SMART Orthopaedic Surgery - Patient Registration

Submitted on: November 03, 2021 06:04 PM

Basic INFORMATION

NaME:
ADDRESS:

TEL:
Arr TEL:
EmarL:

REasoN FoRr VisiT

REFERRING PHYSICIAN
REASON FOR VISIT
Bobpy PART AFFECTED
I's THIS AN ILLNESS OR
AN INJURY?

IF THIS IS AN INJURY, IT
HAPPENED:

Is THIS THE RESULT OF
AN INJURY?

PLEASE LIST ANY
DOCTORS YOU HAVE
PREVIOUSLY SEEN FOR
THIS CONDITION:
PLEASE SELECT ANY
STUDIES YOU HAVE
PREVIOUSLY DONE FOR
THIS CONDITION. SELECT
ALL THAT APPLY.

IF OTHER, PLEASE
DESCRIBE:

IF YOU SELECTED ANY OF
THE ABOVE STUDIES,
PLEASE DESCRIBE THE
BODY PART OF THE
STUDY, DATE OF THE
SERVICE AND
FACILITY/LOCATION OF
SERVICE:

REFERRAL SOURCE

GENDER:

DOB:

HEIGHT:
WEIGHT:
MARITAL STATUS:



INJURY HisTORY

DATE oF INJURY:

How DID THE INJURY OCCUR?

Is THE INJURY

PLEASE LIST SOME AGGRAVATING FACTORS
(MAKE PAIN WORSE):

PLEASE LIST SOME RELIEVING FACTORS
(MAKE PAIN BETTER):

CARE TEAM

PrimARY CARE PHArRMACY

PHysiciaN

OFFICE PHONE Puarmacy PHONE

NUMBER

INSURANCE INFORMATION

PrRiMARY INSURANCE

TyPE:
CoMPANY:
TEL:
EFFECTIVI
GRroup
#:
MEMBER
#:

SUBSCRIBE
SSN:

OccupATION / EMPLOYMENT

OCCUPATION: EMPLOYER:
WoRk #:
Emair: ADDRESS:

NUMBER



EmerGENCY CoNTACT INFO

NAME:
RELATION:
EMAIL:
TEL:

Arr TEL:



PaTiENT NAME: DOB:.:

MebpicaL CONDITIONS

CURRENT MEDICATIONS

ALLERGIES

SuRraicaL HisTory

Past MebicaL HisTorY

SociaL HisTory

SMOKING STATUS: DiET:
EXERCISE:
QuIT IN:
TIME SMOKED:
A1LCOHOL DRINKER:
How MucH?



BRrIEF PAIN INVENTORY

ON THE FOLLOWING DIAGRAM, PLEASE MARK
THE AREA WHERE YOU FEEL PAIN:

WORST PAIN DURING THE LAST WEEK:
LEAST PAIN DURING THE LAST WEEK:
AVERAGE paIN:

CURRENT paIN:

How MUCH RELIEF DO PAIN MEDICATIONS OR
TREATMENT PROVIDE? PLEASE SELECT THE
CORRESPONDING PERCENTAGE OF PAIN
RELIEF:

GENERAL ACTIVITY:

Moob:

ABILITY TO WALK:

WoRK:

SOCIAL INTERACTIONS:

SLEEP:

QUALITY OF LIFE:




CURRENT SYMPTOMS

Constitutional

Cardiovascular

Genitourinary

Neurological

Blood/Lymphatic

Eyes

Respiratory

Musculoskeletal

Psychiatric

Ears/Nose/Throat/Mouth

Gastrointestinal

Skin/Breast

Endocrine



FamiLy HEALTH HisTORY

Alzheimer's Disease

Arthritis

Asthma

Breast Cancer

Colon Cancer
Depression

Diabetes

Glaucoma

Heart Attack

High Blood Pressure
High Cholesterol
Kidney Disease

Obesity

Osteoporosis

Prostate Cancer

Stroke



NOTICE OF OFFICE POLICIES

SMART ORTHOPAEDIC SURGERY
THIS NOTICE DESCRIBES OFFICE POLICIES AND INFORMATION.
I. ASSIGNMENT OF BENEFITS

I hereby assign to Jothi Murali-Larson, M.D., dba SMART Orthopaedic Surgery, 429 Llewellyn Avenue, Campbell,
CA, all of my right, title, and interest in and to any and all health care and/or surgical benefits otherwise payable to
me for medical treatment.

