Name:
DOB:
Chart:
Age:
Date:

WASHINGTON ORTHOPAEDICS
& SPORTS MEDICINE
5S4 Wiscongin Avenuve, Suitex 1000
Chewy Chase, MD 20815

2021 K Streat, NW, Suite 516
WWashington, DC 20006

5215 Loughboro Rd N, Suite 200
Washingbon, DC 20016

Call Center: 301.657.1996
Fane: 301.951.6160
WWW. WOSITI.COMm

Richard W. Barth MD
Hand, Wrist, Elbow & Upper Extremily

Marc D. Connell MD
SporisMedicne, Arthvascopy
i Joint Replacerment
Richard M. Grossman MD
SporisMedicine, Arthroscopy
& Adult Reconstruction

Johin K. Klimkiewicz MD
SportsMedicine, Artfrasoopy,
Joint Replocernent

Edward G. Magur MD

Foot, Ankle, General
Oritopaedics, G Artivoscopy

J. Stuart Melvin MD
Hip li Knee Replacernent, i Trawna

David P. Moss MD

Hendd, Wrist, Flbow i UpperExi remity
Tushar Ch. Patel MD

Lamplex Spinal Surgery

Cervical Spine & Disc Replecernent
Jonas R. Rudzki MD

Sportsiedicine, Artfrosoopy, Shoulder,
ithow & Knee

John K. Stamr MD
Complex Spinat Reconstruction

Anthony 5. Unger MD
Joint, Replacerment, Hip, Knee i Shoulder

Andrew B. Wolff MD
Hip Arthrascopy and Preservation,
Sporis Medicing

Pinsician Erneriti
Stephen 5. Haas
Carl C. MacCartee
Randall .J. Lewis
Benjamin 5. Shaffer

() Out of Network Waiver for Medical Services (for commercial policies only)

I, , understand that | am choosing to see Washington
Orthopaedics and Sports Medicine physicians outside of my commercial/group/individual insurance
plan. By doing so, | understand that | am fully responsible for all medical billings incurred as the
result of any visit to Washington Orthopaedics and Sports Medicine, P.A.

Signature: Date:

() Secondary to Medicare: Out of Network Waiver (for Medicare enrollees only)

l, , understand that | am choosing to see Washington
Orthopaedics and Sports Medicine who participates with Medicare, but is outside of my secondary
(and tertiary) insurance plan’s network. By doing so, claims will be submitted on my behalf to both
Medicare and my secondary insurance. | understand that | may be billed for any deductible or
coinsurance not paid in full by my secondary insurance policy.

Signature: Date:

() Durable Medical Equipment Waiver for all Patients

l, , understand that | am fully responsible for durable
medical equipment purchased at Washington Orthopaedics and Sports Medicine not covered by my
insurance policy.

PLEASE NOTE
(Initial)  According to the OSHA (Occupation Safety and Health Administration)
guidelines, medical equipment purchased and taken off site is not allowed to be returned.

Signature: Date:

Collections Policy

(Initial) Accounts sent to collections are subject to a collection fee assessment.

(Initial)  Accounts sent to collections will have previous courtesy adjustments reversed

to the reponsiblity of the account holder.

Signature:

Date:
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