CalvertHealth.

Medical Group | - |

Plastic & Reconstructive Surgery

New Patient Information
dMr, M'rs. OMiss:OMs. Q0r. Today’'s Date:
P'atiené Name: SSN#;
Addres§
DOB: : Aga: . U Maie U Female ‘Marital Status; .
Haome Pii}mne: Referring Doctor/Person::
WO‘rk.Péone.: Primary Doctor:
Cell Phqne Email Address:
Emergéncy Contact: Relatioriship to Patient: .
Home P.é]_ohe:_ ‘Work Phone: “Cell Phone:.
Patient?s’ Employer/School: . QOccupation:
Addressé'
Pri'ma'ré Health Insurance Company:
In_sured.’-_é's Name: DOB: Employer:

Patient’s Relationship to Insured: QSeif QSpousée QOChild ADther:

Secondary Health Insurance Company:

Insured’s Name: OB Employer:

Pati_ents:Relationship to Insured: QOSalf OSpouse QAChid OOther:

Phatography Policy: T hereby.authorize the physician.and his associates to-take pre-operative, intra-
operativeland post-operative photegraphs of the area being treated, if needed for use in'my
treatment. I authorize the photographs to be sent to my health insurance company to approve.
treatment-and/or payment for rendered services.as necessary. 1 undefstand and agree that my
photographs.may be shown to futire patients in order to illustrate suyrgical results. If the photographs
any distinguishing marks as indicated by me the photographs will not be shown to-future patients’
without my written approval. T authorize the physician and his associates to send the photographs to-
my pritary and other physicians involved in-my treatment. I understand that I will Aot be entitled to
monetaryipayment or any other consideration as a resuit of any use .of the photographs or my
interview.iT further understand that neither I nor anyorie accompanying me, may record, video tape or
take any photographs during my visit and/or procedure. I understand I may get-a cepy of the
_photographs upon signing a medical release and paying a fee for each.copy, I-understand ph’otdgra‘_phs‘
will not be loaded to the internet or used in any advertising unless'I provide rmy writteh approval.

.Si_g_haturé of Patient or Responsiblé Party. Relation to Patient - Date

WA

CaivertHealth Medical Group
Prince Frederick, MD 20678
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C.al_vertHeaEth._»
Meglcal Group

New Patient information

DOB:

:Patie_nt'N_am_eé

kd

Male O Female O Last Menstrual Period;

Reason for visit}

Work Related? OYes ONo Trauma Related? Oves ClNo

Primary Care Provider; Réferring Provider:
Do you see a catdiologist? LUNo OYes  Physician Name: Last Appt:
Pharmacy: '
Permission to rélease medical records:. | hereby-authorize CalvertHealth Medical Group 1o reléase and receive any medical
information reqiired i the course of my examination, evaluation, history taking and treatment. | permit this te be:done by
mail/faxto any phvs:cmn hospital, radiology office, laboratory or any other health ¢are organization involve at any fime in my
care.
‘Signature: Date:
Medical Historyt Please circle:all that apply
Cardiovascular Pulmonary Gl Endocrine
Hypertension Asthma Herniz
Chest Pain | COPD’ Refiux
MI/CAD Cough Hepatitis; Type:
Palpitations/Arthythmia Shortness of breath Liver Disease
Pacemaker/AIDE Slaep Apnea ‘“Thyroid Disgase
Valyular Diseast Whéezing Obasity '
Coronary Stent: Branchitis IBS
A-Fib C-PAP; OYes (N ulcers
PVD _ Gastritis
Hyperlipidemia Diverticulitis
' 5 Diabetes, Type:.
Neuromuscular Hematologic Gy
TIA or Strake Aneimia Prostate Problems
Seizures ; Sickle Cell Vasectomy
Cerebrovascu [aﬁ_Di_sea_se Bleeding Disorder Stoanes’
Dementia: i Chemotherapy Urinary ihcontinence
‘Osteoarthritis HIV/AIDS Bload in Urine
Rheumatoid Arthritis Factor V Liden Miscellaneaus
Psvch:atr[c biso rder Cancer, Type: ‘Cataracts.
Anxiety : Glaucoma
Depression ={ Glasses/Contacts
Neuromuscufar Disease
Syncope Conditions not listed:

Prior H'and/Wristj}_'Arm Surgery or Trauma:

SurgicallHospi_fa!i'zation-Historv

Amh-605 {12/2023)

Sur'gerf\jr Date Hospitalization _Pate
Have you. ever expenenced bleeding problems durlng or-aftersurgery? ONo OYes:
Have you ever experrenced problems with anesthesia‘in the past? CINo EIYes
ew Patient Information
CalvertHealth Medical Group
‘Prince Frederick, MD 20678 Page 1 of 2
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CalvertHealth.
Me?"a' Group New Patient Information
Patient Name: DOB:

Family Histomf ~ Clotting Disorder:..

©  Anatomic/Body Birth Differences:

Mother

Diabétes LungDisease Heart Disease. Cancer Othar

Living ¢ Deceased; If s0, was it cause of death? No Yes Age of death
Father

Dizbetes $  lungDisease Heart Disease  Cancer Other

Living. ‘Deceased; H so, was it cause of death?- No Yes Age of death
Stblings

Diabetes Lung Disease. Heart Disease, Cancer Other

Living 1 Deceased; If so, was it ‘cause of death® Mo Yes’ Age of death
Grandparents

Diabetes: Lung Disease ‘Heart Disease Cancer Other

Living, _: Deceased; If s0, was.it cause of death? No Yes Age of death
Allergies: P'Ie_asge list any drug, food or contact allergies:

Do you seea pain management specialist? [ Yes [ No

Current Me‘dicaf:ions:'

Me_ciication Name ‘Dosage # Times per day

Do you use non—gfesc_ribe_d drugs? O No m § Yes:

Social History: _
Marital Status: Single Married Sepafated Givorced: Widowed
Occupation: ___
Do you use .tdba_cc__:cé? No Yes Former  Type How much? per day week(circle one)
Do you vape? { ‘No Yes  ITformer, age stopped: Years uséd:
Doyou_di’ink-alcphfcél?- No Yes  Type: How much? per day -week (circleone)
Do-ycu-cqnsume.céff{e'ine? Na: Yes  Type: Howmuch? __ per ddy week{circle one)

Are you a recovei‘ied substance abuser 0 No £ Yes:

New Patient information

il ' CalvertHealth Medical Group
EllEIHEEE““iHIEHE'”E‘EEIE”H'“'HI“E” m 'Pr‘ince'Frederick_, MD 20675 Page 2.of 2
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CalvertHealth.

Medical Group Patient Financial Policy

Patient Name: DOB:

Thank you for. choosmg CalvertHealth Medical Group (CMMG) as your health care provider. We are committed to
buiiding a succebsful provider-patient relationship with you and your family. Please understand that payment of your
bill is part of your care, This Patient Financial Policy is inténded to- help.avoid misunderstandings by detailing your
financial obligations.

Insurance: Please|confirm your provider is enrolled with your insurance carrier prior to schedullngyour visit..

We participate injmost.insurance plans, including Medlcare If you are not insured by a plan we accept, or if you chooseta submit
your claim yourself, payment in full is expected at'each-visit. We will provide you with appropriate documentation so that you can
submit-a claim to? vour Insurance company.

If we do participate in your plan, butyou do not havea current insurance card or the. des:gnated primary.care provider is hota
CHMG provider, phvment is required in full for each visit until we verify coverage.Alternatively, if we do not participate in your
insurance plan.ang-you chooseto see-our providers, or ifyoude not have insurance and choose to see pur providers, you will be
considered ‘self-ppy’ subject to the terms defined later in this docuiment:

‘Proof of Ihsurance If you have insurance and we submit claims.on your behalf, we require a copy of your drivér’s license or other
government issued photo 1D and your current insurance card at gach visit. This information must be provided prior to seeinga
provider {phiysician, nurse practitionef or physician assistant).

