CalvertHealth. Bariatric Surgery
Medical Group New Patient Information

Welcome to the Metabolic and Bariatric Surgery program at CalvertHealth Medical Center

You are about to embark on a new life altering experience that will help you improve your overall health and
well-being! The Metabolic and Bariatric Surgery program at CalvertHealth Medical Center is a multidisciplinary
program launched in May 2021 that aims to offer the most comprehensive, thorough, and up to date
treatments to treat obesity and its medical implications.

The word "bariatric” is a term that comes from two Greek words that mean "weight" and "treatment",
Therefore, "bariatric surgery" can be defined as treating weight by surgery. The term “metobolic” was recently
added to “bariatric surgery” because of the known and proven improvements seen in the metabolic profiles of
patients undergoing bariatric surgery. You and your Primary Care Physician have decided bariatric surgery may
be an option for you. The decision to recommend surgery for the treatment of obesity requires
multidisciplinary input to evaluate the indications for operation and to define and manage co-morbidities
properly. The Metabolic and Bariatric Surgery Program team will help you make the final decision as to
whether surgery is the best option for you.

This path you have chosen is going to help alleviate a lot of your health issues and concerns, at the heart of
which is obesity. Years of experience have shown us that, when it comes to bariatric surgery, the most
successful patients are the most informed. As such, as you go through our program, the team of experts will
stress the need to stay well informed and ensure that you have an excellent understanding of the steps and
expectations you should encounter.

Again, by being here and reading this, you are considering what is likely going to be the best decision you have
taken in terms of improving your health and life in general. On behalf of the entire multidisciplinary team here
at CalvertHealth Medical, | would like to congratulate you on making this brave decision and look forward to
helping you achieve your goals.

Ramzi Alami, MD FACS FASMBS
Medical Director of the Metabolic & Bariatric Surgery Unit

CalvertHealth Medical Center
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CalvertHealth.. Bariatric Surgery
Medical Group New Patient Information
I am interested in: Gastric Bypass Gastric Band Revision/ removal Sleeve Gastrectomy

How did you hear about our program?

Contact Information

Patient:

Patient Address:

Patient Telephone: { )

Patient Email:

Date of Birth:

Referring MD:

MD Address:

MD Telephone: ( )

MD Email:

Primary MD:

MD Address:

MD Telephone: { )

MD Email:

Psychologist:

Address:

Telephone: ( )

Preferred Pharmacy: Ph:

Insurance Carrier: State:

Have you called to verify that Bariatric Surgery is a covered benefit? Please confirm this for the
Gastric Sleeve (CPT 43775} and Gastric Bypass (CPT 43644) surgeries.

Does your insurance require a supervised diet? (be sure to ask)

Your Current Height:
Your Current Weight:

BMI:
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CalvertHealth. Bariatric Surgery
Medical Group New Patient Information

Bariatric History:

How long have you been [ooking into having weight loss surgery?
Have you ever been evaluated for weight loss surgery before? Yes/ No
Have you ever had weight loss surgery, and are interested in a revision?
When did weight become a problem foryou?  Child Teen Adult With Pregnancy

At what age did you first begin dieting: years old

Are your family members heavy? Yes/ No which ones?

What do you feel has caused you to be heavy? Major lliness  Major Stressor
Medication Marriage Travel Trauma Divorce
Food Choices  Inactivity Genetics Other

What was your highest adult weight? Lbs.  When?

What was your lowest adult weight? Lbs. When?

Eating Patterns:

Describe your eating habits:
Do you skip meals? Yes/ No If so, which?
What de you drink?
How often do you drink sugar sweetened beverages?
Do you have any difficulty swallowing?

