Intake MICRONEUROSURGICAL CONSULTANTS, P.C.  pTiD#

Physician and Surgeons
Entered Y 9 DOCTOR:
Scan St Vincent Office Providence Portland Medical Center
9155 SW Barnes Rd., Suite 440 5050 NE Hoyt St., Suite 418
Emport Portland, Oregon 87225 Portland, Oregon 97213
Phone:: (503)-297-3766 Phone:: (503)-297-3766
Date : ' Referring Physician: Phone :
Primary Care Physician {If different) Phone :
Patients Name: Last First Middle Sex Birth: Mo Day Yr Age
Mailing Address: Street City State Zip
P.O. Box City State Zip
Celi # Please put an "X"in the box next |S.5.# Empioyer
to your preferrred contact number. -
Home # Cceupation
Work #
Spouse's Name Last First Middle Cell # Birth: Mo Day Yr Spouse SS #
Work #
Spouse's Employer Emergency Contact Name Relation to Patient
Emergency Contact Celi # Emergency Contact Work # Emergency Contact Home #
Work Comp Injury? s
No Yes Date
Auto Accident? Other Accident?
No Yes Date Time No Yes Date
* Workers' Compensation and motor vehicle patients must also provide health private Insurance Informarion (l.e. Elue Cross, etc)
If Injury Place:
Time

How Occurred:

Altorney Name and Address: Phone #

* All patients must provide a copy of a valid insurance card and photo ID

Pimary Insurance Phone # Secondary Insurance Phone #
Policy Holder Name  Last First - Policy Holder Name  Last First

Policy or 1D # or Claim # Insureds Date of Birth Policy or ID # insureds Date of Birth
Group # Greup Name Union Local # Group # Group Name Union Local #

| authorize Microneurosurgical Consultants, P.C. to furnish insurance carriers any information concerning my iliness, injury or medical
care requested to secure insurance benefits. | also assign medical benefits, including major medical benefits, to Microneurosurgical
Consultants, P.C. as billed. | understand that should a referral not be secured, | will be financially responsible for this offce visit and
other costs (such as lab and x-ray) related to this visit. | understand that [ am personally responsible for all charges by my medical
provider whether or not paid by my insurance and assure payment of the bill within 75 days of receipt.

Signature Date

Rev. 8-10-09



Microneurosurgical Consultants, P.C.
Physicians and Surgeons

9155 SW Bames Road, Suite 440 5050 NE Hoyt St., Suite 418

Portland, OR 97225 _ Portland, OR 97213

{503) 297-3766 Phone: (503) 297-3766
FINANCE POLICY

Medicare: Microneurosurgical Consultants, PC is a participating clinic and accepts assignment on all
Medicare claims. You will be responsible for the 20% co-insurance that is not covered by Medicare. We
will bill any secondary insurance you have that covers your 20%.

Commercial Insurance: Microneurosurgical Consultants, PC will bill your private insurance company for
you, provided you supply Microneurosurgical Consultants, PC with current and correct insurance
information. You will be expected to answer inquiries from your insurance company in a timely manner.
Please be aware that your insurance policy is a contract between you, your employer, and the insurance
company, and that ultimately you are responsible for payment of your account.

Workers Comp: Microneurosurgical Consultants, P.C. will bill workers comp insurance if there is an
acceptance notice on file for & current and active claim. If you do not have private insurance, and if no
open claim has been established with your workers comp carrier, you will be responsible for a $500.00
deposit on vour consultation; and if surgery is required, you will be responsible for a down payment of %%
the cost of surgery before a surgery date can be obtained. The remaining balance will require your
signature on a payment arrangement agreement.

Motor Vehicle Insurance: Microneurosurgical Consultants, PC will bill your MVA. insurance carrier. 1f
you have private insurance, we will bill that carrier for charges that exceed your PIP. If you do not have
private insurance, you will be responsible for a $500.00 deposit on your consultation. If your PIP is
exhausted, and you do not have private insurance, you will be considered a self pay/uninsured patient.

Self Pay/Uninsured: Microneurosurgical Consultants, PC agrees to work with our patients on a reasonable
payment plan for services. You will be responsible for a deposit of $500.00 on your consultation, and if
surgery is required you will be responsible for a down payment of ¥4 the cost of surgery before a surgery
date can be obtained. The remaining balance will require your signature on a payment arrangement
agreement.

Co-payments: Any co-payments are due at the time of your appointment. Effective 8/26/2009, any
unpaid co-payment will be billed an additional $25.00, per occurrence, unless paid within 30 days service

was rendered.

Disability Forms: Please allow 7 to 10 working days for completion. There will be an administrative fee
of $10.00 that must be pre-paid.

NSF: There is a $25.00 fee for any retumed checks.

No Show/Not Cancelled Appointments: Microneurosurgical Consultants, P.C. may charge a fee of
$250.00 for any appointment that was not cancelled within an at least 24 hours of appointment.

Medical Records: Please allow 30 days for medical record requests to be filled.

Refunds: Overpayments on your account created by payments from you will be refunded within 30 days
of our discovery of a credit balance. '

I have read and understand the finance policy for Microneurosurgical Consultants, P.C.

Signature Date

Revised 8.25.09 km




Microneurosurgical Consultants, P.C.
- 9155 SW Barnes Road, Suite 440
Portland, OR 97225
(503) 297-3766 (800) 421-1101
- Fax: (503) 297-8148

SURGERY FINANCE POLICY

Yoﬁr doctor may discuss surgery with you; the following are some answers to some
questions you may have regarding our office policy for surgeries.