Claims Submlsswn. Your insurance benefit is a contractbetwegen you and yourinsurance. company,and the.charges forany
services provided ; are your responsibility, We will submit claims.to your inistrance (primary and secondarvor supplemental]
company on yourt behalf In order to submit clsims, we require the patient’s name, address, and date of birth, as well as the
'pollcyholder’s name address, and date of brrth This information must match exactly what your insurance company has on file for
you, including exact name, address, and policy number. Any tissing orincorrect informationprovided may resultm claims belng
denied or reambursement being delayed, in which case you may become responsible for the full amount of the services provided.

es:’ Please notify us before your scheduied appointment if any of yourinsurance infarmation.has thanged. This.
includes changes of employer; ifisurance provider, address, policy humber, covered dependents, etc. Not havmg up-to-date
information may result in.claims being denied or deiays in-reimbursement in which case you will become responsible forthe

whote amount of the services provided.

Co-Payments: If y_pur insurance company requires co-payments, those co-payments must be paid at the time of sérvice. We
collect co—pays-duﬁng appointmentcheckin,
Deductibles:and Out—Of—Pocket Expenses: We will bill you for any outstanding balance onceyourinsurance company has

processed your claim ‘and made payment to us: This.balance mayinclude your: contracted deductible or ather out- -of-pocket
expefise as determmed by vourinsurahce policy. Payment for outstanding balancesis expected within 20 days of the statement

date and/or at your rext appointmenit.

Reférrals: It is you! \;responsm:iity 1o obtain any.necessaryreferrals from your primary care provider priorto recewmg treatment.
Patientswho e!ect tc receive service without.a groperreferral will be reguired to'signa walverand will be expected topay for

‘the service prior tq,._treatment

Payment: We ac pt payment by cash, debit card, check, VISA, MasterCard, Discover, and American Express. Alf outstanding
balances must he paid.at time-of service'unless-prior arrangements{payment plans have bieen set.up. As a- tenvenience to-our
patients, all CHMG pracnces are abie to collect payments:for ali other-CHMG practices.

Returned Check. Fee ‘We charge a'$25.00 fee for returned checks. In the event a check has been returned the patient must pay by
credit card or cash. ‘[f a second check is returned, in addltlon to the returnedcheck fee, you will be asked to pay by cash, money
.order, cashiers’ check or credit card for alf future visits.

LTI e—
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CalvertHealth. o
Medical Group Patient Financial Policy

Seif-Pay: A Self-Pay. patients any patient who does not have health insurance; chooses to submit thair. own claims, see a CHMG.
provider who:dogs not-participate in their health insurance plan, receive . serwce that requires a referralfrom their insurance’
company or primary caré provider when-thiey do not hiave the referral with them or receives a treatment, they knowis not covered
by theiri msurance company.

Financiai Assnstam:e- The Practice has payment pia ns, finantial assistance, and: sliding fee scale, to uninsured.and others with seif-
‘pay balances. Please ask the office assistant for further information,

Non-Payment: If a halance remains unpaid past 90 days your account wifl be transferred to a collection agency-or collection
attorney. In the e..fent your accaunts remain in delinquent standing with the collection agehcy, you may be terminated from-thie
medical group,

Minor Patients: Any adult {parent or guardian) accompanyinga minor child to their appointment is responsible for paymentfor
ail -s'ervices_riende red to the minor childat the time of the appoiritment.

Physicals:: Depari;ment of Transportation (BOT), 500, sports, camp and work physicals-are riot usually covered by anyinsurance
comparnies. Paymgnt forthese services are expected at the time 6f service.

