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Patient lntroduction

Dear Patient,

I would like to welcome you to my Plastic and Reconstructive Surgery Practice. Office hours are
Monday through Friday from 2am to 4pm. My top priority is to give you the best care possible. |
believe in high quality care through personalized treatment plans and patient education. To assist
me in this, it is important that you are an active participant in your healthcare and are aware of
the following office policies:

My practice is limited to plastic and reconstructive surgery. | do no primary care. Please continue
to see your Primary Care Physician for your non-plastic/reconstructive medical needs.

Out of respect for you and our other patients, we work very hard to stay on schedule. To ensure |
have adequate time to spend with you at your appointment, it is very important that you arrive
on fime. The later you arrive, the less time | will have with you. If there is not enough time, you may
be asked to reschedule your appointment. If you are running late, please call our office to let us
know.

We understand that occasionally appointments are forgotten, so as a courtesy, an appointment
reminder call will be made 1-2 days before your scheduled visit. Our office requests 24-hour notice
to cancel or reschedule an appointment. If you do not call to cancel or reschedule your
appointment, a fee of $50 may be charged. Reason being, a missed appointment not only
delays your evaluation, but it also takes up an appointment time when another patient could
have been seen.

Your insurance provider (such as Blue Care Network, HMO plans, etc) may require that you get a
referral from your Primary Care Physician. If so, it is your responsibility to obtain the referral. If we do
not receive your referral by your appointment time, your appointment will have to be
rescheduled.

As a courtesy, when dealing with insurance related care, we contact your insurance company
and verify your benefits. Keep in mind, however, there is a possibility your insurance plan could
require a portion due by you. We try to ensure that all details and arrangements are addressed,
but ultimately, it is your responsibility to know the ferms of your insurance policy. Please
understand that co-payments are due at the time of service. We accept cash, check, and
debit/credit Visa, MasterCard, American Express, or Discover.

In case of an urgent problem, | can be reached after hours by calling the office phone number.
This service is provided for established patients only for urgent matters during non-office hours.
Please refrain from using this service for anything other than an actual urgency. In the event of a
life-threatening emergency, please go to your local hospital’s emergency room. Please also note
that | do not call in prescription refills over the weekend.

Lastly, because of the increasing requirement for paperwork from employers, insurance
companies, lenders, etc. we charge a $25 processing fee for any disability or leave-of-absence
documents needed within the first 3 months of your initial visit. Your paperwork will be promptly
completed within 5-7 business days upon receipt of payment.

| hope that this information will serve as the basis for a dedicated and tfrusting relationship. | look
forward to meeting you at your future appointment.

Sincerely,

M. Azhar Ali, M.D., F.A.C.S.
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Patient Demographic nformation

Name (Last, First, M.1.) Birth Date
Address

City State Zip
Primary Phone # Alternate Phone #

E-mail SS#

Sex: Male Female Occupation

Circle One: Single Married Separated Divorced Widowed Minor

Pharmacy Pharmacy Phone #

Pharmacy Crossroads & City

Primary Care Physician

Phone

Insurance Information

Insurance Company

Insurance ID #

Group #

Subscriber’'s Name

Subscriber’'s Date of Birth

Subscriber’s Employer

Subscriber’s Relation to Patient

Secondary Insurance

Emergency Contact

Name

Phone #

Relation to Patient

Responsible Party For Patients
Under Age 18

Name

Phone #

Relation to Patient

Patient/Legal Guardian Signature

Date
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Patient Demographic nformation

How did you hear about Dr. Ali?

Q Physician Referral
=Please tell us the referring physician’s name, phone number and city

QFormer/Current Patient

»Please tell us the patient’s name

Qinternet
*Which internet search engine did you use?

Google Yahoo Bing Vitals.com Healthgrades.com Other

QOther Source
*Please be specific

Who may we discuss and/or release your medical information to?

Name Phone

Relation to you

Name Phone

Relation to you

Patient/Legal Guardian Signature Date
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e Reviewed by Dr. Ali

Patient Health H‘Ls‘corg

(please fill out completely - if more room. Ls needed, continue on back of paper)

Patient Name
Age Height Weight

Please explain the reason for your visit today

Please note: Gathering race, ethnicity, and language information is now a federal
requirement mandated by CMS for Medicare and Medicaid services

Race (check all that apply):
UAmerican Indian or Alaska Native Ethnic Background:

QAsian

QBlack or African American
QHispanic or Latino

QMiddle-Eastern

UNative Hawaiian or Other Pacific Islander
QWhite

QOther:

Languages Spoken:

Allergies (please include reaction)
Drug Allergies:

Non-Drug Allergies (such as latex, dyes, food, seasonal):

Medications (include dosage and frequency)
Please list all prescribed, over-the-counter, and supplements you are currently taking:

1. 2. 3.
4. 5. 6.
/. 8. 9.
10. 11. 12.

