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Orthopedic Specialists 

Thank you for choosing SCOS Orthopedics. 

The physicians and staff of South County Orthopedic Specialists want to welcome you to our 
practice - where we strive to maintain patient satisfaction and to continually ensure the delivery 
of quality medical services to our patients. 

In order for us to provide the quality care you deserve, there are a few things needed for your 
appointment. Bring your medical insurance card, picture ID and if you have a co-pay, it will be 
due at the time of visit. 

If you have had any testing such as MRI, CT Scan, X-rays, EMG, Bone Scan, etc.... done in 
relation to your complaint or injury, please bring them with you. It is important for us to have 
your report of the testing and to be able to view your x-rays. If we are unable to view your x-
rays at the time of your visit, we may need to repeat these x-rays or your appointment may need 
to be rescheduled. 

We understand that time is valuable. In order for you to coordinate your time please plan to be 
in our facility for approximately 60 to 90 minutes. During your visit, we take a comprehensive 
medical and surgical history, ask you questions about your symptoms and any previous 
treatments and new x-rays may be taken if indicated by the provider. 

Oftentimes, there are question that may arise after your appointment or you may need further 
clarification about your visit. For non-urgent issues, the patient portal is the best way to contact 
us. The portal is essentially a secure email system that allows you to ask those questions, request 
appointments, prescriptions, access your medical and billing records and pay on line. We 
strongly encourage you to utilize the patient portal. 

If for any reason you cannot make your appointment, please call or send a message through the 
secure email 24 hours prior to your appointment so that we may offer the appointment slot to 
others. 

You can learn more about our physicians and multiple locations by visiting our website at 
www.scosortho.com. Thank you for choosing SCOS for all your orthopedic needs. 

Sincerely, 

The Physicians & Staff 

SCOS Orthopedic Specialists 



Orthopedic Specialists 

SCOS Policy 

Thank you for choosing us as your healthcare provider. We are committed to providing you with quality 
and affordable health care. Because some of our patients have had questions regarding patient and 
insurance responsibility for services rendered, we have been advised to develop this payment policy. 

Please read it, ask us any questions you may have, and sign in the space provided. A copy will be provided 
to you upon request. 

Missed Appointments - Our policy is to charge for missed appointments not canceled within 24 hours of 
time. These charges will be your responsibility and billed directly to you. Please help us to serve you 

better by keeping your regularly scheduled appointment. 

Our charges are as follows: 
Office Visit $50.00 
MRI $75.00 
Physical/Hand Therapy $50.00 
Surgery $250.00 

Form Completion - There may be an initial charge of $25.00 to $50.00 for each form a patient may 
request us to complete such as: DMV forms, Assisted Living forms, health assessments, letter(s) to third 
parties, etc. A $10.00 fee may apply for disability extensions. If forms or reports are lengthy, charges 
maybe higher depending on the amount of time spent on completion. This charge is not covered by 

your insurance.  Please allow 72 hours for completion of forms. 

Patient Portal - The patient portal is SCOS's preferred way of communication to our patients. We utilize 
the portal for exchanging secure messages, medication renewals, appointments referrals and test results. 

Co-payments and Deductibles - All co-payments and deductibles must be paid at the time of service. 
This arrangement is part of your contract with your insurance company. Failure on our part to collect co-
payments and deductibles from patients can be considered fraud. Please help us in upholding the law by 

paying your co-payment at each visit. 

Return Check Charge - All accounts with checks returned from the bank for any reason will be assessed 
$25.00 per returned check. 

Insurance - We participate in most insurance plans, including Medicare and Monarch, Greater Newport 
and Memorial Care. If you are not insured by a plan, we do business with, payment in full is expected at 
each visit. If you are insured by a plan, we do business with but don't have an up-to-date insurance card, 
payment in full for each visit is required until we can verify your coverage. Verification of insurance or 
authorization is not a guarantee of payment. Knowing your insurance benefits is your responsibility. 
Please contact your insurance company with any questions you may have regarding your coverage. 
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Non-Covered Services - Please be aware that some - and perhaps all - of the services you receive may be 

non-covered or not considered reasonable or necessary by Medicare or other insurers. You must pay for 
these services in full at the time of visit. 

Proof of insurance - All patients must complete our patient information form before seeing the doctor. 
We must obtain a copy of your current valid insurance card to provide proof of insurance. If you fail to 
provide us with the correct insurance information in a timely manner, you may be responsible for the 
balance of a claim. 

Claims Submission - We will submit your claims and assist you in any way we reasonably can to help get 
your claims paid. Your insurance company may need you to supply certain information directly. It is your 

responsibility to comply with their request. Please be aware that the balance of your claim is your 
responsibility whether or not your insurance company pays your claim. Your insurance benefit is a 
contract between you and your insurance company; we are not party to that contract. After the initial 

billing, the patient must assume responsibility in collecting from the insurance company. 

Coverage Changes- If your insurance changes, please notify us before your next visit so we can make the 
appropriate changes to help you receive your maximum benefits. If your insurance company does not pay 

your claim in 45 days, the balance will automatically be billed to you. 