Personal Injury Clanms. CHMG will bill the current health insurancefor treatment covered by thé insurance company. All
applicable co- pays will be collected at time of service.

!
s

Account Consultatlon Providers {phys;mans, nurse-practitioners, physician assistarits) are not trained to discussfinancialissues

with patients. On!y CHMGs billing staffis trainad to discuss your account, including charges, fees; payments,and payment
“arrangements. if you have questions about any of the financialissues related to your account, please contact the hilling office at

"410-414-4555.

Worker's Comper sation: Prior authorization is. required from your employer before:service can be provided. Wea require the
follow__mg_:n_forma ion for each claim submitted on each date of service: state where injury occurred (i.e., Maryland); date of
injury; exact locaton.on the body where the injury o¢curred and-that is covered by the &laim. if the claim is denied and you do
‘not have health in; surance, the charges will become your responsibility.

LHMG Billig Contact Information:

Physical Address ‘Mailing Address

CHMG Bitling Office CalvertHealth Medical Group
‘Prince Frederick; MD 20678, P:Q. Box 11759

Billing Phone N:urﬁgaer: 410-414-4555 Newark, NJ 07101-4759

Qur practice is comm|tted to providing the best’ treatment 1o our: patients Our prices are representative of the usualand
customary charges for.our area. Thankyou for undersianding our financialand payment policy..

;3

My signature bel_oviz certifies that | have read, understand, and agree to the terms of this Patient Financial Policy..

Pat’i'ent-'Sig_nat'Ure*'..- Today's Date:

Patient Name: DOR:

IR

Patient Financial Policy
CalvertHealth Medical Group.
Amb-216(11/2023)




CalvertHealth. P
Medical Group Consent to Care and Treatment

Patient Name: _ DOB:

As.a patient, :you have the right to be inforimed about the state of your health and any recommended
medical, dlagnostlc or surgical procedure that will be used in the course.of your care at this practice so
that you may make informed decisions as to whether or not to undergo any recommended treatment.

if you have begn a patient of this practice prior to'signing this consent, any medical conditions and/or treatment
plans have aiready been discussed with you and you.consent to the ongoingcare and treatment that has been
defined. {

H
&

If you are.a new patient with this practice, no.specific treatmenit plan has yet been recommended.

This consent form. gives us your permission to examine you and perform the evaluations necessary to evaluate
your health arid identify any.conditions that’ may be affecting it. It also gives us your-consent to recommend
appropriate trnatment for any conditions’ identified during the course.of yourcare and‘treatment.

By si'gning'thls consent, you are giving us your permission to. perform reasonable and necessary medical
examinations.and testing in order to assess your health and recommend treatment. You authorize this: practice,
your as__s;gned physician and/or advanced practice clinician (Nurse Practitioner or Physman Assistant}, and any
employee working under the direction of the physician.or other-advanced practice clinician, to provide medical
care to you. Twls,-med_icai care:may include services and supplies related to your health and may include but not
limited to preventative, diagnostic, therapeutic, rehabilitative, maintenance, palliative care, cbunseling,
assassment; of review of physical b_r-men'_ta{- status/function-of the body and the prescribing of drugs, devices,
equipment, orjother items required to diagnose and treat a medical condition. This consent includes contact and
discussion wit’f other heaith care professionals wha may be consulted regarding your care and treatment.

You are also mdtcatmg that you intend that this consent is continuing in nature even aftér a specific diagnosis has
been made and treatment recommended. The consent will remain fully effective until it is.revoked:-in writing.

You have the r!ght at any time to discontinue services. You have the right-to discuss the purpose, potential risks
and benefits of any test ordéred for you in the course of your tréatment plan with your physician or health care
provider. If you have any concerns regarding any test or treatment recommended by your health care provider,

we-encourage you to ask questions.

If additional te'atmg, invasive or interventional procedures are recommended, you will be asked to read and-sign
additional consent forms specific to the test(s) or procedure(s) tc be performed.

