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Welcome to Pediatric Orthopedics! Our goal is to make your visit run smoothly. We ask that you please fill out
the enclosed registration forms and bring them to your child’s appointment along with the following items:

Insurance card

Driver’s license or photo ID for parent/guardian

Referral script or authorization from the Primary Care Physician

X-rays taken prior to this appointment

Co-payment or co-insurance

Legal Adoption document, Legal Guardianship document, Legal Custody document, if applicable.

A PARENT OR LEGAL GUARDIAN/CUSTODIAN MUST ACCOMPANY THE CHILD ON THE PATIENT'S
FIRST VISIT. If the patient returns for a follow up visit they must be accompanied by a parent/legal guardian
or have written permission from the parent/guardian for another adult to bring the child to the appointment.

For rescheduling or canceling an appointment, please call our office 24 hours in advance at (239) 432-5100.

If a patient arrives more than 30 minutes late for their scheduled appointment, they will be required to
reschedule. Please be sure to give yourself ample driving time to reach our office.

Thank you for choosing Pediatric Orthopedics for your child’s orthopedic care. If you have any further
questions please call (239) 432-5100. We appreciate your cooperation and look forward to building a lasting
relationship with you and your child.
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Take a left on Summerlin Rd. and
41) head South approximately 3 miles to
Bass Rd.
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Take a right on Bass Rd and we are
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Z are
8 Patient Name: Date of Birth: Sex: M
<
2
o Patient's SSN: Home Phone: Pediatrician:
z
E Home Address: City, State, Zip:
=
a
How was your child referred to our office?: Emergency Room Pediatrician Friend Television
Who has legal custody of patient?: Mother Father Guardian Other, please list relation
Mother's Name: Date of Birth: SSN:
Mailing Address: City, State, Zip:
Home Phone: Work Phone: Cell Phone:

PARENT/GUARDIAN INFORMATION

e-mail address:

Father's Name: Date of Birth: SSN:
Mailing Address: City, State, Zip:
Home Phone: Work Phone: Cell Phone:

e-mail address:

=
Q
E Name: Relationship to Patient:
O
: Home Phone: Work Phone: Cell Phone:
(@]
2 . . . . .
3 Is this person authorized to bring patient for medical treatment? Yes No
x
E Who else is authorized to bring patient for medical treatment?
Ll
Primary Insurance : Phone:
> Mailing Address: City, State, Zip:
(@)
E Policy Holder's Name: Date of Birth: SSN:
S
g Patient's Policy Number:
(75
2 S . .
o Is this injury the result of a motor vehicle accident? YES NO
o
<Zt Secondary Insurance : Phone:
o
§ Mailing Address: City, State, Zip:
- Policy Holder's Name: Date of Birth: SSN:

Patient's Policy Number:

| understand that payment of all medical care is due at the time of service. The parent and/or legal guardian who signs this form is responsible for
any and all co-pays, deductibles, co-insurance, and/or unpaid balances not covered by insurance, regardless of marital status. | further authorize all
medical and/or surgical benefits be paid directly to Pediatric Orthopedics of SW Florida for any medical care rendered to my dependant. | hereby
authorize Pediatric Orthopedics of SW Florida to release any medical information necessary to process medical claims.

Signature: Date:
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ORTHOPEDIC HEALTH HISTORY

Today's Date:

Name Date of Birth

Is your child a new patient? O Yes O No...if no, is this a new problem? O No Q1 Yes

Reason for Visit:

Past Medical History: O None Q Yes...if so, please list child’s prior and current illnesses and injuries

Past Surgeries/Hospitalizations: QO None O Yes...if so, please provide procedures performed and dates

Current Medications: [ None O Yes...if so, please list
Any Allergies (Medications, Foods, Latex, etc.): QO No O Yes...if so, please list

Family History (Parents/Siblings - age and health status):

Review of Syste MS (Please indicate if you child has a health problem in any of the following areas)

No Yes System Circle Conditions (if present) Fill in for Other Conditions
a a Eyes (Glaucoma, Glasses)

a Qa Ears/Nose/Throat (Deafness, Otitis, Sinusitis)

a a Heart (Murmur, Valve Defect)

a Q Lungs (Asthma, Bronchitis, Tuberculosis)

a d Abdomen (Hepatitis, Colitis)

a a Kidneys/Bladder (Reflux, Incontinence, Infections)

a a Muscles/Bones (Fractures, Joint Problems)

a a Skin (Rashes, Eczema, Unusual Birth Marks)

a Q Neurologic (Seizures, Headaches, Delay, Cerebral Palsy)
Q a Psychologic (ADHD, Depression)

a a Endocrine (Diabetes, Thyroid Disease, Obesity)

W] a Hematologic (Anemia, Sickle Cell, Leukemia, Lymphoma)
a ad Infectious/Inflammatory (HIV, Recurrent Infections, Latex Allergy)

Birth History

Born On Time? [ Yes Q No...if No, at how many weeks gestation was patient born? weeks
What was the birth weight? Pounds Ounces
Was patient born via C-Section? 0 No Q Yes...if Yes, why?
Did baby present Breech? [ No Q Yes

Were there any complications with the pregnancy/delivery? 0 No 0 Yes...if Yes, why?

Developmental History

Age when first: Sat independently Hand your child writes with? O Right O Left
Crawled [Girls: Age at first menstruation? ]
Walked Does your child smoke? O No O Yes
Talked Involved in sports? O No O Yes...if so, please list

What grade is your child in?




Pediatric Orthopedics
of SWFL

is furmly committed to

full compliance with

laws and regulations
relating to

patients rights.

PRIVACY
NOTICE

PEDS-ORTHO

15821 Hollyfern Court
Fort Myers, FL 33908
(239) 432-5100
Fax (239) 432-0629

This notice describes how
medical information about
you may be used and
disclosed and how you
can access this
information. Please
review it carefully.

Privacy Officer
Telephone: (239) 432-5100

PEDS-ORTHO




NOTICE of
PRIVACY
PRACTICES

If you have any questions about this Notice
please contact our Privacy Officer*.This Notice
of Privacy Practices describes how we may use
and disclose your protected health information
to carry out treatment, payment or healthcare
operations and for other purposes that are
permitted or required by law. It also describes
your rights to access and control your
protected health information. “Protected health
information” is information about you, including
demographic information, that may identify you
and that relates to your past, present or future
physical or mental health or condition, and
related health care services.

We are required to abide by the terms of this
Notice of Privacy Practices. We may change
the terms of our notice at any time. The new
notice will be effective for all protected health
information that we maintain at that time. We
will provide you with any revised Notice of Privacy
Practices on our website**, send a revised copy
to you in the mail or provide you with a copy at
the time of your next appointment.

*(239) 432-5100

Uses and Disclosures of
Protected Health Information

Your protected health information may be used
and disclosed by your physician, our office staff
and others outside of our office that are involved in
your care and treatment for the purpose of providing
health care services to you. Your protected health
information may also be used and disclosed to pay
your health care bills and to support the operation
of the physician’s practice.

Treatment: We will use and disclose your protected
health information to provide, coordinate or manage
your health care and any related services. In
addition, we may disclose your protected health
information from time-to-time to another physician
or health care provider who, at the request of
your physician, becomes involved in your care by
providing assistance with your health care diagnosis
or treatment to your physician.

Payment: Your protected health information will be
used, as needed, to obtain payment for your health
care services.

Healthcare Operations: We may use or disclose,
as needed, your protected health information in
order to support the business activities of your
physician’s practice. We will share your protected
health information with third party “business
associates” that perform various activities (e.g.,
billing, transcription services) for the practice.

Your Rights

You have the right to inspect and copy your protected
health information. This means you may inspect
and obtain a copy of protected health information
about you that is contained in a designated record
set for as long as we maintain the protected health
information. A “designated record set” contains
medical and billing records and any other records
that your physician and the practice use for making
decisions about you.

You have the right to request a restriction of your
protected health information. You may also request
that any part of your protected health information not
be disclosed to family members or friends who may
be involved in your care or for notification purposes
as described in this Notice of Privacy Practices. Your
physician is not required to agree to a restriction
that you may request. If your physician believes it
is in your best interest to permit use and disclosure
of your protected health information, your protected
health information will not be restricted.

You have the right to request to receive confidential
communications from us by alternative means or at
an alternative location.

You may have the right to have your physician amend
your protected health information. In certain cases,
we may deny your request for an amendment. If we
deny your request for amendment, you have the
right to file a statement of disagreement with us and
we may prepare a rebuttal to your statement and will
provide you with a copy of any such rebuttal.

You have the right to receive an accounting of
certain disclosures we have made, if any, of your
protected health information.

You have the right to obtain a paper copy of this
notice from us upon request.

Questions or Concerns
about our Privacy Practices

You may contact our Privacy Officer at (239) 936-
2316 for further information about the complaint
process. Federal Statute prohibits all medical care
providers from taking any retaliatory action against
you if you file a complaint about privacy practices.