43940 Woodward Avenue, Suite 100, Bloomfield Hills, MI 48302 | 248-335-7200 | www.drali.com
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Medical Problems (please check all that apply)

QAcid Reflux/Heartburn
QAnemia

QAnesthesia Reaction
QAnxiety/Nervousness
QArthritis

UAsthma

UBack Pain

UBi-Polar Disorder
UBleeding Disorder:

UBlood Clots
QBreathing Difficulties
UBruise Easily

dCancer:

QDepression
QODiabetes

UDry Eyes
QEpilepsy/Seizers
QFibromyalgia
UHeart Disease

OHeart Problems

QOHepatitisType __
QHemia

QHerpes Simplex/Fever Blisters
QHigh Blood Pressure

QHigh Cholesterol

QHIV/AIDS

QKidney Disease

0 Memory Loss

Previous Surgeries (please include year of surgery)

Reviewed by Dr. Ali

Patient Health H‘Lstorg

QLiver Disease

QLung Disease

ULupus

OMigraine Headaches
QNeck Pain

ONew or Changing Skin Lesion
UPneumonia

QPrevious Head Injury

QSkin Disease

QStomach Ulcer
QStroke
QThyroid Problems

QVision Problems

Social History

For Women Only

Tobacco Use? If yes, how much/often? Date of most recent
Consume Alcohol? If yes, how much/often? mammogram
lllegal Drug Use? If yes, how much/often? Results

Exercise? If yes, how many times a week? # of pregnancies
Special Diete Please explain # of children
Patient/Legal Guardian Signature Date
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HIPAA Consent

(Notice of Patient Privacy Practices Effective April 1, 2003)

| consent to the use and/or disclosure of my “protected health information” by M.
Azhar Ali, MD FACS, for the purpose of providing freatment to me and obtaining
payment for health care operations.

| understand that | have the right to request a restriction as to how my protected
health information is disclosed to carry out treatment, payment, or health care
operations of the practice. Dr. Ali is not required to agree to the restrictions that |
may request. However, if Dr. Ali agrees to a restriction that | request, the restriction is
binding.

| have the right to revoke this consent in writing at any time, except to the extent
that Dr. Ali has taken action in reliance on this consent.

My “protected health information” means health information, including my
demographic information collected from me and created or received by my
physician, from another health care provider, and my employer or a health care
clearing house. This protected health information relates to my present or future
physical or mental health or condition and indentifies me, or there is a reasonable
chance the information may identify me.

| understand | have a right to review Dr. Ali’'s Notice of Privacy practices. The Notice
of Privacy Practices describes the types of uses and disclosures of my protected
health information that will occur in my treatment, payment of my bills or in
healthcare operations of Dr. Ali’'s practice. The full Notice of Privacy Practices can
be obtained by requesting a copy at the front desk.

The Privacy Practices also describes my rights and Dr. Ali’s responsibility to protect
my Personal Health Information. Dr. Ali reserves the right to revise or amend the
Notice of Privacy Practices. Any revision or amendment will be effective for all
records, past, present, and future. | may obtain a revised notice of privacy practices
by calling the office and requesting a revised copy or by asking for one at the time
of my next appointment.

Patient/Legal Guardian Signature Date
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Patient Consent § Authorization

The undersigned hereby makes the following Acknowledgements and Agreements regarding medical treatment,
insurance benefits, financial responsibility and release of information to be provided by M. Azhar Ali, M.D. F.A.CS., or
associates or assistants to the patient whose name appears below.

CONSENT FOR EXAMINATION: | understand that medical treatment may be necessary for the patient by M. Azhar Ali,
M.D. F.A.C.S., or associates or assistants.

| understand the examination procedures will be explained to me and | shall consent to the rapid, partial or complete
medical examination of the parts of my body | show to the examiner. | understand that the examination results will be
provided to me with recommendations. The responsibility for any follow-up examinations to check abnormalities found
and freated, lies with me and not with the physician. | hereby release my examiner from all responsibility in connection
with this examination.

CONSENT FOR TREATMENT: | understand that medical treatment is necessary for the patient by M. Azhar Ali, M.D. F.A.CS.,
or associates or assistants. | hereby authorize the administration of all diagnostic and therapeutic tfreatments that may be
considered advisable or necessary in judgment of the physician. No guarantee or assurance has been given by anyone
as to the results that may be obtained by such treatments.

INSURANCE BENEFITS: As a courtesy to patients of M. Azhar Ali, M.D. F.A.C.S., acceptable insurance claims will be
processed. | hereby authorize my insurance benefits to be paid directly fo M. Azhar Ali, M.D. F.A.C.S. | am financially
responsible for all office visit charges which are payable at the time of service, all deductibles, coinsurance (co-pay),
and non-covered and/or disallowed services by Medicare, Blue Cross Blue Shield, Medicaid, Private Insurance or
collection costs, court costs and reasonable attorney fees. This also applies to co-pays or deductibles fowards surgery or
pathology costs.

NO INSURANCE BENEFITS: For patients with NO insurance, | acknowledge | am responsible for all charges for services and
payment is expected at the time of service unless arrangements are made in advance for a payment plan. Patients are
encouraged to discuss fees with the finance department of the practice prior to any office visit, major medical or
surgical procedure.

INSURANCE CHANGES: Please be advised that it is the patient’s responsibility o inform our office of any insurance or
address changes prompftly. In the event that the wrong insurance is billed it will be the patient’'s responsibility for
payment.

BLUE CARE NETWORK AND ALL HMO PLANS: Please be advised that it is the patient’s responsibility fo obtain a written
referral prior to all scheduled office visits.

RELEASE OF INFORMATION: | hereby authorize M. Azhar Ali, M.D. F.A.C.S., to release any information in the course of my
examination or treatment as may be needed to process my insurance claims and to inform my private physician as to
my course of freatment.

COLLECTIONS: | understand and agree, in order for my account to be serviced or fo collect any amounts | may owe fo
M. Azhar Ali, M.D. F.A.C.S., his associates or assistants may contact me by telephone at any telephone number
associated with my account, including wireless telephone numbers, which could result in charges to me. | may also be
contacted by e-mails, using any e-mail address that | have provided. | have read this disclosure and agree that M. Azhar
Ali, M.D. F.A.C.S. may contact me as described above.

| have read the above Acknowledgements and Agreements and fully understand the same.

Patient/Legal Guardian Signature Date
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