Bone & Joint Associates, LLP.
7 Reservoir Road

White Plains, New York 10603

(914) 684-0300
Dear Patient,
We would like to take this opportunity to welcome you as a new patient to our practice. We feel very fortunate you have chosen Bone & Joint to assist in the care of your Orthopaedic needs. Enclosed are a few forms to help prepare you for your visit with us.
Prior to your visit, please complete the enclosed personal information and history forms. We ask that patients under 18 years of age be accompanied by a parent or guardian. 

1. Please complete the patient agreement, the patient information and medical history forms and bring these with you to your appointment. Please review the materials regarding payment.  This will help expedite your being seen.
2. Please bring a complete list of medications you are taking, including dose and frequency. 

3. Please bring your insurance card. If you are in a managed care plan, the referral from your Primary Care Physician must list the following: 

· Date of office visit 

· X-ray

· MRI 

· Injection 

· Follow-up appointment required. (Date to be determined after your first visit).
The initial visit is very thorough and can be quite lengthy. We ask that you plan to be in the office at least one hour, so please plan your schedule accordingly. During your visit, the physician will review your medical history with you and then perform a physical examination. Depending on your history and your symptoms, an x-ray may be done. Any other procedures may be done depending upon your symptoms. Since education plays an important role in helping to treat your problems, our physicians and staff will discuss your treatment plan.
For information regarding payment, we have included in this packet our policies. For your convenience Visa, Master Card and personal checks are accepted. If you are unable to keep your appointment, please call at least 24 hours in advance. 

If you have any questions, please feel free to call our office.
Sincerely,

Physicians of Bone & Joint Associates, LLP
PAYMENT POLICY:
1. Method of payment: Cash, personal check or VISA/Master Card.   

2. We will gladly file your insurance claim. We ask that you pay your deductible and co-insurance portion at the time of your visit with us.   

3. If you wish to file your own insurance claims, we will provide a complete itemized statement for each visit to attach to your insurance claim form.
PARTIAL LIST OF INSURANCE PLANS WITH WHICH WE PARTICIPATE: 

· Aetna - HMO    

· Blue Cross Blue Shield 

· GHI CBP

· Healthnet Northeast

· Medicare

· No-Fault

· Pomco

· Oxford Freedom Plan

· United

· Worker’s Compensation

For all other plans, we will gladly accept your “out of Network” benefits. Deductibles and co-payments are the patient’s responsibility.

MEDICARE
We will gladly submit your charges to Medicare. As a participating provider, we adjust any difference between our charge and what Medicare allows. You are responsible for your deductible and 20% of Medicare’s allowance. If you are enrolled in a managed care plan, a referral from your primary care physician will be needed.

We do recognize the need to set up payment plans for patients with large balances due. If this need should arise, we will gladly assist you in setting up such a plan. Please contact our Billing Department at (914) 684-0300.
MEDICAL RECORDS AND/OR COPIES OF FILMS REQUEST POLICY:

All requests for copies of Records and films must be presented in writing. A separate form is available at our main reception desk, or you can present a brief letter with a patient signature authorizing release of requested records and/or films with patient name, date of birth and a brief explanation as to why request is being made. You can fax or mail your request to our central location at:

Attention: Medical Records Department

7 Reservoir Road

White Plains, New York 10603

Fax: (914) 684-9783

It is advisable to contact our Medical Record Department for verification of receipt of request made. Please be advised there is a 7-10 day turnaround time for the request to be completed. We realize there are circumstances when the medical record will require immediate disclosure. If this is your situation, please call the Medical Record Department to discuss your needs.
A fee will be charged for copies based on the following criteria:

X-ray’s and MRI’s-$10.00 first film, $5.00 each additional film-postage additional.
Medical Records-$.75 per page.
Payment must be made in advance if the copies are mailed. Payments must be made when picking up copies up at our central location. 
Patient Agreement
CONSENT TO TREAT. I hereby authorize providers of Bone & Joint Associates, LLP. to examine me/the patient named below and to furnish such diagnostic and therapeutic services as they deem necessary and appropriate. If I am authorizing on behalf of someone other than myself such examination and services may be provided in my absence.
FINANCIAL RESPONSIBILITY. I understand that I am responsible for all services rendered at the doctors’ regular rates. If, however, insurance benefits are assigned to the doctors and billed to the insurer, I agree to pay all charges which are not covered by insurance or which are not promptly paid by the insurer. I understand and agree that it is my responsibility to obtain any prior approvals required by my insurer, and to take all other steps to qualify for insurance coverage. I agree that all charges are due upon billing. I agree that if referred to a collection agency or legal action is necessary to collect my balance, I will pay the doctors’ reasonable attorney fees and costs of collection. No extension or forbearance, and no attempt to obtain payment from insurance or other sources, shall waive or release my financial obligations under this agreement.
ASSIGNMENT OF BENEFITS. I hereby allow Bone & Joint Associates, LLP. to receive payment of insurance benefits for services provided by the doctors, their employees or others working under contract. Any credit balance resulting from benefit payments or other sources may be applied to any other account owed by the patient of the undersigned. 
RELEASE OF INFORMATION. I authorize release and disclosure of all or any part of my medical record to any person or entity (or representative thereof) which may be responsible to pay for any portion of the charge incurred, including but not limited to any private insurer, government program, workers compensation payer, employer, or family member. I further authorize release to any physicians, hospitals, or others who may require such records in connection with my current or subsequent health care. I also authorize Bone & Joint Associates, LLP. to obtain medical records from other sources if needed for my medical care. A photocopy of this release shall be considered valid. No person or entity shall be liable for disclosing records in the good faith belief that disclosure is authorized by this release. This release may not be revoked as to any records relating to services provided during this course of treatment.
BY SIGNING BELOW, I obligate the patient, and personally obligate myself if I am the patient or the patient’s spouse or parent, to all of the terms set forth herein. This Agreement shall remain valid for all subsequent visits and all services after this date unless expressly revoked. I HAVE READ THIS DOCUMENT OR IT HAS BEEN READ TO ME. I UNDERSTAND AND VOLUNTARILY ACCEPT ITS TERMS, IF I AM SIGNING FOR SOMEONE ELSE, I CERTIFY THAT I HAVE LEGAL AUTHORITY TO DO SO.

Patient Name: _____________________________________________________
Patient Signature:___________________________________________________
Witness:___________________________________________________________
Relationship:________________________________Date/Time:______________
IF RESPONSIBLE PERSON IS SOMEONE OTHER THAN THE PATIENT, SPOUSE OR PARENT
The undersigned, who is a person other than the patient, patient’s spouse or patient’s parent, individually agrees to be personally responsible for the financial obligations set forth above, and personally guarantees payment of all charges.
Signature of Responsible Party:______________________________________
