NANCE MD

— Hand Surgery —

ERIN NANCE M.D.

WORKERSO COMP INSURANCE
NO FAULT INSURANCE

) WorkersO Comp / No-Fault Insurance Patient Registration

Y Medical Lien

) Assignment of Insurance Benelts / No Litigation Agreement / e-Prescribing
Y Financial Policy

Y New York Motor Vehicle No-Fault Insurance Law

) No Social Security Number

) New Patient History and Intake Form
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endaurgey T WORKERSO COMP / NO-FAULT INSURANCE DATE
PLEASE FURNISH US WITH THE FOLLOWING INFORMATION IN ORDER FOR US TO PROCESS YOUR-WO
PENSATION CLAIM PROPERLY:

PATIENT REFERRED BY: DR.OS NPI #
(LEAVE BLANK IF UNKNOWN)
OTHER NAME / ID NUMBER DATE OF INJURY
PATIENTOS FULL NAME BIRTHDATE AGE
SEX (OXO0) M F SSN# TYPE OF CASE

ADDRESS

CITY, STATE, ZIP

CELL # OTHER # EMAIL

NO FAULT INSURANCE INFORMATION (FILL IN AS APPLICABLE)
POLICY HOLDEROS FULL NAME

INSURANCE CARRIER NAME

ADDRES

CITY, STATE, ZIP

PHONE # DATE NF-2 FILED FILED BY
POLICY NUMBER CLAIM NUMBER
CLAIMOS REP NAME PHONE # EXT.

WORKERSO COMP INSURANCE INFORMAHIONIN AS APPLICABLE)
EMPLOYEROS NAME

EMPLOYEROS ADDRESS

CITY, STATE, ZIP

INSURANCE COMPANY NAME

INSURANCE COMPANY ADDRESS

WCB# CARRIER CASE #

CLAIMOS REP NAME PHONE # EXT.

ATTORNEY INFORMATION
ATTORNEYOS NAME ADDRESS

CITY, STATE, ZIP PHONE# FAX#




PATIENT NAME: DATE: NAN[E MD

WORKERSO® COMP / NO-FAULT INSURANCE — flandsurgery =

INJURY DETAILS
DATE OF INJURY TIME OF INJURY AM PM

HOW DID THE ACCIDENT HAPPEN? (INDICATE EXACT BODY PARTS INVOLVED (BE SPECIFIC):

WHERE DID THE ACCIDENT HAPPEN? (BE SPECIFIC):

ARE YOU CURRENTLY WORKING? YES NO IF NO, LAST DATE WORKED: TO

HAVE YOU LOST ANY TIME FROM WORK? YES NO IF YES, FROM: TO
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MEDICAL LIEN

To:

RE: Patient:

| hereby authorize and direct you, my attorney, to pay directlyfEan Nance, MD such sum as may be due and
owed for medical services rendered to me, both by reason of this accident and by reason of any other bills tha
are due to his oflce. Withhold such sums from settlement, judgement, or verdict as maybe necessary to ad
equately protect his interest. | hereby further give a lien on my caseBon Nance, MDagainst any proceeds of
any settlement, judgement, or verdict which may be paid to you, my attorney, or myself as the result of the injuries
for which | have been treated or injuries in connection therewith. | hereby further give a lien on my caderio
Nance, MDagainst any proceeds of any settlement, judgment, or verdict which may be paid to you, my attorney
or myself as the result of the injuries for which | have been treated or injuries in connection therewith.

| fully understand that | am directly and fully responsible #®rin Nance, MDfor all medical bills submitted for
services rendered to me, and that this agreement is made soley for this providerOs additional contingent on an
settlement, judgment, or verdict by which | may eventually recover said fee.

PATIENT SIGNATURE DA'E

The Uhdersigned, being the attorney on record for the above patient, does hereby agree to observe all of the
terms of the above and agrees to withhold such sums from any settlement, judgment, or verdicts as may be nec
essary to adequately protect ProvideErin Nance, MD.

Name of Law Firm:

Attorney for Patient:

Address:

Phore:

Fax:

Dated:

Please dite, sign and return one (1) copy to Nance MD Hand Surgery, and keep one (1) copy for your records.