Are you allergic or intolerant to any foods? Yes/ No If s0, which?
Do you eat big meals, or have difficulty feeling full? Yes/ No If so, which?
How often do you eat outside the home/ include fast food? x's a week

Exercise or Activity:

Describe your exercise habits:
How often do you exercise? Idon’t Daily 2x/week 3x/week Ax/week
What are your barriers to exercise?
Can you walk up a flight of stairs without stopping? Yes/ No
Do you get chest pain or shortness of breath on exertion?
How far can you walk without stopping? <10 mins 15 mins 30 mins >30mins

Psychological Eating/ Problems:
Do you have any mental health concerns?
Have you ever been hospitalized for mental health illness?
Are you experiencing any major life stressors currently?
Do you ever have binges (eating a large amount of food in a short period of time)?
Are you under the care of a psychologist/ psychiatrist/ counsellor?
Do you take any medications for imental health reasons?
If yes, who prescribes them for you?

Sleep:
Describe your sleep habits:
Do you have any difficulty sleeping?
Have you ever been tested for sleep apnea? Do you wear a CPAP?
Do you take sleep aides?
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Weight Loss Attempts

Program Describe/ Year Months on Pounds Lost Comments Cost ($)
Program

Diet pills {any)

Weight Watchers

Liquid Diets
{Optifast or Slim
Fast, atc.)

Low calorie diets

Low carb diets or
Atkins

Jenny Craig or
Nutri-System

Fad diets

Physician
Monitored Diet
“Diet Clinics”

Hypnosis/
counseling

Surgery

Dietician
Counseling

OA

Gym Memberships
Exercise Plans

What diet/ weight loss plan has worked the best?

What do you feel has been your biggest barrier to losing weight?

Why do you want to have weight loss surgery now?

What surgery are you most interested in having and why?
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Personal Health History:
Medical Problems {Circle all that apply}

Diabetes High Blood Pressure Sleep apnea Cancer
Heart Disease Reflux/ Heartburn High Cholesterol Stroke
Stress Incontinence Gallstones Arthritis COPD
Chronic Pain Low Back Pain Changes in Period/ PCOS
Glaucoma Blood Clots Kidney or Liver Disease
Venous Stasis Heart Attack CHF
Asthma Depression Bipolar Disorder

Any other Medical History/ Hospitalizations:

Surgical History (YEAR):

Tonsillectomy Gallbladder Removal Appendectomy

C- Sections Hernia Repair

Any other operations:

Allergies:

Current Medications:

Medication Amount (mg)

Frequency

Since {year)
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Medical Group New Patient Information
Social History:

Habits:

Where are you from?

Where do you live now?

Education:

Describe your living arrangements?

Marital Status:

o Single 0 Married o Divorced o Widowed o Other
Children:
Any desire for children in the future? Yes/ No
Current Occupation: Employer:
Years at this position; Can you take time off to recover?
Are you on disability? If so, since when and for what reason?

Who will help take care of you, if needed, after surgery?

Do you take any vitamins, herbs, supplements?

Do you {or did you} smoke? a Yes aNo O Quit years ago
You must be nicotine free x 3 months before surgery

Average daily tobacco habit: packs/day for years

Do you drink alcoholic heverages? o Yes o No o Quit years ago

How much?

Do you use recreational drugs? o Yes o No 0 Quit years ago
You must be drug and aicohol free x 6 weeks before surgery

Do you have, or have you had, a problem with drugs or alcohol? 0 Yes O No

Explain:

Family History:

Biological Father (alive or deceased) Age: Medical Hx:

Biological Mother {alive or deceased) Age: Medical Hx:

Extended Family (Siblings, Grandparents, your children): {list anything of importance)




CalverHeaIthm Bariatric Surgery

Medical Group New Patient Information

Are you experiencing (currently):

Recent unexplained weight loss or weight galn Fevers/ Chills Night Sweats

Dizziness Headaches Weakness Fatigue

Coughing Wheezing Shortness of Breath Chest Pain

Pressure in Chest Palpitations Heartburn Snoring (apnea)

Daytime Drowsiness Insomnia Trouble swallowing Constipation

Change in Bowels/ Bloody Stools Abdominal Pain Hernias

Pain or difficulty Urinating Libido changes Skin changes

Health Maintenance:
Do you see a healthcare provider regularly?
Do you see a dentist regularly?
When was your last:

Mammogram Pap smear Colonoscopy
Prostate Exam Eye Exam Birth Control?