Pediatric Orthopedics
of SWFL




Pediatric Orthopedics of SWFL

PRIVACY PRACTICES ACKNOWLEDGEMENT

ACKNOWLEDGEMENT FORM

| have received the Notice of Privacy Practices and | have been provided an opportunity to review it.

Child Name Child Birthdate

Parent Signature X

Date




Gadtl) Pediatric Orthopedics of SWFL

Financial Policy

Thank you for choosing Pediatric Orthopedics of Southwest Florida as your healthcare provider. We are
committed to providing your child with the best orthopedic treatment possible. The following is a statement of
our Financial Policy, which we require you to read and sign prior to any treatment.

Participating Insurance Plans:

We accept assignment on some insurance, but not all. Due to the frequent changes in health insurances, we
are not able to keep up with the task of knowing all insurances, or your specific plan’s details. It is your
responsibility to confirm with your insurance whether or not our physicians are network providers. Please
remember that an insurance policy is a contract between you and the insurance company. We are not a
party in that contract.

We will file your claims to your insurance company. In order to do so, we must have a copy of the following
information: INSURANCE CARD AND DRIVER’S LICENSE. We reserve the right to refuse to file claims to
out of state insurances. Upon request, we can provide you with a copy of a detailed receipt with which you
may file your claim.

Non-participating Insurance Plans:
Patients who are insured by carriers that the practice does not participate with are considered self-pay. As a

courtesy to the patient, the insurance company will be billed as a non-assigned claim with the patient paying
the practice the amount in full at the time of service. The insurance company will reimburse the patient on
non-assigned claims. For surgical procedures please ask to speak to a billing representative prior to the
procedure. If the practice receives payment for a non-assigned claim, the patient will receive a refund.

Referrals and Authorizations:

If your insurance has designated a primary care physician (PCP), you are required to have prior
authorization from your PCP prior to your office visit. If authorization is not provided, you will be asked to
either reschedule your appointment or pay for the visit in full at the time of service. As a courtesy, we will
assist you in obtaining authorization for subsequent visits. It is imperative that you keep our office, as well as
your primary care providers up to date on any changes in insurance information.

Co-payments:
Co-payments and co-insurance charges are due at the time of service. Failure to pay these charges

repeatedly will result in a rescheduling of your appointment, and possible discharge from our practice.
Effective September 1, 2005 there will be a $7.00 processing fee applied to your account if the payment is
not made at the time of service.

Durable Medical Equipment:
Payment for durable medical equipment and supply costs (cast cover, water-proof cast, sling, cast shoe,

etc.) is due at the time of service. Insurance companies do not reimburse our practice for these products.

Self-pay accounts:
Self-pay patients are expected to pay in full for their charges at the time of visit, unless prior financial

arrangements have been made with our billing office. We accept Cash, Checks, Visa, and MasterCard for
your convenience. Statements for Guarantor Balances will be mailed monthly, and are due upon receipt.

Extended Payment Arrangements:

For charges exceeding $300.00 we require a deposit of 75% of the total charges at the time of service. The
remaining balance is to be paid over the next three months in equal monthly payments due by the first of
every month. Pediatric Orthopedics of Southwest Florida reserves the right to add a service charge or
interest to any extended payments. Patients who fail to make a monthly payment will be sent to a collection
agency and may be terminated from the practice. If your account has been turned over to collections a 30%
fee will be added to your balance to cover the service cost. Alternative payment schedules must be arranged
with the billing department prior to treatment.




Patient Refunds:

The following criteria must be met prior to Pediatric Orthopedics issuing a patient refund: 1) there are no
outstanding insurance claims on the patients account 2) there are no outstanding patient balances on the
account.

Financial Responsibility:
A parent or legal guardian must accompany patients who are minors on the patient’s first visit. This

accompanying adult is responsible for payment of the account, according to the financial policy outlined on
the previous page. If someone other than the parent or legal guardian will be bringing the patient to
subsequent appointments, we must have a written consent to treat the child from the parent.

Medical Records:

There is a charge for medical records. Records are $1.00 per page for the first 25 pages and .25 cents
thereafter. Please allow 2-3 days to obtain school forms, 1-2 days for prescription refills and 4-7 days for
other requests.

X-rays:
There is a charge for copies of X-rays. Small films are $7.00 per film and large films are $12.00 per film. All
copies are completed on Tuesday mornings and can be picked up in the afternoon.

Missed appointments:
For rescheduling or canceling an appointment, please call our office 24 hours in advance. A $20.00 fee may

be charged for missed visits that were previously confirmed.