Pre-authorizations: It is our office policy to pre-authorize your surgery with your
insurance company prior to setting a date for your surgery. This helps so that when the
surgery 1s scheduled there is little chance that it will have to be re-scheduled because of
insurance issues.

Estimate of cost: If a patient would like an estimate of what their out of pocket will be
we can do that by having one of our billing staff contact your insurance, give them the
codes we might use and then they will be able to give us an estimate of your cost.
Remember this will only be an estimate. If a patient does not have any insurance or they
only have a Motor Vehicle Insurance a deposit of 2 the cost of surgery will be required
before any date for surgery can be obtained. L
Other charges outside of surgeon: Please be aware that the estimate that is given you
will only be for the surgeon’s charges. You will receive separate billings for the facility:
(hospital), anesthesia and if there is an assistant surgeon required. Also any lab work or
x-rays that are taken will be a separate billing: '

The doctor’s secretary will contact you about the -particulai's of time and place of surgery
when the pre-authorization process has completed. Please feel free to contact the
secretary or billing should any questions arise before that time.

I have read and understand the finance pohcy for Microneurosurﬂlcal Consultants,
P.C.

Signature Date



MICRONEUROSURGICAL CONSULTANTS, P.C.

9155 SW Barnes Rd Sulte 449

:--_ToddA. Kuether 'MD. R
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Michael Sandquist, M.D. ' . : o i
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 ACKNOWLEDGEMENT OF RECEIPT

'. 3 I have recelved a copy of the N otlce of Prlvacy Practlces of Mlcroneurosurgwal Consultants, P C -
. and i understand that 1 have the rzﬂht to review the not1ce before I mgn this form of acknowledoement. .

a I understand that the terms of the Notlce mdy Change and that I may rec:elve a copy of any rcv1sed
' N0t1ce by maﬂ upon Verbal request : . . i Lo B

'Prowdence Portland Medlcal Center-
5950 N.E. Hoyt St., Suite 418
Portland, O_r.eg.on 97213
Phone: 503-297-3766

2-28-09



NOTICE OF PRIVACY PRACTICES

Mlcroneuresurglcal Cﬂnsultants. P.C (MICRO) | S " -

MICRO and lts healthcare prowders are reqmred by law to mamtam'the prwawy of your med:cal
" information. 'We also are reqmred to notxfy you of our legai duties and pnvacy prachces regardmg your
'_ 'health mformatmn, and to ablde by the practlces described in the nnﬁce SR

- Other parts of this: nutxce;dcscn‘bc uses. hd disclosures that

i que .yom autbonzahon, and tﬁc nghts you havc to
restnct our iise and d:sclosure of: your: medacal mformatmn, B .



Uses and disclosures without your express permission

This section discusses the requirements of federal privacy laws. Oregon law provides additional protections in some
circumstances.

Treatment. We are permitted to use and disclose your medical information within our affiliated clinies and
hospitals as necessary to provide you with medical treatment and services. We also are penmitted to disclose
your medical information to other health care providers outside MICRO and its affitiated clinics and hospitals
so those providers car provide you with medical treatment and services. For example, physicians anid other
health professionals treating you in a MICRO facility will document information about your treatment in your
medicalrecord. This record will be released to other health professionals assisting in your treatment to ensure
they are fully infonned about your medical condition and treatment needs,

Payment. We are permitted to use and disclose your medical information for our payment purpeses ot the
payment purposes of other health care providers or health plans. For example, our billing department may
release medical information to your health insurer to allow the insurer to pay us or reimburse you for your
treatment. We also may release medical information to emergency responders to allow them to obtain
payment or reimbursement for services provided to you.

Health care operations. We are permitted to use and disclose your medical information for purposes of our
own health care operations. We also are permitted to disclose your medical infopmation other health care
providers or to health plans for their health care operations se long as they have a treatment relationship with
you'and need the information for their own quality assurance purposes, for purposes of reviewing the
qualifications of their health care professionals or conducting skill improvement programs. For example, our

- quality assurance department may use your medical information to assess the quality of care in your case and

ensure that our facilities continue to provide the quality care you and other patients deserve. We may use
your medical information to ensure that we are complying with all federal and state compliance
requirements. We also may disclose your medical information to a community physician to assist the

- physician in assessing the quality of care provided in your case and for other similar purposes.

Oregon law: Oregon law provides additional confidentiality protections in some circumstances. For example, in
Oregon a health care provider generally may not release the identity of a person tested for HIV or the results of an
HIV-related test without prior written consent even if for the purpose of treatment. Certain information must
accompany such disclosures and you mmst be notified of your confidentiality rights.” Similarly, disclosure of drug
and alcohol treatment records typically require your specific consent. Disclosure of mental health records also
require your specific consent in some circumstances, as does the release of your genetic information.

For more information on Oregon law related to these and other specially protected records, please contact the
MICRO Privacy Officer, or refer fo the Oregon Revised Statutes and the Oregon Administrative Rules. These
documents are available on-line at www.oregon.gov.

Uses and disclosures that we may make unless you object

Family or friends involved in your care. Hezith professionals, using their best judgment, will disclose to a
family member or close personal friend, or anyone else you identify, medical information relevant to that
person’s involvement in your care. We may also give information to someone who helps pay for your care.
If you do not want us to make these disclosures, you must notify the Privacy Officer at the phone number
indicated above.

In the Event of a Disaster. We may disclose medical information about you to other health care providers
and to an entity assisting in a disaster relief effort to coordinate care and so that your family can be notified
about your condition and location. If you do not want us to make these disclosures, you mmst notify the
Privacy Officer at the phone number indicated sbove.