Have you had any routine diagnostic studies? (Please Attach Reports)

Lab work Chest X- ray
EKG Endoscopy
Cardiology Tests Other:

Have you attended an information seminar by one of our doctors?

Will you, the patient, commit to careful follow-up with us for up to 5 years?
0O Yes O No

Signature of Patient Date




CalvertHealth. |
Medical Group Consent to Care and Treatment

Patlant Name: OB

As a patient, you have the right to be Informed about the state of your health and any recommended
medical, diagnostic or surgleal procedure that will be used In the course of your care at. this practice so
that you may make Informed dedislons as to whether or not to undergo any recornmended traatment.

If you have been a patlent of this practice prior to sighing this consent, any medical condltions and/or treatment
hlans have already bean discussad with you and you consent to the ongolng care and treatment that has been
definad.

if you are a naw patient with this practice, no specific treatment plan has yet been recommended.

This consant form glvas us your permlssion to examine you and perform the evaluations necessary to evaluate
your health and iduntlfy any conditions tht may be affecting lt. I also glves us your consent to recommend
appropriate treatment for any conditions identifiad during the course of your care and treatment.

By slgnlng this consent, you are glving us your permission to parform remsonable end necessary medical
examinations and testing [h order to assess your health and recommend treatment. You authorlze this practice,
your assigned physician and/or advanced practice clinlcian (Nurse Practitioner or Physiclan Assistant), and any
employea working under the direction of the physiclan or other advanced practice clinieian, to provide madical
cara to you. This medical care may Include services and supplles related to your haalth and may Include but not
limited to preventative, dlagnostic, therapeutic, rehabilltative, maintenance, palliative care, counsellng,
assessment or review of physical or mental status/function of the hody and the prescribing of drugs, devices,
equipment or other items required to diagnose and treat a medical condltion. This consent Includes contact and
dlscussion with other haalth care profassionals who may be consulted regarding your care and treatment.

You are also Indicating that you Intend that this consent is continuing In nature even aftet a speclfic diagnosis has
been made and treatment recommenced. The consent will ramatn fully effective untll It is revoked in wilting.

You have the right at any time to dlscontinue servicas, You have the right to discuss the purpose, potantlal risks
and benefits of any test ordered for you in the course of your treatment plan with your physician or haalth care
provider. |f you have any concetns regarding any test or treatment recommended by your health care provider,
we angourage you to ask questions.

If addltional testing, Invasive o intarventlonal procedures are recommended, you will be asked to read and sign
additlonal consent forms spacific to the test{s} or procedure(s) to be performad,

I certify that | have read and fully understand the above statements and consent fully and voluntarily to its
contents,

Patient Slghature (ar Guardlan If signing for anothar person) Date
Name of Guardlan Relationshlp to Patlent
Witness Witness Name {please print)

Calverftloatth Medleal Graup
QalvertHealitMedisalareup.ory
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CalvertHealth. Patient Privacy Policy
Medical Group

The Right to Obtaln a Capy of this Notice. You have the right to a paper capy of this notice at any time, You
may ask us to glve you a copy of this notlce at any time. Even If you have agreed to reselve this notice
elactronically, you are still entitled to a paper copy of this notice, To obtlaln a papar copy of this notlce, plagse
ask at reglstration or contact our Privacy Offlcer at the addrass or phone number located at the and of this
documant, You may abtaln a copy of this notlee at our website, www,Calvertt eaithiMedicalGroup,org,

Your Rights Regarding Your Protectad Health Information. We are reqguirad by kaw to maintain the privacy of
your health informatlon and to provide you with this Privacy Notlee of our legal duties and privacy practlces
with respect to protected haalth Information. We are required to abide by the terms of the Notlce currently In
effect, We rasarve the right to change our privacy practices and this notlce, We reserva the right to make the
revised or changed notlce effective for your PHI we already have as well as any Information we recelve in the
futura, We will post a copy of the current notlce, The notice will always contain on the first page, the effective
date of the Privacy Notice,

COMPLAINTS

i vou belteve your privacy rights have been violated, you may flle a complaint with us and the Secratary of the
Department of Heakkh and Human Services, All complalnts must be in writlng and sent to the address provided
at the end of this notice. You will not be penalized for flling a complalnt.

Contact Information
If you requilre further information about this Notlce, have privacy Issues or believe that your privacy rights have
. boen violated, please contact:
-CalvertHealth Madical Group
Attn: Privacy Officer
100 Hospital Road
Prince Frederlck, MD 20678

Effactive Date
This Netice Is effactive Jahuary 1, 2020,

By signing this documant, + acknowledge that I have read and understood this Privacy Notice and that a copy
of CalvartHealth Medical Group' Privacy Notice was offared to me.

Patlent Signature Date

Print Name 008

Calvariliealith Madlesl Group
GalvartHeallMedicalCGiroup.ory
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CalvertHealth.. _ _
Medical Group Patient Financial Policy

Patlant Name: pOB:

Thank you for choosing CalvertHealth Medlcal Group {CMHG) as your health care provider, Wa are committed to
huilding a successful pravidar-patient relationship with you and your family. Please understand that payment of your
bill is part of your care, This Patlent Financlal Policy is intended 1o help avold misunderstandings by detailing your
financlal obligations,

Insurancat Please conflrm your provider Is enrofled with your Insurance carrler prior to schadullng your visit,

We partlclpats In most lnsurance plans, Including Medicare, if you are not Insured by a plan wa accept, or if you choose to submbt
your clalm yourself, payment in full is expected at each visit. We will provide you with appropriate documentatioh so that you cah
submit a claim te your insurance company.

I# we clo partlcipate In your plan, but you do not have a current Insurance card or the designated primary care provider 1s not a
CHM4 provider, paymient Is reguired In full for sach visit untll we verlfy coverage, Alternatively, if we do nat participate In your
ihsurance plan and you choose to see our providars, or [f you do not have [nsurance and choose to see our providers, you will be
conslderad ‘self-pay’ subjest to the terms dafined later In this document,

Proof of Insurance: IF yau hava insurance and we sukbmit claims on your behalf, wa require a copy of your driver’s license or other
government lssied photo 1D and your current Insuranes card at each visit, This Informatlon must be provided prior to seeing a
provider {physiclan, nurse practitioner or physiclan assistant).

Clafins Submlsslon: Your Insurance beneflt Is a contract between you and your insurance company, and the chargas for any
sarvices provided are your raspensibility. We will submlt claims to your Insurange (primary and secondary or supplemental)
company on your behalf, ln order to sttbmit clalms, we require the patlent's name, addrass, and date of blrth, as well as the
pollevholdar's narme, addrass, and data of birth. This information must match exactly what your insurahce company has on flle for
you, Including exact name, addrass, and policy number. Any missing or incarrect informatlon providsd may result In claims baing
denled or relmbursement belng delayed, In which case you may become respansible for the full amount of the sarvices provided,

Coverage Changes: Pledsa notify us befora your schaduled appaintment If any of your Insuranee informatlon has changed, This
inctucles changes of employer, Insurance provider, address, policy nurmber, soverad dependents, ate. Not having up-to-date
Information may rasult in elaims kelng denled or delays fn relmbursament In which case you will becotne responsible for the full
amount of the services provided.

Co-Payments: [f your insurance company requires co-paymants, those co-payments must be pald at the tima of sarvice, We
collect co-pays during appolntment check In,

Deductthles and Out-Of-Pocket Expenses: We will bill you for any outstanding balance once your insurance company has
processed your clalm and made payment to us. This balance may nclude your contractad deductlble or other out-of-pocket
expense g datermined by your insurance policy. Payment for outstanding balanees s expacted within 30 days of the statement:
date shd/or at your next appoiniment,

Referrals: 1t is your rasponstbllity to obtaln any necessary refarrals from your prlimary care provider prlor to recaiving treatment.
Patlents who elect to recalve service without a proper refarral will be required to slgn a walvar and will be expacted to pay for
the servica prior to traatmant.

Payment: We accept payment by cash, deblt eard, check, VISA, MasterCard, Discover, and Amerlcan Express. All outstanding
halances must ba pald at time of service unless prior arrangements/paymant plans have baan set up, Asa convenlenca Lo our
patlents, alf CHMG practices are able to collect paymants for all other CHMG practlces,

Returnied Chack Fea: We charge a $25.00 fae for returned checks, In the avent 4 chagk has been returnad the patlent must pay by
eradit card or cash. If a second chack Is raturhed, In addition to the returned check fee, you will be asked to pay by cash, money
order, cashlars’ chack, ar credit card for all futura visits.

Paga 1 of2

CalvartHaalth Medloal Group
CalvartHealthMadioaiGroup.arg




CalvertHealth.. S
Medical Group Patient Financial Policy

Self-Pay: A Self-Pay patient is any patient who does not have health insurance; chooses to submit their own claims, see a CHMG
provider who does not participate in their health insurance plan, receive a service that requires a referral from their insurance
company or primary care provider when they do not have the referral with them or receives a treatment they know is not covered
by their insurance company.

Financial Assistance: The Practice has payment plans, financial assistance, and sliding fee scale, to uninsured and others with self-
pay balances. Please ask the office assistant for further information.

Non-Payment: [f a balance remains unpaid past 90 days your account will be transferred to a collection agency or collection
attorney. In the event your accounts remain in delinquent standing with the collection agency, you may be terminated from the
medical group.

Minor Patients: Any adult (parent or guardian) accompanying a minor child to their appointment is responsible for payment for
all services rendered to the minor child at the time of the appointment.

Physicals: Department of Transportation (DOT), 500, sports, camp and work physicals are not usually covered by any insurance
companies. Payment for these services are expected at the time of service.

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

Account Consultation: Providers (physicians, nurse practitioners, physician assistants) are not trained to discuss financial issues
with patients. Only CHMGs billing staff is trained to discuss your account, including charges, fees, payments, and payment
arrangements. If you have questions about any of the financial issues related to your account, please contact the billing office at
410-414-4555.

Worker’s Compensation: Prior authorization is required from your employer before service can be provided. We require the
following information for each claim submitted on each date of service: state where injury occurred (i.e. Maryland); date of
injury; exact location on the body where the injury occurred and that is covered by the claim. If the claim is denied and you do
not have health insurance, the charges will become your responsibility.

CHMG Billing Contact Information:

Physical Address Mailing Address

CHMBG Billing Office CHMG Billing Department
Prince Frederick, MD 20678 PO Box 11759

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

Our practice is committed to providing the best treatment to our patients. Our prices are representative of the usual and
customary charges for our area. Thank you for understanding our financial and payment policy.

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

Patient Signature: Today’s Date:

Patient Name: DOB:

PAGE 2 of 2

CalvertHealth Medical Group
www.CalvertHealthMedicalGroup.org



Calverealthm No-Show and Late
Medical Group Cancellation/Reschedule Policy

Patlent Nama! bon;

Thank you for chaosing CHMG as your health care provider. We are committed to building a successful provider-
patlent relationship with you and your famlly, We understand there are times when you must miss a scheduled
appolntment or cannot cancel or reschedule In a timely manner; however, when you do not call to cancel a
scheduled appolntment at least 24 hours ptlor to the appolntment or miss & scheduled appolntment without notice,
you may he preventing another patient from getting much needed treatmant, Conversely, the sltuatlon may arlse
when another patient falls to cancel and we are unable to schadule you for a visit, due to a seemingly “full”
appolntmant book,

To help avoid misunderstandings, we ara providing you with our No Show and Late Cancellation/Reschedule Policy,
For purposes of this policy, a late cancallatlon Is when a patient cancels or reschedules a scheduled appointmant but
provides less than 24 hours’ notice, Late cancellatlons will be treated as 3 ‘no-show’ par CHMG policy.

The following policies will apply to ‘no-shows’ and late cancellations/reschedulas, combinad, on a rolling 12
month perod,

‘No-Shows’ and late cancellations/reschedules for Offica Visits:

v First offense wilk prompt a warning letter to the patlent regarding thalr no-show o late cancellation/ reschedule
ocourrenca and a notation will be made In the patient’s chart,

¢ Sacond offense will promgt a phone call from the practice to the patient and 2™ warning letter will be sent to the
patlent,

" s Third offense will prompt the patient to ba discharged from the practice. The patient will receive a letter of
discharge by certtfled mail and the patlent portal,

‘No-Shows’ or late cancellations/raschecdulas for Procadeure;
s Patlent will automatically be charged a 5100 ‘no-show’ or late cancellation/reschedule fee. The practice staff will

print a copy of the signed No-Show and Late Cancellation/Reschedule Policy along with the fee tleket, and mall to
tha patient.

Additional Information:

The No-8how and Late Cancellation/Heschedule Policy 1s not provider specific but applies across all CHMG practices,
such that 8 no-show or late cancellation/reschedule for one provider could impact the patient's abllity to schadule
appointments with ancther CHMG provider, For a listing of all CalvertHealth Medicat-Group providers and

practices, please go to CalvertHealthMedicalGroup.org.

All appllcable no-show and late cancellation/reschedula faas must be paid prior to scheduling future appointments
with any CHMG providar,

My sighature below certifles that | have read, understand and agree to the terms of the No Shaw and Late
Cancellation/Reschedule Paltey.

Patlent Signaturs: Today's Date:

CalvartHoalth Medical Group
CalveitHealthMadical Group,ong




CalvertHealth.

Medical Group Patient Portal Access

The CalvertHealth Medical Group Patlent Portal Is a key component of managing your heatth, The Patient Portal
Is a secure, onllne tool that lats you communicate with your healtheare team and manage your health
Iinformation.

Using the Portal, you can:

Review lab results;

Review your medical history;

Reguest madication refilis;

Request appolntments;

Requast Referrals;

Pay vour 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 send you secure communications through the portal to:

Remind you of upcoming appolntments

Notify you of new providers

Notify you of departing providers ‘ :

Nottfy you of changes to office opening and closing times (I.e. for Inclement weather)

We no longer sand notifications by regular mail. All communications will be by portal message, text
message or telaphone.

Patlents who do hot slgn up for and activate their Patlent Portal aceess will miss out on key communleations
gnd not ba able to take advantage of this secure, anline access to your medical records, madleation refills, lab
results, and provider communications.

When you cheack in for your appointment, we will ask for your email address and glve you a token that you will
use to activate your access. You will have 30 days from the date you recelve It to go online to nextmd.com to
enter the tokah and activate your access,

WE ENCOURAGE YOU TOQ ACTIVATE YOUR PORTAL ACCESS AS SOON AS YOU GET HOME.

Onca you have activated your poartal access, you can click on ‘My Chart’ than ‘Request Health Records’ to start
downloading your medical records Into your pertal.

The Patiant Portal is a convenient, secure way to communicate with your provider, manage your
madications and monitor your health records. Please sign up and activate your portal access today.

CalvertHealth Madlcal Group
GalveriHaalthiedleal Greup.org
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