PRIVACY ACT AND AUTHORIZATIONS

Due to recent changes in the Federal Laws regarding Privacy for the medical patient our authorizations are
more extensive than ever before. Please understand that the goal of Orthopedic Group of Birmingham is to
administer the best medical care available in the most efficient manner. At all times, to the best of our
abilities we will protect your privacy. Please understand that in the normal course of running our medical
office discussions can sometimes be overheard. Ask us, at any time, if you would like to assure a totally
confidential discussion with the doctor or the business office.

PLEASE READ CAREFULLY THE AUTHORIZATIONS BELOW AND SIGN APPROPRIATE
ONES.

RELEASE OF MEDICAL RECORDS:

I hereby authorize Orthopedic Group of Birmingham to furnish my chart information, including x-ray
copies to my insurance carriers or to any medical facility or physician involved in my care. I understand
that this information may be transmitted by facsimile, phone or mail.

Signature of Patient (if under age 14 must be signed by parent or guardian)

RELEASE OF PHYSCOTHERAPY RECORDS:

I hereby authorize Orthopedic Group of Birmingham to furnish any and all physcotherapy records in my
chart to my insurance carriers or to any medical facility or physician involved in my care. I understand that
this information may be transmitted by facsimile, phone or mail.

Signature of Patient (if under age 14 must be signed by parent or guardian)

PEDIATRIC PATIENTS (ages 14-19)
I hereby authorize Orthopedic Group of Birmingham to discuss my condition and treatment plan with my
parent or guardian. I understand that I may ask for a private consultation with Dr. Elkus.

Signature of patient age 14-19 only Date

AUTHORIZATION TO DISCUSS MEDICAL CONDITION WITH FAMILY

On occasion it may be necessary for Orthopedic Group of Birmingham to discuss my condition with
members of my family. I authorize the doctor to speak with:

___All Family Members

___Only the Following Family Members:

Name Phone Relationship

Name Phone Relationship

Signature of PATIENT Date



PRIVACY ACT AND AUTHORIZATIONS (CONT’D)
AUTHORIZATION TO LEAVE MESSAGES ON ANSWERING MACHINE

Please indicate your preference and authorization below for any messages our office needs to leave for you.
Please Circle:

Yes No — Message to call our office Yes No — Message concerning appointment and date

Yes No — Message regarding test or lab results

Signature of PATIENT Date

AUTHORIZATION TO MAIL REMINDER CARDS:

Yes No — I authorize Orthopedic Group of Birmingham to mail postcard reminder of appointment.

Signature of PATIENT Date

FINANCIAL RESPONSIBILITY

I hereby assign to Orthopedic Group of Birmingham all payments for medical services rendered. |
understand that I am responsible for any amount not covered by insurance.

The undersigned agrees to be totally responsible for all charges for services rendered to the patient,
including any non-covered charges. The undersigned also agrees that if the unpaid account is referred to
any attorney for collection, all costs of collections, including reasonable attorney fees, are the responsibility
of the undersigned.

Patient (Agreement to Pay) Guarantor (Agreement to Pay)

I UNDERSTAND THAT ANY RELEASE OF INFORMATION OTHER THAN THE ABOVE
WILL REQUIRE WRITTEN REQUEST.

SIGNATURE OF PATIENT DATE





