SAMRA PLASTIC & RECONSTRUCTIVE SURGERY, LLC
PATIENT INFORMAITON

NAME: HOME PHONE:
ADDRESS: CELL PHONE:

CiTY: EMAIL:

STATE: ZiP CODE: SOCIAL SECURITY#:
MARTIAL STATUS: DATE OF BIRTH:
GENDER IDENTITY: PREFERRED PRONQUNS:
PRIMARY LANGUAGE: RACE: ETHNICITY:
OCCUPATION: EMPLOYER:

EMPLOYER ADDRESS:

WORK PHONE:

FAMILY PHYSICIAN: PHARMACY:

PHONE #: CITY: PHONE #:

REFERRED BY: (CIRCLE ONE) WEBSITE FACEBOOK GOOGLE EMAIL MESSAGE REALSELF COMMUNITY MAGAZINE HEALTHVIEWS
BOCTOR: FRIEND:

RESPONSIBLE PARTY {if patient is a minor) OR SPOUSE PLEASE FILL IN BELOW

NAME: HOME PHONE:
ADDRESS: EMAIL:
CiTyY: STATE: ZIP CODE:
SOCIAL SECURITY #: WORK PHONE:
RELATIONSHIP TO PATIENT: DOB:
PRIMARY INSURANCE INFORMATION SECONDARY INSURANCE INFORMATION
INSURANCE CO. NAME INSURANCE CO. NAME
iD#: 1D#:
GROUP#H: GROUPH:
ADDRESS: ADDRESS:
PHONE: FAX: PHONE: FAX:
WORKERS COMP  AUTOMOBILE  ATTORNEY
CARRIER NAME: CLMH:
ADDRESS: Cry: STATE: Zip:
PHONE #: FAX:
ADJUSTOR NAME: ATTORNEY NAME:
PHOTO CONSENT

in connection with the medical advice and/or surgical services which | am receiving from my physician, | consent that
photographs and/or video may be taken of me, or parts of my body. The photographs and/or video shall be used for
medical records and if, in the judgement of my physician(s), medical research, education or if science will be benefited
by their use. Such photographs, videos and information relating to my case may be published and republished either
separately or in connection with each other, in professional journals or medical books or used for any other purposes
which my physician may deem proper in the interest of medical education, knowledge or research. Additionally, |
consent for these photographs and/or video be used by my physician(s) on their website, presentations or other venues,
such as Facebook, Instagram, Twitter and/or Pinterest. 1t is specifically understood that in any such publications or use, |
shall not be identified by name.

SIGNATURE DATE



SAMRA PLASTIC & RECONSTRUCTIVE SURGERY, LLC
HIPAA CONSENT FOR THE USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

With my consent, Samra Plastic & Reconstructive Surgery, LLC, may use and disclose protected health information {PHI
about me to carry out treatment, payment and healthcare operations (TPO). Please refer to Samra Plastic &
Reconstructive Surgery, LLC'S Notice of Privacy Practices for a more complete description of such uses and disclosures.

I have the right to review the Notice of Privacy Practices prior to signing this consent. Samra Plastic & Reconstructive
Surgery, LLC reserves the right to revise its Notice of Privacy Practices at any time. A revised Notice of Privacy Practices
may be obtained by forwarding a written request to: Samra Plastic and Reconstructive Surgery Privacy Officer, 733 North
Beers Street Suite L3 Holmdel NJ 07733.

With my consent, Samra Plastic & Reconstructive Surgery, LLC may speak with fellow staff members, fax, email, text, call
my home, cellular or other designated location and leave a message on voice mail or in mail or in person in reference to
any items that assist the practice in carrying out TPO, such as appointment reminders, insurance items and any call
pertaining to my clinical care, including laboratory results among others whether it may be secure or non-secure means.
With my consent, Samra Plastic and Reconstructive Surgery, LLC may mail te my home or other designated location any
items that assist the practice in carrying out TPO, such as appointment reminder cards and patient statements.

I have the right to request Samra Plastic & Reconstructive Surgery, LLC restrict how it uses or discloses my PHI to carry
out TPO. However, the practice is not required to agree to my requested restrictions, but if it does, it is bound by this
agreement.