As with any orthopedic practice, we are on call with the hospitals on any given day. This requires us to see
emergency appointments at any given day or time. This also backs up our office hours and the wait time
may be extensive. We will try to keep you informed of wait times at the time of check in and you are
welcome to wait or reschedule your appointment. Please be patient with the staff, they are doing their best
to keep you updated. Thank you for your patience.

This financial policy helps the practice provide quality care to our valued patients. If you have any questions
or need clarification of any of the above policies, please feel free to contact us.

AUTHORIZATION FOR PAYMENT

| authorize the release of any medical information necessary to process insurance claims and the release of
information back to my physician. | also authorize payment of medical benefits to PEDIATRIC
ORTHOPEDICS OF SOUTHWEST FLORIDA for services rendered. In the event that my medical insurance
does not pay for services rendered, | agree to pay PEDIATRIC ORTHOPEDICS OF SOUTHWEST
FLORIDA for these services.

Signature of Parent/Guardian Date



BY SIGNING THIS AGREEMENT YOU ARE WAIVING YOUR RIGHT TO A JURY
TRIAL AND YOU ARE AGREEING TO ARBITRATE ALL CLAIMS ARISING OUT
OF ORRELATED TO YOUR MEDICAL CARE AND TREATMENT
(Form A)

ARBITRATION AGREEMENT FOR CLAIMS ARISING OUT OF OR RELATED TO
MEDICAL CARE AND TREATMENT

I. AGREEMENT TO ARBITRATE CLAIMS REGARDING FUTURE CARE &
TREATMENT. The patient agrees that any controversy, including without limitation, claims for
medical malpractice, personal injury, loss of consortium, or wrongful death, arising out of or in
any way relating to the diagnosis, treatment, or care of the patient by the undersigned provider of
medical services, including any partners, agents, or employees of the provider of medical
services, shall be submitted to binding arbitration.

2. AGREEMENT TO ARBITRATE CLAIMS REGARDING PAST CARE & TREATMENT.
The patient further agrees that any controversy, including without limitation, claims for medical
malpractice, personal injury, loss of consortium, or wrongful death, arising out of or in any way
relating to the past diagnosis, treatment, or care of the patient by a provider of medical services,
or the provider's agents or employees, shall be submitted to binding arbitration.

3. WAIVER OF RIGHT TO JURY TRIAL. Both parties to this Agreement, by entering into it,
are giving up their constitutional right to have any such dispute decided in a court of law before a
jury, and instead are accepting the use of binding arbitration.

4. ALL CLAIMS MUST BE ARBITRATED BY ALL CLAIMANTS. All claims based upon
the same occurrence, incident, or care shall be arbitrated in one proceeding. It is the intention of
the parties that this Agreement bind all parties whose claims may arise out of or relate to
treatment or services provided by the provider of medical services, including the patient, the
patient’s estate, any spouse or heirs of the patient, any biological or adoptive parent of the patient
and any children of the patient, whether born or unborn, at the time of the occurrence giving rise
to the claim. In the case of any pregnant mother, the term "patient” herein shall mean both the
mother and the mother's expected child or children. By signing this Agreement, the parties
consent to the participation in this arbitration of any person or entity that would otherwise be a
proper additional party in a court action.

5. ARBITRATION PROCEDURES. The parties agree and recognize that the provisions of
Florida Statutes, Chapter 766, governing medical malpractice claims shall apply to the parties
and/or claimant(s) in all respects except that at the conclusion of the pre-suit screening period
and provided there is no mutual agreement to arbitrate under Florida Statutes, 766.106 or
766.207, the parties and/or claimant(s) shall resolve any claim through arbitration pursuant to
this Agreement. Accordingly, any demand for arbitration shall not be made until the conclusion
of the pre-suit screening period under Florida Statutes, Chapter 766. Within (20) twenty days
after a party to this Agreement has given written notice to the other of a demand for arbitration of
said dispute or controversy, the parties to the dispute or controversy shall each have an absolute
and unfettered right to appoint an arbitrator of its choice and shall give notice of such
appointment to the other. Within a reasonable time after such notices have been given the two
arbitrators so selected shall select a neutral arbitrator and give notice of the selection thereof to
the parties. The arbitrators shall hold a hearing within a reasonable time from the date of notice
of selection of the neutral arbitrator. The parties agree that the arbitration proceedings are




BY SIGNING THIS AGREEMENT YOU ARE WAIVING YOUR RIGHT TO A JURY
TRIAL AND YOU ARE AGREEING TO ARBITRATE ALL CLAIMS ARISING OUT
OF OR RELATED TO YOUR MEDICAL CARE AND TREATMENT
(Form A)

private, not public, and the privacy of the parties and of the arbitration proceedings shall be
preserved.