PATIENT NAME: DATE: NANCE MD

INITIA WHEREINDICAEDTOCONFIRMACKNGQVLEDGEMENT

ASSIGNMENDF BENEFITS (INITIAL HERE) E-PRESCRIBING (INITIAL HERE)
| request that payment of authorized insurance benel!ts (including Erin Nance, MD utilizes e-Prescribing. Electronic Prescribing is a fed
Medicare, if | am a Medicare benelciary) be made on my behalf to Erin erally mandated initiative that requires all physicians prescribe in this
Nance, MD for any medical services provided to me. manner effective 2011. Electronic Prescribing software sends prescrip
tions over the internet to your preferred pharmacy in a safe and secure
| authorize the release of any medical or other information necessary way through the same technology used by credit card companies. This
to determine these benelts or the benelts payable for related equip helps protect the privacy of your personal information.
ment or services rendered by Erin Nance, MD to my insurance carrier,
Medicare, or other medical entity as necessary. A copy of this authori Electronic Prescribing software also lets your doctors see important in
zation will be sent to Medicare, my insurance company or other entity if formation such as drug interactions and your prescription history.
requested. The original will be kept on !le by the organization.
The benelt to you:
| understand that | am !'nancially responsible to the Erin Nance, MD for t -FTDPOBWRVTEEBEXSIQBFDSI@BWIEFP OT
any charges not covered by health care benelts. It is my responsibility unclear phone calls.
3FEV OIFEND C AVGIRBBMNEPS T
-FTDB O DPRB ER6 EFRE HBUJPOT
'"FXRASSTU® IRBSNBDZ
"THGS BB OEBTSKEUP EZN BTD SJQMIAE

to notify the organization of any changes in my health care coverage. |
understand that by signing this form | am accepting !nancial responsi
bility as explained above for all payment for services received.

~ o~ - -+

By signing this document, | also acknowledge that | have been direct

ed to the organizationOs Notice of Privacy Practices on http://www.Patient Preferred Pharmacy

nancemd.com/documents/privacypolicy.pdf Complete pharmacy information below to indicate which pharmacy you
would like your prescriptions sent.

This acknowledgement is required by the Health Insurance Portability

and Accountability Act (HIPAA) to ensure that | have been made aware

of my privacy rights.

Pharmacy Name

NO LITIGATION AGREEMENINITIAL HERE)

It is understood and agreed that my purpose of requesting examination
9 y purp q 9 Phone Number

and treatment is for medical purposes only and not in connection with
pending or proposed litigation. Should such litigation arise, it is further
understood and agreed that the treating physician will not participate = Address

in any way in litigation except to provide true and accurate copies of any
medical records in the possession and control of this of!ce pursuant to

an authorization.

NAME OF INSURED: SSN#
PATIENT NAME DATE
PARENT/GUARDIAN NAME (PRINT) DATE

SIGNATURKEPATIENTP ARENTG UARDIAN
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FINANCIAL POLICY FOR ERIN NANCE MD

Thank you for choosing Erin Nance, MD as your health care provider. Our practice is committed to delivering the best tre
ment possible for each of our patients. Your clear understanding of our !nancial policy is important to our professiona
relationship, and allows us to concentrate on patient care.

COMMERCIAUNSURANCE CANCELLEDAPPOINTMENTS

We nust emphasize that as your medical care provider, our rela It is important that you keep your scheduled appointments. If you are
tionship is with you, the patient, not your insurance company. While unable to do this, please call the of!lce at least 24 hours in advance so
the !ling of insurance claims is a courtesy that we extend to our pa that another patient can be accommodated in that time slot. If you do
tients, all charges from the date the service is rendered are your-re not show for a scheduled appointment, or cancel less than 24 hours in
sponsibility. Your insurance is a contract between you, your employeradvance, you will be charged $50.00.

and your insurance company. We are not a party to that contract.

If Dr. Nance participates with your medical insurance, please remember CANCELLATIOMND RESCHEDULIN®F SURGERY

your co-payment is due at the time of service. This is a requirement of We uncerstand that a situation may arise that could force you to cancel or
your insurance company. Please remember to have all necessary refer feschedule your surgery. Depending on the circumstances you maybe as
rals completed prior to your appointment. If your insurance requires-pri sessed afee of $300 for cancelling surgery. The fee assessed for resched
or authorization or referral for any of your visits or treatment here, and if uling of surgeryis $150. These fees will notbe applied toward your surgery
this authorization has not been obtained before your visit, you will be ex and will be added as a charge to your account, not billable to insurance.

for all ch [ isi heduled.
pected to pay for all chargers incurred or your visit can be rescheduled FORMSAND OTHERPAPERWORK