By signing this form, | am consenting to Samra Plastic & Reconstructive Surgery’s use and disclosure of my PHI to carry
out TPO. | may revoke my consent in writing except to the extent that the practice has already made disclosures in
reliance upon my prior consent. If | do not sign this consent, Samra Plastic & Reconstructive Surgery may decline to
provide treatment.

PATIENT PROTECTED HEALTH INFORMATION DISCLOSURE AUTHORIZATION

PLEASE PRINT:
1. NAME: RELATIONSHIP:
2. NAME: RELATIONSHIP:
3. NAME: RELATIONSHIP:

Listed above are the names of relatives and/or friends with whom the physicians and staff of Samra Plastic &
Reconstructive Surgery, LLC have my permission to disclose and discuss my protected health information. Information
includes my past, present or future physical or mental health condition and related heaithcare services. | understand
that this authorization will remain in effect until | make a written request to rescind this permission.

DATE: PATIENTS NAME:
SIGNATURE OF PATIENT/LEGAL GUARDIAN:

Health Information Exchange (HIE)

We, along with other health care providers in NJ, participate in Jersey Health Connect, a health information exchange
{HIE} which allows patient information to be shared electronically through a secured network that is accessible to the
providers treating you. We may disclose your medical information to Jersey Health Connect HIE, unless you opt-out of
participating in the HIE.

Personal Health Record {PHR)

Your medical record is available electronically to you through our EHR system; EClinical Works. Once you provide us
with your email address you will be automatically web enabled. Enrollment is required on your end. We may disclose
your medical information to the Jersey Health Connect HIE for purposes of adding your medical information to your
Personal Health Record {PHR).



SAMRA PLASTIC & RECONSTRUCTIVE SURGERY, LLC

Said A. Samra, M.D., FACS - Asaad H. Samra, M.D., FACS
Munjal P. Patel, M.D., FACS - Salem Samra, M.D., FACS - Fares Samra, M.D. FACS
733 North Beers Street, Suite L3 Holmdel, NJ 07733 (732) 739-2100

DISCLOSURE OF INSURANCE PARTICIPATION STATUS AND FEES
The laws of the State of New Jersey and New Jersey Department of Health require that a health care professional inform

patients of the health care plans in which the professional participates in and the facilities with which the professional is
affiliated with. In compliance with these laws, the undersigned patient is hereby notified, in writing, that:

Section One: Health Plans Surgeon Participates With:

Our surgeons, presently participate with the following health insurance plans:

D Medicare 2) Horizon Blue Cross Blue Shield
PO Box 3030 PO Box 1609
Mechanicsburg, PA 17055-1802 Newark, NJ07101-1609

If your health plan is not listed above in this Section One, your surgeon does not participate with your health plan. In
order to proceed with any health care services, you, the patient, must complete, sign and date this form.

Section Two: Hospitals Surgeon ¥s Associated With:

Our surgeons presently have privileges at the following hospitals to perform surgical procedures:
1) Hackensack Meridian Health Bayshore Medical Center
727 North Beers Street, Holmdel, NJ 07733
(732) 739-5900
2) Hackensack Meridian Health Raritan Bay Medical Center-Old Bridge
I Hospital Plaza, Old Bridge, NJ 08857
(732) 360-1000
3 Hackensack Meridian Health Raritan Bay Medical Center-Perth Amboy
530 New Brunswick Ave., Perth Amboy, NJ 08861
(732) 442-3700
4) Hackensack Meridian Health Jersey Shore University Hospital
1945 NJ-33
Neptune City, NJ 07753
(732) 775-5500
5) Robert Wood Johnson University Hospital
I Robert Wood Johnson Place
New Brunswick, NJ (08901
(732) 828-3000
6) Hackensack Meridian Health Riverview Medical Center
t Riverview Plaza, Red Bank, NJ 07701
(732) 741-2700
7 Hackensack Meridian Health JFK
65 James Street, Edison, NJ 08820
(732) 321-7000
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) CentraState Medical Center

301 West Main Street, Freehold, NJ 07728

(732) 431-2000
9) Monmouth Medical Center

300 2*¢ Avenue Long Branch NJ 07740

(732)222-5200
Please contact your health plan or the hospital at which you are to receive surgical services to determine the participation
status of the hospital, other providers and services the hospital is affiliated with, and associated cost obligations for vou,
the patient, prior to booking your procedure.

