Medical Park Orthopaedic/Sports Medicine Clinic

J.D Allen, M.D

Jeff D. Angel, M.D.

Clay Kiihnl P.A.

Our goal is to exceed your expectations with the highest quality care and best patient experience as possible.

The following items are required for your appointment.

1. Insurance cards

2. Picture ID

3. Medical records, x-rays, test results or any reports (pertinent to the problem).

4. Physician Referral- If a referral is required and is not present at the time of your appointment, you will be required to re-schedule.

Financial Responsibility 

You are financially responsible for the services provided by Medical Park Orthopaedic Clinic (MPOC). As a courtesy, MPOC will file health insurance claims on your behalf.
· If your injury is a result of motor vehicle accident and your health insurance does not cover this, please contact our office in advance and speak to our office insurance coordinator “Tracy”.
· Patients are responsible for co-pays and any amount not covered by their insurance provider at the time of visit.
· If you do not have insurance coverage “self pay” you will be responsible for a $100.00 deposit at the time of service.
· For your convenience, MPOC employs Financial Counselors to assist with payment arrangements, if desired.
Workers Compensation Patients

MPOC does accept workers comp, however before an appointment can be made the visit will need to be preapproved by a case manager or adjustor. We must have all of the necessary billing information to get your claim paid. Example employer, phone numbers for adjustors, mailing address, claim number. 

Imaging Services 

The Patient Protection and Affordable Care Act signed March 23, 2010 requires physicians with in-office imaging services to inform patients of other facilities who offer the same services within the area. The following is a list of facilities with MRI services: White River Medical Center, Harris Hospital, White County Medical Center, and Searcy Open MRI.

Thank you for choosing Medical Park Orthopaedic Clinic as your medical provider!

Patient Authorization to Release Medical Record Information
Name____________________________ Date of Birth___________________________

Address:________________________________________________________________

City:_______________________________ST:________________Zip:______________

I HEREBY authorize Medical Park Orthopaedic and Sports Medicine Clinic to copy and disclose protected health information (PHI) about me to:

________________________________________________________________________

Name of person authorized to receive medical information about patient

The information to be disclosed is:

___ History and Physical examinations

___ Consultation reports

___ Operative reports
___ Progress reports

___ Billing records

___ Discharge summaries
___ X-ray or MRI reports

___ X-ray or MRI disc
 Other:___________________________________________________________________

This information is being released for the following reason: _______________________________

________________________________________________________________________

Unless otherwise revoked, this authorization will expire one year from date of signature.  I may revoke this authorization at any time, except where information has already been released.  My written revocation must be submitted to Maureen McChesney, Privacy Officer.

I understand that Medical Park Orthopaedic and Sports Medicine clinic may charge a fee for the costs of copying, mailing, or other supplies associated with this request.
_________________________________________      ____________________________

Signature (Parent, Legal Guardian of minor child)                                                                      Date
_______________________________________       ____________________________

Print Name                                                                                                               Relationship to patient giving representative 

                                                                                                                                   authority to act for the patient 
________________________________

Witness
Medical Park Orthopaedic Clinic

501 Virginia Drive, Suite C

Batesville, AR 72501

Phone 870-793-2371  Fax 870-793-7585

J.D Allen, M.D.      Jeffery D. Angel, M.D.

Clay Kiihnl, PA-C

	Only One physician should manage patients’ pain. If you are receiving pain medication from another physician, you will not receive a pain prescription from Medical Park Orthopaedic Clinic. Incompliance with this policy will result in termination of care.




I hereby assign to Medical Park Orthopaedic Clinic, P.A. and Medicare, Insurance, or other third party, benefits available for health care services provided to me by Dr. J.D. Allen, M.D., Dr. Jeffery Angel M.D., and / or Clay Kiihnl, PA-C. I understand that Medical Park Orthopaedic Clinic P.A. had the right to refuse of accept assignment of such benefits. If these benefits are not assigned to Medical Park Orthopaedic P.A., I agree to forward to Medical Park Orthopaedic P.A. all Medicare, all insurance, or other third party payments that I may receive for services rendered to me immediately upon receipt.

I authorize any holder of medical information about me to release to the center of Medicare and Medicaid Services and its agents and information needed to determine these benefits or the benefits payable for related services.

I have received a copy of Medical Park Orthopaedic Clinic, P.A. notice of privacy practices.

_________________________                          _________________________

Patient Name (please print)                                                   Date of birth
________________________________            ___________________

Signature of Patient or Legal Guardian                Date
Patient Information

Legal Name: ________________________________________________________

                           Last                                       First                                     Middle 

Date of Birth: ________________     Male / Female     SS#______________________
Marital Status:   married       single          divorced        widowed

  (Circle one)

Address:___________________________________________________________
Number/Street

________________________________________________________________________________________

City                                                  State                                              Zip Code

Telephone Numbers:_________________________________________________  

                                           Home                                                       Cell

Email address:______________________________________________________

	Retired                         Disabled

Employer:____________________________________________________
Work Telephone Number:______________________________________
Employer’s Address:____________________________________________

Number/Street

______________________________________________________________
City                                         State                                         Zip Code




Emergency Contact:____________________________________________________

                                            Name                Phone Number              Relation 
Spouse_______________________________________________________________

                   Name                                             Date of Birth                          SS#                                                    

	Insured’s information

(If different than above) 

____________________________________________________________________

Name                                                 Date of Birth                           SS#
____________________________________________________________________________________________

Employer                                       Work #                                     Cell #




Medical Park Orthopaedic Clinic

501 Virginia Drive, Suite C

Batesville, AR 72501

Phone 870-793-2371 Fax 870-793-7585

J. D. Allen, M.D.  Jeffery D. Angel

Clay Kiihnl, PA-C
Accident Form

Name: _______________________________ Date of Birth:_______________________

Injury/Accident:           Yes               No

Date of injury/accident:___________________  Time of injury/accident______________

What is you specific injury? (i.e. ankle, foot, elbow, knee, ect.)_______________________________

How did your injury/accident occur?

_____________________________                                       _______________________

Signature
Date
Medical Park Orthopaedic Clinic


501 Virginia Drive, Suite C


Batesville, AR 72501


870-793-2371  Fax 870-793-7585


J.D. Allen, M.D.              Jeffery D. Angel, M.D.