If we do not participate with your insurance company, payment for of Disallity/FMLA or other forms requiring physician/staff review for com
Ice visits is due at the time of service. However, we will bill ofice visits Pletion will require a payment of $20 for the !rst form. Each additional
and surgical procedures to this insurance for you as a courtesy. Pleaseform will incur a $40 fee.
be aware that you will continue to receive statements from us until your

y Yo O RMSOFPAYMENT

account is paid in full. This will alert you that the insurance company Wi A h. check ith identilcati d credit card
has not yet sent payment to us on your behalf. Your insurance company € accet cash, checks (V_V' proper identr:ca lon), and credit caras.
We also accept CareCredit health care 'nancing options towards pay

may send the payment to you, the insured, not the physician. It is your ot cal 4 To | bout | X !
responsibility to forward both the payment and the accompanying expla ment1or surgical procedures. 10 learn more about :nancing your surgl
cal procedure with CareCredit please ask a representative at the oflce.

nation of bene!ts to our oflce. This will enable our billing service to post :
If we do not have a copy of your most current insurance card on !le, you

accurate payments and reconcile your account. Your credit card on !le . . . .
will be used to process any balance that has not been paid by insurance.WIII be considered a self-pay patient and will be expected to pay at the
time of service. Please remember to bring your insurance card with you

AHCCCS/MEDICAID to each appointment.
Dr. Narce is NOT CONTRACTED with ANY AHCCCS or STATE MEDI&@ID _ : ,
PLANS. By signing below, you agree to pay in advance all charges re realize that temporary !nancial problems may affect timely payment

lated to your treatment. Unless you have Medicare as primary coverage,Of yot;{lrl_acco:nt. If suchtf)rc;blems d? anse, w?hencourage you tto ;:ontact
we will not submit claims to AHCCCS or any other state Medicaid plan.Our ting ofice promptly for assistance n the management ot your
account. If you have any questions or need any additional information

WORKERSCOMPENSATION regarding our !nancial policy, please do not hesitate to call our billing

If you have an open, accepted Worker®s Compensation claim, you aréflce at (718) 313-0027.
required to provide us with all necessary insurance information. Any

charges incurred for this treatment are ultimately the responsibility of _?EPENDEN_E:::IL%REN £ . dered t q dent
the patient. Payment from the patient will be expected until the practice h"la despor;]a nity o ptaymer:j' or searwcets re.r:h ?tr]e N anty ipen elr(1
is provided with all the information necessary to submit a claim. childrén whose parents are divorced rests wi € parents who Seexs

treatment. Any courtordered responsibility judgment must be determined

PERSONALNJURYORAUTOACCIDENTNO FAULT CLAIMS between the individuals involved without the inclusion of the Practice.

Unless we have a signed lien on lle, you are responsible for payment

at the time of service. If applicable, we will bill your private medical X-RAYS '_A‘NDLAB STUDIES . . .

insurance. If we are contracted with your insurance plan, there may be Lenox Hill Radiology/Radnet provides X-ray services in our ofice. You
a difference between what we bill and what the insuranc,e company al will be billed directly by them for services rendered. If we order labera

lows. When there is a third party claim, most insurance plans allow us qurly;eds.ts cilr Sge;']al Ixt:ays thatfargl'tno':(taken in our Of',(k:)?' %/ou will bet
to balance bill the patient. illed directly by the lab or xray facility. You are responsible for paymen

of that bill. If your insurance company requires for you to go to a particu
SURGICALPROCEDURES lar facility, please let us know. Please advise us if your insurance com
If you ae recommended for surgery, our staff will calculate pany requires pre-certilcation/authorization for tests, x-rays, surgeries,
your coinsurance and unmet deductible amounts: 50% of this physical therapy, etc.
amount will be collected as a surgery deposit, and the remain
ing 50% is due on or before the day of surgery. Payment plans| have read and understood the above !nancial policy.
are available through CareCredit - seeForms of Payment

PATIENT NAME DATE

PARENT/GUARDIAN NAME (PRINT) DATE

SIGNATURKEPATIENTP ARENTG UARDIAN
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NO SOCIAL SECURITY NUMBER

DATE:

RE: Pdtient:

To Wlom It May Concern:

This letter is to certify that the above-referenced patient does not possess a social security
number. Please accept this letter in lieu of a social security number.