Section Three: Ambulatory Surgical Centers Surgeon Is Associated With:

Our surgeons, presently have privileges at the following ambulatory surgical centers to perform surgical procedures:
1) Ambulatory Surgery Center at Old Bridge

400 Perrine Road, Suite 408

Old Bridge, NJ 08857

(732) 553-9222
Please contact your health plan or the Ambulatory Surgical Center at which you are to receive surgical services to
determine the participation status of the hospital and associated cost obligations for you, the patient, prior to booking your
procedure.

Section Four: Pathology Services: The following outside service providers may be contracted to perform services on the

patient based upon the treatment plan and needs of the patient:

Hackensack Meridian Health Bayshore Medical Center

727 North Beers Street

Holmdel, NJ 47733

(732) 739-5847

The patient is hereby notified and understands that this laboratory and/or pathology services may not participate with any
health insurance plans and may be out-of-network providers subject to the following disclosures. Patient should inquire

with each provider to determine their participation status and/or contact patient’s health plan or administrator for further

consultation on costs associated with these services.

Section Five: Mandatory Disclosures & Patient Acknowledgment:

1) 1 understand that the surgeon that I am seeking healthcare services from is out-of-network with and does not
participate with my health insurance plan;

2) 1understand that the amount or estimated amount the surgeon will bill me, the covered person, or my health plan,
for the services is available upon request;

3) I may request from the surgeon an estimated charge for the services proposed and the Current Procedural
Terminology (CPT) codes associated with that service, and the surgeon shall disclose to me, the patient, in
writing, the amount or estimated amount that the surgeon will bill me, the covered person, or my health plan, for
the service and the CPT codes associated with that service, absent unforeseen medical circumstances that may

arise when the health care service is provided;



4) T understand that 1 will have a financial responsibility applicable to health care services provided by an out-of-
network professional, that may be in excess of my in-network copayment, deductible, or coinsurance, and that 1
may be responsible for any costs in excess of those allowed by my health benefits plan; and

5) T have been advised that I should contact my health insurance plan or administrator for further consultation on

those costs.

The surgeon and patient both acknowledge and agree that receipt or acknowledgement by patient of these
disclosures shall not waive or otherwise affect any protection under existing statutes or regulations regarding in-network

health benefits plan coverage available to the patient, under the law.

The surgeon further acknowledges and agrees that, if, between the time these disclosures are made to the patient
and the time the health care service takes place, the network status of the surgeon or any of the health care professionals

listed in this disclosure change as it relates to the patient’s health benefits plan, the surgeon shall notify the patient

promptly.

Section Six: Acknowledgement of Receipt of Disclosures

I, the undersigned patient, acknowledge receipt of this disclosure form from my surgeon, and have read it and understand
the contents. I have discussed my option to obtain treatment with other surgeons, health care providers, service providers,
or at alternative health care facilities that may participate with my health plan and I waive the right to do so and wish to
obtain my treatment with this surgeon with full notice of these disclosures and potential cost sharing consequences. [
certify that [ am at least 18 years of age, competent, not under the influence of any drug, alcohol or other substance that
would impair my ability to understand these disclosures, am not being coerced to sign this disclosure, and do so upon my

own free will.

By: Date: Print Name:




SAMRA PLASTIC & RECONSTRUCTIVE SURGERY, LLC
DISCLOSURE OF FINANCIAL INTEREST

Public law of the State of New Jersey and rules of the Board of Medical Examiners mandates that a physician, podiatrist
and all other licensees of the Board of Medical Examiners inform patients of any significant financial interest held in a
health care service. Accordingly, take notice that practitioners in this office do have a financial interest in the following
health care service{s) to which patients is referred:
The Ambulatory Surgery Center at Old Bridge Jeunesse Medical Spa
400 Perrine Road, Suite 408, Old Bridge NJ 08857 733 North Beers 5t, Suite L2, Holmdel NJ 07733
300 Perrine Rd, Suite 334, Old Bridge NJ 08857

You may, of course, seek treatment at a health care service provider of your own choice. A listing of alternative health
care service providers can be found in the classified section of your telephone directory under the appropriate heading.

