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CHESAPEAKE EAR, NOSE, AND THROAT

PERMISSION TO COMMUNICATE/HIPAA AUTHORIZATION

If you want your medical information to be shared with anyone other than your health care
provider, please indicate below. By signing this document, you authorize the following
person(s) to receive information in writing or over the phone regarding your care and
treatment. Updates to this form must be made in person on an annual basis.

Chesapeake Ear, Nose and Throat, a division of the Centers for Advanced ENT Care, will not
release protected health information to anyone except for (i) parent/legal guardian (if under 18
years of age), (ii) persons authorized by the patient, (iii) anyone we may reasonably infer from
the circumstances such as having anyone in the exam room with you, we will assume, unless
you verbally object, that the person is entitled to receive information regarding your treatment,
(iv) in emergency situations, or (v) as otherwise permitted by the Health Insurance Portability
and Accountability Act of 1996 (HIPAA).

Name Relationship Phone Number
Name Relationship Phone Number
Name Relationship Phone Number
Patient name DOB

Patient or guardian signature Date
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NOTICE OF PRIVACY AND HIPAA PRACTICES

Chesapeake Ear, Nose and Throat, a division of the Centers for Advanced ENT Care “Notice of
Privacy Practices” provides information about how we may use and disclose protected health
information about you. Please acknowledge notice of this office’s Privacy Practices by signing below. You
may also request a copy of our Notice of Privacy Practices at any time.

Our Notice of Privacy and HIPAA Practices states that we reserve the right to change the terms
described. Should this happen, the most updated copy will posted at your next office visit or you may
request a copy at any time.

You have the right to request restriction on how your protected health information may be used or
disclosed for treatment, payment, or health care operations. We are not required to agree to your
restrictions, but if we do, we are bound by our agreement with you.

By signing this form, you consent to our Notice of Privacy and HIPAA Practices Policy. You have the right
to revoke this consent, in writing, except where we have already made disclosures in trust on your prior
consent.

Patient name DOB

Patient or guardian signature Date
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FINANCIAL POLICY

Thank you for choosing Chesapeake Ear, Nose and Throat, a division of the Centers for
Advanced ENT Care as your healthcare provider. We understand and realize the cost of
healthcare is a concern for our patients and we are willing and available to discuss our fees with
you at any time. Your clear understanding of our Financial Policy is important to our
relationship. You must read, agree to, and sign this policy prior to any services performed by
our healthcare providers and support team. Carefully review the following information.

PROVIDE ACCURATE INFORMATION: You have the responsibility to provide accurate and
complete information regarding your health history, mailing address, health insurance
coverage, and any other information needed for billing purposes. We require your insurance
card and photo ID be scanned into our system to verify in the event of claim errors. If any
information changes (name, address, phone, insurance coverage etc.), you must inform this
change to us immediately. Insurance denials and/or billing errors due to incorrect patient
supplied information will result in the balance being the patient’s financial responsibility.

KNOW YOUR INSURANCE COVERAGE AND BENEFITS: Your health insurance coverage is a
contract between you and your health insurance carrier. You are responsible for understanding
your health insurance coverage and benefits, not our staff. There may be limitations and
exclusions to your coverage. You are responsible for any charges not covered by your plan.

INSURANCE USE: We require you to present your insurance card at every visit. The front office
representative may not always ask for it; however, in the event the staff member does, you
must provide it. If you fail to provide us with the correct insurance information at any visit
and/or do not provide the insurance card for scanning, you are required to sign a waiver stating
you will be responsible for payment of all services rendered and you will be responsible for
submitting for reimbursement from your insurance carrier.

e Co-pays are due at the time of services as required by your insurance carrier.

e If your insurance carrier requires a referral, please bring a copy with you to your visit,
and have one faxed to us at (410) 356-7806. You are responsible for obtaining a referral
from your primary care provider, not our staff.

e We will file claims to the insurance carriers with which we contract, provided that you
authorize the assignment of benefits for payment directly to our practice. The practice
will accept payments based on contractual agreements. You agree to pay any portion of
charges not covered by insurance.

e Forinsurance carriers with which we do not contract, you will be responsible for all
services rendered. We will give you the receipt for you to submit to your insurance for
reimbursement.

e For Medicare and Medicaid insurance holders: We are not able to see any patients that
have this insurance coverage as self-pay patients. No exceptions.