6. ARBITATION EXPENSES. Expenses of the arbitration shall be shared equally by the parties
to this Agreement.

7. APPLICABLE LAW. Except as herein provided, the arbitration shall be conducted and
governed by the provisions of the Florida Arbitration Code, Florida Statutes, Section 682.01 et
seq. The arbitration panel shall allow for reasonable discovery in accordance with the issues
raised related to any claim based upon a reasonable schedule set by such arbitration panel, which
shall at least include discovery related to: the disclosure of experts and witnesses; expert, witness
and party depositions; and written discovery, including the power of each party to issue
subpoenas. In conducting the arbitration under Florida Statutes, Section 682.01 et seq., all
substantive provisions of Florida law governing medical malpractice claims and damages related
thereto, including but not limited to, Florida’s Wrongful Death Act, the standard of care for
medical providers, caps on damages under Florida Statutes 766.118, the applicable statute of
limitations and repose as well as and the application of collateral sources and setoffs shall be
applied. Venue for the arbitration shall be held in the county where the medical services, that are
the subject of the arbitration, were rendered.

8. EFFECT OF REFUSAL TO PROCEED WITH ARBITRATION. In the event that any party
to this Agreement refuses to go forward with arbitration, the party compelling arbitration
reserves the right to proceed with arbitration, the appointment of an arbitrator, and hearings to
resolve the dispute, despite the refusal to participate or absence of the opposing party.
Submission of any dispute under this agreement to arbitration may only be avoided by a valid
court order, indicating that the dispute is beyond the scope of this arbitration Agreement or
contains an illegal aspect precluding the resolution of the dispute by arbitration. Any party to this
Agreement who refuses to go forward with arbitration hereby acknowledges that the arbitrator
will go forward with the arbitration hearing and render a binding decision without the
participation of the party opposing arbitration or despite that party’s absence at the arbitration
hearing.

9. SEVERABILITY. If any provision of this Agreement is held invalid or unenforceable, the
remaining provisions shall remain in full force and shall not be affected by the invalidity of any
other provision.

10. ACKNOWLEDGEMENTS BY PATIENT. The patient, by signing this agreement, also
acknowledges that he or she has been informed that:

a. NO DURESS. The Agreement may not be submitted to a patient for approval when the
patient's condition prevents the patient from making a rational decision whether or not to
agree;



BY SIGNING THIS AGREEMENT YOU ARE WAIVING YOUR RIGHT TO A JURY TRIAL AND
YOU ARE AGREEING TO ARBITRATE ALL CLAIMS ARISING OUT OF ORRELATED TO
YOUR MEDICAL CARE AND TREATMENT

(FORM A)

b. AGREEMENT BASED UPON OWN FREE WILL. The decision whether or not to sign the agreement
is solely a matter for the patient’s determination without any influence by the physician or hospital,

c. RECEIPT OF COPY OF AGREEMENT. I have received one copy of this Agreement.

d. BINDING ARBITRATION AND EFFECT ON RIGHT OF APPEAL. Binding arbitration means that
the parties give up their right to go to court to assert of defend a claim covered by this Agreement. The
resolution of claims covered by this Agreement will be determined by a panel of arbitrators and not a
judge or jury. Each party is entitled to a fair hearing, but the arbitration procedures are simpler and
more limited than rules applicable in court. Arbitration decisions are as enforceable as any court order.
The decision of an arbitration panel is final and there will generally be no right to appeal an adverse
decision.

e. READ AGREEMENT, VIEWED VIDEO, AND UNDERSTOOQOD. I have read and understand the
above Agreement and | have carefully viewed a video program that was presented to me that explained
this Agreement to my satisfaction. | understand that | have the right to have my questions about
arbitration of this Agreement answered and | do not have any unanswered questions. | execute this
Agreement of my own free will and not under any duress.

f. SIGNATURE OF AGREEMENT. This Agreement shall be effective upon the patient’s and/or the
patient’s representative’s signature below. Upon such signature, this Agreement shall be deemed to be
fully executed and binding upon all parties.

If patient is a minor:

, 20
Parent or Legal Guardian Signature
Print Minor Child’s Name
If patient is 18 years of age or older:
, 20
Sign & Print Name
By , 20
John A. Churchill, M.D.
Individually and on behalf of
Pediatric Orthopedics of Southwest Florida
By , 20
F. Brett Shannon, D.O.
By , 20

Matthew R. Wagner, M.D.
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