FINANCIAL OBLIGATION
Samra Plastic & Reconstructive Surgery will submit your claim to your insurance carrier for services rendered. If you are
not in-network, your carrier will make payment directly to you within thirty days. This money is not yours to keep but
rather is payment for the doctor’s services. Do not cash the insurance check. Please endorse the back of the check and
write “Payable to Samra Plastic & Reconstructive Surgery” below your signature. As soon as you receive the insurance
check, you must forward it to:

SAMRA PLASTIC & RECONSTRUCTIVE SURGERY
733 NORTH BEERS STREET, SUITE L3 HOLMDEL, NJ 07733

s All payments will be accompanied by an explanation of benefits (EOB) which explains how your insurance carrier
arrived at the amount of money it issued. Failure to provide this copy to our office may impact the balance we
consider to be your obligation. An administrative fee of $100 will be incurred if the insurance check and EOB are
not forwarded to our office within seven days.

¢ Please cooperate with our billing staff. Our billing staff is here to help you. At times, they may request you to
contact your insurance carrier to reprocess the claim for prompt payment and/or reconsideration of the final
payment.

s 1authorize the release of any medical information necessary to process my claim. | hereby authorize payment directly to
Dr. Said A. Samra of group insurance benefit otherwise payable to me. | understand 'm financially responsible to the
doctor for charges not covered by this assignment. 1 understand balances for which | am responsible are subject to interest
charges if payments are delinguent {1.5% per month).

s Cost of Collection: If this account becomes delinguent, | may be responsible for additional billing costs; and if this account
is assigned to a collection agency or attorney for collection, 1 agree to the addition of a collection fee of $50.00 or 35% of
the balance owed, whichever is greater. | acknowledge a fee of $40.00 or the actual bank charge, whichever is greater, for
any returned check.

»  Authorization for Disclosure of Information: | authorize Dr. Samra/ Samra Plastic & Reconstructive Surgery to disclose
complete information concerning his medical findings and treatment to the undersigned, from the initial office visit until
the date of the conclusion of such treatment, to those individuals who, in Dr. Samra’s sole determination, are required to
receive such information for the purpose of medical treatment, medical quality assurance and peer review.

s Appointment Cancellation Policy: We ask that you give the office a minimum of 24-hour notice if you are unable to keep
your office appointment. You must speak directly to staff. There will be a 575 charge for missed or no-show appointments.

* Elective Surgery Cancellation Policy: There will be a fee of 10% of the charges for any elective surgical procedure cancelled
by the patient less than ONE WEEK from the scheduled date; 20% fee for cancetlation less than TWO BUSINESS DAYS; 50%
fee if cancelled THE DAY OF SURGERY.

| have read the above and clearly understand. Please sign below to acknowledge this form.

PRINT NAME SIGNATURE

DATE WITNESS SIGNATURE



ASSIGNMENT OF BENEFITS/DESIGNATED AUTHORIZED REPRESENTATIVE/LIMITED SPECIAL POWER OF ATTORNEY

It is our policy, for your convenience, as well as to facilitate payment, to file health benefit claims on your behalf. To enable your insurance palicy or benefit plan
to deal with us directly, please read the follawing, sign and print your name helow and enter today’s date.

Assignment of Benefits

I hereby assign and convey to the fullest extent permitted by law any and all benefit and non-benefit rights (inciuding the right to any penalties or equitable
relief) under my health insurance policy or benefit plan to_Ssmra Plastic & Reconstructive Surgery and ATTORNEY {collectively, the
Providers) with respect to any and all medical/facility services provided by the Praviders to me for ail dates of service, including without limitation, the right of
one or more of the Providers, or their attorney (or other representative) to (i) execute, in my name and on my behalf, any form, document ar instrument
required under any applicable insurance policy or benefit plan to further evidence my intent as set forth herein and to avoid any delay in pursuing rights under
applicable Federal and State faws, rules, regulations or requirements (coliectively, taws}, (i) pursue penalties for and exclusively on hehalf of Providers against
any insurance policy or benefit plan for failure of the plan administrator (or other fiduciary) ta timely produce ar respond to requests (including appeals) for afl
information relating to any plan documents as required by any applicable Laws, {iii) to assert claims and initiate legal action for breach of fiduciary duty against
any person or entity, and (iv) to endorse for me any checks made payable to me for benefits and claims collected toward my account.