SELF-PAY PATIENTS: Self pay accounts are patients without insurance coverage or who are
unable to provide us with valid insurance. You are responsible for paying 100% of charges
and/or the down payment of $250.00 at the time the services are rendered.

WORKERS COMPENSATION AND MOTOR VEHICLE ACCIDENT: In the case of a worker’s
compensation injury, motor vehicle accident, and/or other third party liability, you must obtain
the claim number, phone number, contact person, and name and address of the insurance
carrier PRIOR to your visit. Failure to provide the above information may result in balances
transferring to patient responsibility. Payment for any services that we provide will ultimately
be patient responsibility if not paid by another party.

BILLING STATEMENTS: A statement will be sent to your address on file once a balance becomes
patient responsibility and will continue every 30 days. Unless you notify our office that you
dispute the validity of the balance or any portion thereof within 30 days, we will assume the
balance is valid and correct.

OUTSTANDING BALANCES AND COLLECTIONS: All overdue balances shall be due within 14
days. The only exception is if payment arrangements have been made with a member of our
billing department. After 90 days, you may be referred to our collection agency and will not be
able to schedule an appointment or be seen for a previously scheduled appointment. If the
account is referred to an outside collection agency, the patient is responsible for paying any
incurred fees.

PAYMENTS: Our practice accepts Visa, Mastercard, American Express, Discover, cash, check, or
money orders. If your check is returned for non-sufficient funds, you will be responsible for the
return fee of $25.00.

TREATMENT OF MINORS: The parent(s) or legal guardian(s) is responsible for full payment and
will receive the billing statements. A release will be required to treat unaccompanied minors.

Regardless of any personal arrangements that a patient might have outside of our office, if
you are over 18 years of age and receiving treatment, you are ultimately responsible for
payment of service. Our office will not bill any other personal party.

AUTHORIZATION: | have read, understand, and agree to the Financial Policy stated above and
accept responsibility for payment of all fees/charges incurred Chesapeake Ear, Nose and
Throat, a division of the Centers for Advanced ENT Care.

Patient name DOB

Patient or guardian signature Date
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IN OFFICE PROCEDURE CONSENT FORM

Certain procedures performed in our office are not included in the standard office visit. These
procedures are billed separately and in addition to office visit charges. They are performed in
order to allow the medical providers to comprehensively diagnose and potentially treat ear,
nose, and throat related problems that cannot be fully evaluated with a basic physical exam.
Some insurance carriers classify these procedures as "surgery" and apply these costs to a higher
deductible amount. The result may be an insurance payment for an office visit, but not a
procedure. In these cases, payment for the procedure will be the financial responsibility of the
patient. Be assured that we are following accepted billing and coding guidelines and that all
procedures are performed in the best interest of patient care.

Examples of in-office procedures include but are not limited to:

¢ Flexible laryngoscopy involves passing a long thin flexible fiber-optic scope through the
nasal cavity and into the throat. The fiberoptic scope enables the physician to visualize
areas of the throat not comprehensively or easily seen using other instruments.

¢ Nasal endoscopy involves using a flexible or rigid scope attached to a light source to
view areas of the nasal cavities and sinus cavities that cannot be viewed by the
provider using the standard nasal speculum.

¢ Nasal endoscopy with debridement or biopsy is the same procedure as described
above with removal or crusting, packing, or tissue.

e Videostroboscopy involves using a flexible or rigid scope attached to a light source in
order to create a video recording of the larynx and lower pharynx (which are unable to
be seen on conventional examination). This procedure is the gold standard for
examination of the lower throat and voice box.

Patient name DOB

Patient or guardian signature Date