1 certify that I have read and fully understand the above statements-and consent fully and-voluntarily to its
contents.

4

P.a_t'i(e'_.rat'-Sigr'u;ttur;'éi {_or-'Guardfa_n'i_f signing for another 'person) ' Date
Name of Guardian Relationship to Patient
Witnéss Witness Name [please print)’

i i 0§ Consent to Carg/Treatment
CalvértHealth Medical Group
Amb-216 {11/2023)
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CalvertHealth. No-Show and Late
Medical Group Cancellation/Reschedule Policy

i

Patient Name: _| bos:

Thank you for ichoosing CHMG as: your heaith care provider. We are committed to. building a successful provider-
patient _relatio_r%ii'ship with you and your family. We understand there are timies when you must miss a scheduled
appointment of cannot cancel or reschedule in a timely manner; however, when you do not call to cancel a
scheduléd-'-appfé'intm'ent at least 24 hours. priot to the appointment or miss-a scheduled appsintment without notice,
you may be 'pr;eventing; another patient from getting much needed treatment. Conversely, the situation may arise.
when another patient fails to cancel and we are unable to schedule you for a. visit, due to a seemingly “full”
appointment book.

To-help avoid misunderstandings, we are providing ‘you with our No Show and Late Cancellation/Reschedufe Policy.
For purposes of this policy, a late cancellation is when a patient cancels or reschedules a scheduled appointment but
provides less than.24 hours’ notice. Late cancellations will be treated as a ‘no-show’ per CHMG policy.

The -fo[lowing_fpoliciES will apply to ‘no-shows’ and late cancellations/reschedules, combined, o a rolling 12
month period. :

‘No-Shows’ and late cancellations/reschedules for Office Visits:
¢ First offense will prompt a warning letter to the patient regarding their nosshow of late cancellation/ reschedule
occurren(:e-_fa_nd a notation will be made in the patient’s chart.

i Second offehse-will prompt-a phone callfrom the practice to the patient and 2™ warning {etter will be sent to the
patient.

t  Third 'offensie will prompt the patient to be discharged from the practice: The patient will receive a Jétter of
discharge by certified mail and the patient portal.

‘No-Shows’ or 'l‘éte‘- cancellations/réschedules for Procedure:

¢ Patient will ié_mtomatic_aily_ be charged a $100 ‘no-show’ or late cancellation/reschedule fee. The practice staff will
print a copy; of the signed No-Show and Late Canceilation/Reschedule Policy along with the fee ticket, and mail to
the patient.! '

Additional Information:

The No-Show-'arid- Late Cancellation/Rescheduie Policy is not provider specific but applies across all CHMG practices,
such that.a no-show or late cancellation/reschedule for one provider could impact the patient’s ability to schedule
appointments with another CHMG provider, For a listing of all CalvertHealth Medical Group providers and
practices, please go.to CalvertHealthMedicalGroup.org.

All applicable n@j~show and late cancellation/reschedule fees must be paid prior to scheduling future appointments
with any CHMG provider.

My signature be_!f:w--ce'rtifies-t_hat- | have read, understand, and agreeto the terms of the No Show and Late
Cancellation/Reschedule Policy.

Patient Signature: Today's;Date:
Canceliation Policy

MR, -




CalvertHealth. o
Medical Group Patient Portal Access.

Th‘_e'.CalvertHea!th Medical Group Patient Portal is a key component.of managing your health. The Patient Portal
is a secure, -orllne tool that lets you communicate with your healthcare téam and ma nage your health
infgrmation.

Using the' P.or1§al,'y0_u cani

- R'ev'iew-flab. results,

= Reviewiyour medical history;

= Request medication refills.

= Request appointments.

= Reque sf ‘Referrals.

= Pay your CHMG bill.

= Send your provider or practice questions.