Thank you,

PATENT SIGNATURE

WITNES FULL NAME (PRINT)

WITNESO ENAURE





NANCE MD HAND SURGERY 800A FIFTH AVENUE SUITE 300NEW YORK.NY 10065-7215

NANEE MD ERIN NANCE M.D. P |212.920.4106 F|?212.980.7888 WWW.NANCEMD.COM
HaRG- kg Rl NEW PATIENT HISTORY AND INTAKE FORM
Patient Information
Patient Name: Date of Birth:
Date of Visit (TodayOs Datg): Date of Injury (if applicable):
How did you hear about Dr. Nance? : Google Search ZocDoc Practice Website

If you were referred by a friend or doctor, please list them:

Height: (inches) Weight: (Ibs.)

Medications (please list all current medications or check option which applies):
| brought a copy of my medication list (please provide the list to the front desk receptionist)
Not currently taking any medications

Medication Name Dosage # times dosage taken per day

Allergies (please list all known allergies or check option which applies):
| brought a copy of my allergy list (please provide the list to the front desk receptionist)
No known allergies

Allergy Type Please describe allergic reaction severity and symptons

Past Medical History (Please List):

NO Past Medical History

Past Surgical History (Please list):

NO Past Surgical History

Past Orthopedic History (Please List):

NO Orthopedic History



PATIENT NAME:

DATE:

NEW PATIENT HISTORY AND INTARENTOD)

Family History (Please List):

LDl

NO Family History (checking this box indicates no past family medical history)

Social History (please check all that apply):

Cigarette Smoking
Never Smoked
Quit: former smoker
Smokes less than daily

Smokes daily

iAlcohol Use

Do not drink alcohol
Less than 1 drink a day
1-2 drinks a day

3 or more drinks a day

Exercise Frequency
Several times a day
Once a day
Few times a week

Few times a month

0 # packs per day
o Total years smoking:

Never
Other

Occupation and Workplace:

Were you referred from an ER or Urgent Care facility? Yes No
Which side is your problem? Right Left Bilateral
Where is your problem? (Please Circle)  Finger: ( Thumb Index Middle Ring Small) Hand Wrist
Forearm Elbow Upper Arm Shoulder  Other:
What is the main symptom? Pain Numbness/Tingling Stiffness Weakness Clicking
Other;
Hand Dominance: Right Left Ambidextrous
How did your symptoms start? (Check all that apply)
Gradual and insidious onset Playing a sport
With activities of daily living Repetitive motion at work
Falling onto an outstretched hand Trauma:
Injury at work Other:
Describe your symptoms. (Check all that apply)
Aching Pins and needle-like Improving
Burning Radiating Staying the same
Catching/clicking Sharp Worsening
What aggravates or alleviates your symptoms? (Check all that apply)
Improves with pain medication Worsens with exercise
Improves with physical therapy Worsens with movement
Improves with rest Other;




PATIENT NAME:

DATE:

NEW PATIENT HISTORY AND INTARENTOD)

Describe the timing of your symptoms. (Check all that apply)

NANCE M

Hang surgery —

Began today
Constantly occurs
Occurs at night

Occurs intermittently
Occurs randomly
Occurs with activity

Occurs in the morning Other;
How severe are the symptoms? (None) 0 B 10 (most severe):
How long have you had the symptoms?  Years Months Weeks Days
What are you currently using to treat the symptoms? (Check all that apply)
NO treatment Narcotics
Brace / Cast / Splint NSAIDS / Tylenol
Injection of steroid Physical Therapy
What diagnostic imaging studies have you had for this problem? (Check all that apply)
NONE CT Scan
X-Ray Nerve Conduction Study / EMG
MRI Other;
How has this problem limited you? (Check all that apply)
NO limitations Inability to work / Working light duty
Diflculty with everyday activities Requiring occasional assistance
Diflculty with recreational sports Other;
Who have you seen for this problem? (Check all that apply and name)
Another orthopedist Trainer
Emergency Room Urgent Care Center
Primary Care doctor Other;
Review of Systems* (check yes or no if you are currently experiencing any of the following):
Symptom Yes No
Joint Swelling
Numbness
Easy bleeding

Shortness of Breath

Alerts* (Check all items that pertain to you):

Blood Thinners

Pacemaker

Del!brillator

Premedication prior to procedures
Rheumatoid Arthritis

RSD / Complex Regional Pain Syndrome

Allergy to shell'sh / iodine

Allergy to Latex

Allergy to Adhesive

Under pain management

Pregnant or planning to become pregnant

Have you or are you planning to apply to disability? Yes

Is there a lawsuit or litigation pending in relation in your injury?

No

No

*Please inform the physician, medical assistant or front desk staff of any other medical conditions or concern