II. FINANCIAL RESPONSIBILITY

I acknowledge that I am responsible for paying Jothi Murali M.D., Inc/SMART Orthopaedic Surgery to the extent
that the relevant insurer, plan or payor does not pay. I agree that I am responsible for paying Jothi Murali M.D.,
Inc/SMART Orthopaedic Surgery for the full amount of the charges for medical treatment provided by Jothi Murali-
Larson, M.D.

I agree to immediately remit to Jothi Murali M.D., Inc./SMART Orthopaedic Surgery any and all payments subject to
this assignment that I nonetheless receive directly from the relevant insurer, plan, or payor. I understand that my
failure to immediately remit such payments may cause Jothi Murali M.D., Inc./SMART Orthopaedic Surgery to incur
collection costs and attorney's fees to collect such payments from me, and I agree that I shall be liable for Jothi
Murali M.D., Inc/SMART Orthopaedic Surgery's collections costs and attorney's fees (plus interest on my
outstanding balance at the rate of 10% per annum or the maximum amount allowed by law) if I receive payments
subject to this assignment and do not immediately remit the payments to Jothi Murali M.D., Inc./SMART
Orthopaedic Surgery.

III. AUTHORIZATION TO RELEASE MEDICAL INFORMATION FOR BILLING PURPOSES

I hereby authorize the release of medical information necessary to file a claim with my insurance carrier or other
third party payer I agree to the assignment of benefits otherwise payable to Jothi Murali M.D., Inc./SMART
Orthopaedic Surgery.

IV. NO SHOW AND CANCELLATION POLICY

I acknowledge that cancellations must be made at least 24 hours in advance. In the event that there is a no show for
an appointment or a same day cancellation, I will be charged $75. I understand that this charge will not be covered
by my medical insurance, as it is not a medical expense.

V. FORMS

I acknowledge I will be charged $25.00 for any forms up to 5 pages, such as disability forms. Additional pages of
paperwork will incur a cost of $10.00 per page. Due to the complexity and volume of this paperwork received in the
office, I will allow 7-10 business days for the completion of these forms.

ACKNOWLEDGMENT

I acknowledge that I have reviewed the attached Notice of Office Policies regarding:

Assignment of benefits

Financial responsibility

Authorization to release medical information for billing purposes
No show and cancellation within 24 hours: $75.00 fee

Forms: $25 up to 5 pages and $10 per page thereafter

HIPPA notice and acknowledgement

PatienT NAME



RorLe: Adult Patient




NOTICE OF PRIVACY PRACTICES
SMART ORTHOPAEDIC SURGERY

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

I. HOW THIS MEDICAL PRACTICE MAY USE OR DISCLOSE YOUR HEALTH INFORMATION.

We understand the importance of privacy and are committed to maintaining the confidentiality of your medical
information. We make a record of the medical care we provide and may receive such records from others. We use
these records to provide or enable other health care providers to provide quality medical care, to obtain payment
for services provided to you as allowed by your health plan and to enable us to meet our professional and legal
obligations to operate this medical practice properly. We are required by law to maintain the privacy of protected
health information and to provide individuals with notice of our legal duties and privacy practices with respect to
protected health information. This notice describes how we may use and disclose your medical information. It also
describes your rights and our legal obligations with respect to your medical information. If you have any questions
about this Notice, please contact our privacy officer. This medical practice collects health information about you and
stores it in a chart and on a computer. This is your medical record. The medical record is the property of this
medical practice, but the information in the medical record belongs to you. The law permits us to use or disclose
your health information for the following purposes:

A. TREATMENT. We use medical information about you to provide your medical care. We disclose medical
information to our employees and others who are involved in providing the care you need. For example, we
may share your medical information with other physicians or other health care providers who will provide
services that we do not provide. Or we may share this information with a pharmacist who needs it to dispense
a prescription to you, or a laboratory that performs a test. We may also disclose medical information to
members of your family or others who can help you when you are sick or injured.

B. PAYMENT. We use and disclose medical information about you to obtain payment for the services we
provide. For example, we give your health plan the information it requires before it will pay us. We may also
disclose information to other health care providers to assist them in obtaining payment for services they have
provided to you.