In the event the insurance carrier responsible for making medical payments to Samra Plastic & Reconstructive Surgery and ATTORNEY for medical services
rendered to me does not accept my assignment of benefit rights, or my assignment is challenged or deemed invalid, | execute this limited/ special power of
attorney and appoint and authorize Provider and his/her/its attorney {or other representative) as my agent and attorney, in fact, to assert any and all of my
benefit and non-benefit rights for and on my behalf, including, without limitation, to bring any appeal, pre-itigation dermand, demand for payment, arbitration,
lawsuit, independent dispute resclution or administrative proceeding, for and on my behalf, in my name 2gainst any person and/ar entity involved in the
determination and payment of benefits under any insurance policy or benefit plan. | agree that any recovery shall be applied to payment due my provider
including attorney fees and costs. To this end, Provider has exclusive settiement authority.

Designated Authorizeq Representative

| hereby appoint as a Designated Authorized Representative each of my Providers and each of their respective assistant surgeons, physician assistants, teacking
assistants, billing staff, lawyers, or any other person or business that provides healthcare activity services as a business associate uader the Health Insurance
Portabitity and Accauntabifity Act of 1396, as amended (HIPAA), and their respective designees (collectively referred to herein as an Authorized

Representative). This authorization is intended to comply with all requirements of the Empioyment Retirement income Security Act of 1874, as amended
(ERISA} and any applicable State law. Each Authorized Representative is granted the same rights which | have as a mermnber or beneficiary under my insurance
policy ar benefit plan, including without limitation:

The right of my Authorized Representative to file claims for benefits an my behalf and directly receive payment for benefits and non-benefits under my insurance
poiicy or benefit plan, including the right to penalties, interest and attorney fees,

The right of my Authorized Representative to communicate with insurers, plan fiduciaries, employers and plan and claim administrators refative to all my benefit
information and protected health information {PHi as further defined under HIPAA) and to share and exchange such information with a covered person or
business associate as those terms are defined under HIPAA,

The right of my Authorized Representative to send and receive follow-up information and obtain alf documentation that ERISA or any State law requires to be
provided to me, including, without limitation, plan documents, explanation of benefits, adverse benefit determinations, ali relevant documents involving my
claim, identity of all persons involved in determining my claim and alf documents refied upan in making any determination as to the payment of a2ny amount
under the applicable plan documents.

The right of my Authorized Representative to file any internal or external member appeal for payment of benefits under any applicable insurance policy or
benefit plan,

The right of my Authorized Representative to pursue any rights, clair or cause of action through pre-litigation demands, demands for payment, arbitration,
independent dispute resolution or administrative proceeding, litigation or otherwise under any Federal or State law with respect to payment for services
provided by a Provider to me, including penaities, interest and attorney fees.

Refease of Private Health Information

it is specifically intended that any Provider ar Authorized Representative is authorized and directed to provide and release my PHI for purposes of exercising all
tights and benefits set forth in this Assignment of Benefits/Designated Authorized Representative authorization to any covered persan or business associate,
including third-party payors, internal and external utilization review arganizations, regulatory review entities and other organizations and/gr companies that
may/will assist with claims processing/reimbursement. | also direct any plan or claim administrator or plan sponsor to share all PHI with any Provider or
Authorized Representative and not ta inhibit the exercise of rights under my insurance policy or benefit pian by requiring any further authorization signed by me.

| understand that | remain fully responsibie for any billed charges remaining due for services provided to me by a Pravider, including co-pays, co-insurance and
deductibles. If | receive any check or ather payment from an insurance company or third-party payor for services rendered ta me by a Provider, { will immediately
endorse the check aver io the Provider or otherwise make payment to the Provider for the amount of payment received from such insurance company or thirg-
party payor. [ agree that if the Provider is required to pursue collection efforts against me for these amounts, | will be responsible for ail legal fees, interest and
costs associated therewith.

This Assignment of Benefits/Designated Authorized Representative authorization/ Limited Special Power of Attorney shall rernain in full farce and effect for ali
current and future dates of service, until such time that all rights have been exercised under applicable Federal and State law as determinad by Providers. | may
revoke or withdraw this autharity apon written notice te the Providers. In the event of any revecation, | will be respansible far payment of all outstanding
amgunts then due ta the Providers.

Patient Name: Date:,

Patient Signature:




