation, please contact our Privacy Officer.

At imay be used o mak

may deny vour

< about vou Far tr2atment, payiment

vment of health cara operations

215 in 3 cemain way arataceriin

Lacknowledzz by Azresing below that [ have receivad the Notice of Privacy Practices and Notice of Individual Rights

Puatient or Guardian Signature: Date:




COASTAL NEUROLOGICAL INSTITUTE, P.C.

CONSENT FOR TREATMENT AND RELEASE OF INFORMATION

[ AUTHORIZE Coastal Neurological [nstitute, P.C. to perform medical treatment,

| CONSENT Coastal Neurological Institute, P.C. to use and disclosure of all individually identifiabls p

sonal, health, financia!
and demographic information (known as Protected Health Information or PHI) for the pu

rposas o

-~ Providing medical treatment

~ Obtaining paymentand reimbursement

~ Obtaining authorizations from my insurance

- Requesting healthcare services from othar providers

# Cooperating with other providers in my medical treatmant

#  Fulfilling raquests for information when specifically authorized by me
-~

[naddition, doing all other things directly relatad to providing healthcare to ma (messagss, reminders)

above purposas and all othar uses are known collectively as Treatment, Payment and Other Healthcare Operations or TPO
thisinformation may includz or be related to psychiatric or psychosocial impairments, substance abuss, human
immunodeficiency virus (HIV), HIV related opportunistic infection or pregnancy. You may review or recajve acopy of our
entire Notice of Privacy practices upon raquest.

[AUTHORIZE any physician or healthcare facility to provide upon request an PH! to Coas
v phy I ;

tal Neurolozical [nstitute, P.C. whap
needad for the purpose of TPO.

[CONSENT to Coastal Neurological [nstituts, P.C, discussing any or all of my madical care includinz my evaluation, treatment,
diagnosis even if relatad to psychiatric or psychosocial Impalrments, substance abusz, human im munodeficiency virus (HIV),
HIV related

HIV related opportunistic infactions or pregnancy with the following personal contact(s) :

elationship: Phons £
. e e
Relationship: Phone #:
. = T e
Relationship:

=,
2,

e e o PRGN
poemes e

Lo =

Thave been given the opportunity to review and agree with the terms and conditions of Coastal Naurological Instityta's Patient
Information Protzction Plan.

lundzrstand my rights to restrict the use and disclosure of PH] and to revoke this consant at ay time in writing,
[understand thatshould I choose not to consent to the terms and conditions of Coastal
Patient Information Protection plan, the practice has the right to and will withhold tre
by law.

Neurological Institute, P.C.’s
atment except where required

FRINT PATIENT/GUARDIAN NAME

PATIENT/GUARDIAN SIGNATURE DATE:

The Health Insurance Portability and Accountability Act of 1996 prohibits the use and disclosure of protectiye health
information for treatment, payment and other healthcare operations without a signed consent and prohibits the use and
disclosure of protective health information for non- healthcare related activities without specific and explicit
authorization.

By supplying my home phone number, mobile phone number, email address, and any othern

information, T authorize my health care provider to employ a third-party automated outreach & messaging system to use
my personal information, the name of my care provider, the time and place of my scheduled appointment(s), and other
limited information, for the purpose of notifying me of a pending appointment, missed appointment, overdye we|
orany other reasonable healthcare related communication. I also autho rize my healthcare provider to disclosa to third
parties, who may intercept these messages, limited protected health information regarding healthcare events, unpaid
balances, missed appointments, and to leave a reminder message on my voicemail or answering systemif[ am unavailable
atthe number provided by me.

Iness visit,



Medicare Part B

EXTENDED PATIENT SIGNATURE AUTHORIZATION

TO COMPLETED BY PROVIDERS OF SERVICE — Please PRINT or TYPE

Provider’s Name (If you are a DME supplier, please complete certification at bottom of page)

Provider’s [.D. Code

COASTAL NEUROLOGICAL INSTITUTE, PC

D549

Provider’s Address (Street, City, State, ZIP Code)

3280 Dauphin Street Bldg A, Mobile, AL 36606-4060

Beneticiary’s Name

Medicare HI number Applicable MEDIGAP group number

TO COMPLETED BY BENEFICIARY OR AGENT — Directions For Payment Of Benefits And Release Of Medical Information

STATEMENT
FOR
PAYMENT
OF
MEDICARE
BENEFITS

skesfockskok sk dkokokok ok

STATEMENT
FOR
PAYMENT
OF

MEDIGAP
BENEFITS

I request that payment of authorized Medicare benefits be made either to me or on my behalf to

Dr. or to . (the
Supplier) for any services or items furnished to me by the physician or supplier. I authorize any holder of medical
information about me to release to Health Care Financing Administration and its agents any information needed to
determine these benefits or the benefits payable for related services.

I request that payment of authorized MEDIGAP benefits be made either to me or on my behalf to

for any services furnished to me by the physician/supplier.

I authorize any holder of medical information about me to release to (name of MEDIGAP insurer)
any information needed to determine these benefits or the benefits

payable for related services.

Signature of Beneficiary/or person signing for Beneficiary Date signed

Address of Person Signing For Beneficiary (Street, City, State, Zip Code)

Relationship Of Agent To Beneficiary

Reason Beneficiary Is Unable To Sign

IMPORTANT INFORMATION FOR PHYSICIANS

In submitting claims under this procedure, PHYSICIANS undertake:

1. To complete and submit promptly the appropriate Medicare billing form for all services covered by the request for payment - even those in
which the physician has not accepted assignment.

2. Toincorporate, by stamp or otherwise, information to the following effect on any bills they send to Medicare patients: “DO NOT USE THIS
BILL FOR CLAIMING MEDICARE BENEFITS. A CLAIM HAS BEEN OR WILL BE SUBMITTED TO MEDICARE ON YOUR BEHALFE." This
requirement is necessary to prevent patients from submitting duplicate claims.

3. To cancel the authorization on request by the patient.

4. To make the patient signature files available for carrier inspection upon request.

IMPORTANT INFORMATION FOR SUPPLIERS

1. Only use the extended patient signature authorization for assigned claims.
2. Renew the patient signature agreement if a new item is rented or purchased.
3. Place alongside the beneficiary’s signature the following statement: “RESPONSIBLE FOR OVERPAYMENT ON ASSIGNED CLAIMS ACCEPTED.”

DURABLE MEDICAL EQUIPMENT SUPPLIERS AGREEMENT

NOTE: THE FOLLOWING STATEMENT MUST BE SIGNED BY THE DME SUPPLIER PRIOR TO AUTHORIZATION OF PAYMENT FOR RENTAL OR

DURABLE MEDICAL EOUIPMENT IN ASSIGNMENT CASES.

This supplier assumes unconditional responsibility for refunding of all overpayments for assigned claims for rental of durable medical
equipment that may result from the failure of the Carrier to receive prompt notice of the return of; or the end of need for the rental of
equipment, or the death or institutionalization of the Beneficiary.

Signature of Durable Medical Equipment Supplier Date Signed

MCB-56 (Rev. 7-92)

Form Approved OMB 0938-0222




PATIENT FORM

PATIENT NAME: D.0.B

A D 1 O{S C \I_F E '
__—___—___'___“

MEDICATION LIST: / DOSE: HOW TAKEN:

PHARMACY: LOCATON/NUMBER:

Are you having Difficulty with balanca? v/
Do you have episadas with dizziness? y/n
Hav2 you experienced blackouts? Y/ N

Fallsin tha past 12 months? Y / N

MEDICATION ALLERGIES:

SURGERY LIST:

FLEASE CIRCLE; MARRIED / DIVORCED/ SEPARATED / WIDOW / SINGLE
DO YOU HAVE CHILDREN: YES /NO NUMBER OF CHILDREN:
OCCUPATION: FULL / PART-TIME DISABLED / RETIRED

HEIGHT: WEIGHT: RIGHT / LEFT HANDED