C. OPERATIONS. We may use and disclose medical information about you to operate this medical practice, For
example, we may use and disclose this information to review and improve the quality of care we provide, or
the competence and qualifications of our professional staff. Or we may use and disclose this information to
get your health plan to authorize services or referrals. We may also use and disclose this information as
necessary for medical reviews, legal services and audits, including fraud and abuse detection and compliance
programs and business planning and management. We may also share your medical information with our
"business associates," such as our billing service, that perform administrative services for us. We have a
written contract with each of these business associates that contains terms requiring them to protect the
confidentiality and security of your medical information. Although federal law does not protect health
information which is disclosed to someone other than another healthcare provider, health plan, healthcare
clearinghouse, or one of their business associates, Califomia law prohibits all recipients of healthcare
information from further disclosing it except as specifically required or permitted by law. We may also share
your information with other health care providers, health care clearinghouses or health plans that have a
relationship with you, when they request this information to help them with their quality assessment and
improvement activities, their patient-safety activities, their population- based efforts to improve health or
reduce health care costs, protocol development, case management or care coordination activities, their
review of competence, qualifications and performance of health care professionals, their training programs,
their accreditation, certification or licensing activities, their activities related to contracts of health insurance
or health benefits, or their health care fraud and abuse detection and compliance efforts.

D. APPOINTMENT REMINDERS. We may use and disclose medical information to contact and remind you
about appointments. You may receive an email reminder from our system, on the email address you have
provided.

E. SIGN-IN SHEET. We may use and disclose medical information about you by having you sign in when you
arrive at our office. We may also call out your name when we are ready to see you.

F. NOTIFICATION AND COMMUNICATION WITH FAMILY. We may disclose your health information to
notify or assist in notifying a family member, your personal representative or another person responsible for
your care about your location, your general condition or, unless you have instructed us otherwise, in the
event of your death. In the event of a disaster, we may disclose information to a relief organization so that
they may coordinate these notification efforts. We may also disclose information to someone who is involved
with your care or helps pay for your care. If you are able and available to agree or object, we will give you the



opportunity to object prior to making these disclosures, although we may disclose this information in a
disaster even over your objection if we believe it is necessary to respond to the emergency circumstances. If
you are unable or unavailable to agree or object, our health professionals will use their best judgment in
communication with your family and others.

. MARKETING. Provided we do not receive any payment for making these communications, we may contact
you to encourage you to purchase or use products or services related to your treatment, case management or
care coordination, or to direct or recommend other treatments, therapies, health care providers or settings of
care that may be of interest to you. We may similarly describe products or services provided by this practice
and tell you which health plans we participate in.

. SALE OF HEALTH INFORMATION. We will not sell your health information without your prior written
authorization. The authorization will disclose that we will receive compensation for your health information if
you authorize us to sell it, and we will stop any future sales of your information to the extent that you revoke
that authorization.

. REQUIRED BY LAW. As required by law, we will use and disclose your health information, but we will limit
our use or disclosure to the relevant requirements of the law. When the law requires us to report abuse,
neglect or domestic violence, or respond to judicial or administrative proceedings, or to law enforcement
officials, we will further comply with the requirement set forth below concerning those activities.

. PUBLIC HEALTH. We may, and are sometimes required by law to disclose your health information to public
health authorities for purposes related to: preventing or controlling disease, injury or disability; reporting
child, elder or dependent adult abuse or neglect; reporting domestic violence; reporting to the Food and Drug
Administration problems with products and reactions to medications; and reporting disease or infection
exposure. When we report suspected elder or dependent adult abuse or domestic violence, we will inform you
or your personal representative promptly unless in our best professional judgment, we believe the
notification would place you at risk of serious harm or would require informing a personal representative we
believe is responsible for the abuse or harm.

HEALTH OVERSIGHT ACTIVITIES. we may, and are sometimes required by law to disclose your health
information to health oversight agencies during the course of audits, investigations, inspections, licensure
and other proceedings, subject to the limitations imposed by federal and California law.

JUDICIAL AND ADMINISTRATIVE PROCEEDINGS. we may, and are sometimes required by law, to
disclose your health information in the course of any administrative or judicial proceeding to the extent
expressly authorized by a court or administrative order. We may also disclose information about you in
response to a subpoena, discovery request or other lawful process if reasonable efforts have been made to
notw you of the request and you have not objected, or if your objections have been resolved by a court or
administrative order.