THE PATIENT PORTAL. IS THE PRIMARY METHOD CHMG AND YOUR PROVIDER
USE TO SHARE IMPORTANT INFORMATION WITH YOU!

We will s_en'd'\,':fou secure communications through the portal to:

Rem-ir’jd' you of upcoming appointments

Notify you of new providers

Notify you of departing providers -

Notify you of changesto office apening and closing times (i.e., for inclement weather)

oo

Weno iongef send notifications by regular mail. All communications will be by portal message, text
message ar tefephone.

Patients who do not sign up for and activate their Patient Portal access will miss out on key commuhications
and . not be ab!e to take advantage of this secure, online access to your medical records, medication refills, lab
results, and prowder communications.

When you check in for your appointment, we will ask for your emdil-address and give you a token that you will
use to actwatewour access. You will have 30 days from the date you receive it to go online to nextmd.com to
enteér the tokeq and activate your access.

WE En.ffc'OURAGE YOU TO ACTIVATE YOUR PORTAL ACCESS AS SOON AS YOU GET HOME.

Once.you have, actwated your portal access, you can click.on ‘My Chart’ then“Request Health Records’ to:start
dowriloading your medical records into.your portal.

The Patient: Portal is'a convenient, secure way to.communicate with your provider, manage your
medications- and monitor your health records. Please sign up and activate your portal access today.

Patient Portal
CalvertHealth Medical Group
Amb-216 (11/2623)




CalvertHealth.
Medical Group

Informed Risk of Nicotine/Marijuana for Wound Healing
This mformed risk statement is to .ensure that you understand the useof tobacco/nicotine
and marquana can inhibit wound healing; contribute to scars, skin necrosis {wound break
down), ga neer, and.is net limited to just these complications and risks. Please inform Dr.
Ehrmanir’aut’ ifyou use and or have usedtobacco, nicotine, ormarijuana. You are advised
to’ d[scontmue the use of tobacco, nicotine, and any marijuanaproducts. If you are
scheduled fora surgery, you. MUST stop all forms of tobacco, any marijuana products,.
vaping (e cigarettes), and nicotine four (4) weeks priorto your surgery and forat least four
(4) Weel§s after your surgery. This means complete abstinence from-all forms.of tobacco,
nicotin e, and any marijuana, including but not limited to nicotine gum, nicotine patch, e-
ctga_re'tfés, edibles; weed pens, vape pens, marijuana gummies, etc.

If you néed assistance, you are advised to contactyour family physician, CalvertHealth
Medical Center, or the Calvert County Health Department for a smoking cessation
program.

1f you cufrre.h‘tl‘y use tobacco, nicotine, orany rarijuana products, you will be given an.
'order.to:iu ndergo urine nicoting and or cannabis testing'wh'it:'h you must perform two (2)
weeks prior to your scheduled surgery date. if the results of your nicotine and or cannabis
test_sho\}v an unacceptable level'of nicotine and or cannabis in yoursystem, your surgery
will be canceled, If you need emergency surgety, please discuss this with Dr. Ehrmantraut..

1 have read the above information and understand the risks associated with
tobacco.’mcotme and marijuana use, that there are ' many compllcatmns that can result
due to the use.of tobacco/nicotine and marijuana. lunderstand that | am responsmle for
seeking a smoking cessation program. If t am scheduled for surgery, | agree.to stop the use
of tobacco/nicotine and marijuana four (4) weeks prior to my-surgery and to not use
tobacco?nicotine and marijuanafor-at least four (4) weeks after my-surgery. [ agree to
undergo a urine nicotine/marijuana test béfore my surgery. Furthermore, | verify thatthe
mformatlon provided onthis form is true and accurate to the best of my knowledge.

H

Print Patiént Name Date.

P'aﬁ_en’t Siénature Date

| Informed Risk of Nicotine/ Ma rijuana
| for Wound Healing
* AU C - REL *

CalvertHealth Med;cal Group

R R ——