. LAW ENFORCEMENT. We may, and are sometimes required by law, to disclose your health information to a
law enforcement official for purposes such as identifying of locating a suspect, fugitive, material witness or
missing person, complying with a court order, warrant, grand jury subpoena and other law enforcement
purposes.

. CORONERS. We may, and are often required by law, to disclose your health information to coroners in
connection with their investigations of deaths.

. ORGAN OR TISSUE DONATION. We may disclose your health information to organizations involved in
procuring, banking or transplanting organs and tissues.

. PUBLIC SAFETY. We may, and are sometimes required by law, to disclose your health information to
appropriate persons in order to prevent or lessen a serious and imminent threat to the health or safety of a
particular person or the general public.

. PROOF OF IMMUNICATION. We will disclose proof of immunization to a school where the law requires the
school to have such information prior to admitting a student if you have agree to the disclosure on behalf of
yourself or your dependent.

SPECIALIZED GOVERNEMNT FUNCTIONS. we may disclose your health information for military or
national security purposes or to correctional institutions or law enforcement officers that have you in their
lawful custody.

. WORKER'S COMPENSATION. We may disclose your health information as necessary to comply with
worker's compensation laws. For example, to the extent your care is covered by workers' compensation, we
will make periodic reports to your employer about your condition. We are also required by law to report cases
of occupational injury or occupational illness to the employer or workers' compensation insurer.

. CHANGE OF OWNERSHIP. In the event that this medical practice is sold or merged with another
organization, your health information/record will become the property of the new owner, although you will
maintain the right to request that copies of your health information be transferred to another physician or
medical group.

. BREACH NOTIFICATION. In the case of a breach of unsecured protected health information, we will notify
you as required by law. If you have provided us with a current email address, we may use email to



communicate information related to the breach. In some circumstances our business associate may provide
the notification. We may also provide notification by other methods as appropriate.

V. PSYCHOTHERAPY NOTES. We will not use or disclose your psychotherapy notes without your prior written
authorization except for the following: (1) your treatment, (2) for training our staff, students and other
trainees, (3) to defend ourselves if you sue us or bring some other legal proceeding, (4) if the law requires us
to disclose the information to you or the Secretary of HHS or for some other reason, (5) in response to health
oversight activities concerning your psychotherapist, (6) to avert a serious threat to health or safety, or (7) to
the coroner or medical examiner after you die. To the extent you revoke an authorization to use or disclose
your psychotherapy notes, we will stop using or disclosing these notes.

W. RESEARCH. We may disclose your health information to researchers conducting research with respect to
which your written authorization is not required as approved by an Institutional Review Board or privacy
board, in compliance with governing law.

X. FUNDRAISING. We may use or disclose your demographic information, the dates that you received
treatment, the department of service, your treating physician, outcome information and health insurance
status in order to contact you for our fundraising activities. If you do not want to receive these materials,
notifr the Privacy Officer listed at the top of this Notice of Privacy Practices and we will stop any further
fundraising communications. Similarly, you should noti6' the Privacy Office if you decide you want to start
receiving these solicitations again.

II. WHEN THIS MEDICAL PRACTICE MAY NOT USE OR DISCLOSE YOUR
HEALTH INFORMATION

Except as described in this Notice of Privacy Practices, this medical practice will, consistent with its legal
obligations, not use or disclose health information which identifies you without your written authorization. If you do
authorize this medical practice to use or disclose your health information for another purpose, you may revoke your
authorization in writing at any time.

lll. YOUR HEALTH INFORMATION RIGHTS

A. RIGHT TO REQUEST SPECIAL PRIVACY PROTECTIONS. You have the right to request restrictions on
certain uses and disclosures of your health information by a written request speciWing what information you
want to limit, and what limitations on our use or disclosure of that infomation you wish to have imposed. If
you tell us not to disclose information to your commercial health plan concerning health care items or
services for which you paid for in full out-of-pocket, we will abide by your request, unless we must disclose
the information for treatment or legal reasons. We reserve the right to accept or reject any other request, and
will notw you of our decision.

B. RIGHT TO REQUEST CONFIDENTIAL COMMUNICATIONS. You have the right to request that you
receive your health information in a specific way or at a specific location. For example, you may ask that we
send information to a particular email account or to your work address. We will comply with all reasonable
requests submitted in writing which specifr how or where you wish to receive these communications.

C. RIGHT TO INSPECT AND COPY. You have the right to inspect and copy your health information, with
limited exceptions. To access your medical information, you must submit a written request detailing what
information you want access to, whether you want to inspect it or get a copy of it, and if you want a copy,
your preferred form and format. We will provide copies in your requested form and format if it is readily
producible, or we will provide you with an alternative format you find acceptable, or if we can't agree and we
maintain the record in an electronic format, your choice of a readable electronic or hardcopy format. We will
also send a copy to another person you designate in writing. We will charge a reasonable fee which covers
our costs for labor, supplies, postage, and if requested and agreed to in advance, the cost of preparing an
explanation or summary, as allowed by federal and California law. We may deny your request under limited
circumstances. If we deny your request to access your child's records or the records of an incapacitated adult
you are representing because we believe allowing access would be reasonably likely to cause substantial
harm to the patient, you will have a right to appeal our decision. If we deny your request to access your
psychotherapy notes, you will have the right to have them transferred to another mental health professional.

D. RIGHT TO AMEND OR SUPPLEMENT. You have a right to request that we amend your health information
that you believe is incorrect or incomplete. You must make a request to amend in writing, and include the
reasons you believe the information is inaccurate or incomplete. We are not required to change your health
information, and will provide you with information about this medical practice's denial and how you can
disagree with the denial. We may deny your request if we do not have the information, if we did not create
the information (unless the person or entity that created the information is no longer available to make the
amendment), if you would not be permitted to inspect or copy the information at issue, or if the information is
accurate and complete as is. If we deny your request, you may submit a written statement of your
disagreement with that decision, and we may, in turn, prepare a written rebuttal. You also have the right to



request that we add to your record a statement of up to 250 words concerning anything in the record you
believe to be incomplete or incorrect. All information related to any request to amend or supplement will be
maintained and disclosed in conjunction with any subsequent disclosure of the disputed information.

E. RIGHT TO AN ACCOUNTING OF DISCLOSURES. You have a right to receive an accounting of disclosures
of your health information made by this medical practice, except that this medical practice does not have to
account for the disclosures provided to you or pursuant to your written authorization, or as described in
paragraphs I (treatment), 2 (payment), 3 (health care operations), 6 (notification and communication with
family) and 18 (specialized government functions) of Section A of this Notice of Privacy Practices or
disclosures for purposes of research or public health which exclude direct patient identifiers, or which are
incident to a use or disclosure otherwise permitted or authorized by law, or the disclosures to a health
oversight agency or law enforcement official to the extent this medical practice has received notice from that
agency or official that providing this accounting would be reasonably likely to impede their activities.

F. RIGHT TO A NOTICE. You have a right to notice of our legal duties and privacy practices with respect to
your health information, including a right to a paper copy of this Notice of Privacy Practices, even if you have
previously requested its receipt by email.

IV. CHANGES TO THIS NOTICE OF PRIVACY PRACTICES

We reserve the right to amend our privacy practices and the terms of this Notice of Privacy Practices at any time in
the future. Until such amendment is made, we are required by law to comply with this Notice. After an amendment
is made, the revised Notice of Privacy Protections will apply to all protected health information that we maintain,
regardless of when it was created or received. We will keep a copy of the current notice posted in our reception
area, and a copy will be available at each appointment.

V. COMPLAINTS

Complaints about this Notice of Privacy Practices or how this medical practice handles your health information
should be directed to us. If you are not satisfied with the manner in which this office handles a complaint, you may
submit a formal complaint to U.S. Department of Health & Human Services. You will not be penalized in any way if
you file a complaint.

IF YOU WOULD LIKE TO HAVE A MORE DETAILED EXPLANATION OF THESE RIGHTS OR IF YOU WOULD LIKE
TO EXERCISE ONE OR MORE OF THESE RIGHTS, PLEASE ASK.

Acknowledgement of Receipt of Notice of Privacy Practices
PATIENT NAME

I hereby acknowledge that I have received a copy of this organization's privacy notice in
accordance with mandated HIPAA privacy laws.

RoLE:

I grant permission to use communication methods:
Cell phone

Text Message reminders permitted



Home phone
Work phone

Email

I grant permission to disclose identity when calling

I grant permission to leave a message at:
Home phone

Cell phone

Work phone

None- please just ask for a call back

Other