Nonpayment - Patient responsibility is due 15 days upon receipt of billing statement. In the event of late 
or nonpayment of any portion of patient responsibility you will receive a letter stating that you have 10 
days to pay your account in full. Partial payments will not be accepted unless otherwise negotiated. 
Please be aware that if a balance remains unpaid, we may refer your account to a collection agency and 
you will be responsible for all outstanding balances, including any collection agency fees accrued. As a 

result, you and your immediate family members may be discharged from this practice. If this occurs, you 
will be notified by regular and/or certified mail that you have 30 days to find alternative medical care. 

During that 30-day period, our physician will only be able to treat you on an emergency basis. 

Prescriptions - All prescription refills should be requested prior to 4:30pm, Monday - Friday. We do not 
approve refills prescription during off hours. 

Medical Records - Copies of your medical records are available upon request for a $25.00 fee. Please 

allow 5 working days from receipt of your payment for the records. 

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 policy. Please let us know if you have any questions or concerns. 

I have read and understand the policy and agree to abide by its guidelines: 

Patient Name: (Please Print): 

Signature: 

Date: 
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MEDICARE SIGNATURE ON FILE 

I request that payment of the authorized Medicare benefits be made on my behalf to South County Orthopedic Specialists for any services 
furnished me by the listed provider/supplier. I authorize any holder of medical information about me to release to the Health Care Financing 
Administration and its agents any information needed to determine these benefits or the benefits payable to related services. 

I understand my signature request that payment be made and authorizes release of medical information necessary to pay the claim. If "other 
health insurance" is indicated in Item) of the HCFA-1500 form, or elsewhere on other charges approved claim forms or electronically 
submitted claims, my signature authorizes releasing of the information to the insurer or agency shown. In Medicare assigned cases, the 

provider or supplier agrees to accept the charge determination of the Medicare carrier as the full charge, and the patient is responsible only for 
the deductible, co-insurance and non-covered services. Co-insurance and the deductible are based upon the charge determination of the 
Medicare carrier. 

Patient's Name (Please Print) 
	

Patient's Signature 	Date 

MEDIGAP ASSIGNMENT OF BENEFITS 

I request that payment authorized Medigap benefits' be made either to me or on my behalf to South County Orthopedic Specialists for any 

services furnished by the listed provider/supplier. I authorize any holder of medical information about me to release to the Medigap insurer 
any information needed to determine these benefits payable for related services. 

Patient's Name (Please Print) 
	

Patient's Signature 	Date 

PATIENT'S INSURANCE AUTHORIZATION 

I hereby authorize the processing of the medical insurance either by electronic or manual method by the listed facility. My signature 
authorizes payment of all major medical and/or surgical benefits to which I am entitled from the listed insurer to pay the listed provider 
assignee. I further authorize assignee to release all medical and/or insurance claim information necessary to secure the payment(s). I 
recognize my financial obligation of any co-insurance or deductible and non-covered services that may be required. This agreement will 

remain in effect until revoked by me in writing. A photocopy of this document is to be considered as valid as an original. 

Payment in full is required at the time of service, for your convenience, we accept personal checks, Visa/MasterCard, as well as cash. Any 
insurance coverage which you may have is intended to protect you against financial loss, not as payment in full for your care. Payment in full 
for your care is your responsibility and may not be postponed until the time your insurance reimburses you. This agreement will remain in 
effect until revoked by me in writing. A photocopy of this document is to be considered as valid as an original. 

Treatment Authorization: I authorize the treatment by South County Orthopedic Specialist. I have read the above paragraph regarding 
payment of fees, and I understand that I am solely responsible for all charges incurred, regardless of insurance coverage or liability of another 
party. I will make sure that my claims are paid promptly. 

Patient's Name (Please Print) 
	

Patient's Signature 	Date 

TREATMENT OF A MINOR 
I authorize South County Orthopedic Specialists to treat a minor. 

(minor) 

Signature of Parent/Guardian 	Date 



RELEASE OF INFORMATION 

TO BE COMPLETED BY PATIENT 

Please print the telephone number where you want to receive call about your appointments, labs, 

and x-ray results or other health care information. This may include surgery scheduling 

information, and post-operative instructions: 

Home: 	 Cell: 

(I am fully aware that a cell phone is not a secure and private line) 

May confidential message (i.e. appointment reminders) be left on your answering machine or 

voicemail? Yes 	or No 	 

Signature of Patient or Legal Guardian 	Date 

Please list the family members, significant others, or other persons, if any, whom we may inform about 

your general medical condition and your diagnosis. This may also include treatment plan, prognosis, 

payment information and health care options: 

Name 

 

Relationship 	Phone 	 

  

Please list family members, significant others, or other persons, if any, whom we may inform about your 

medical condition ONLY INAN EMERGENCY: 

Relationship 	Phone 

NOTE: Uses and disclosures of health information maybe permitted without prior consent in an 

emergency. 

If unable to keep appointment, kindly give 24 hour notice during office hours. A charge may be appliedJór any un-

cancelled appointments. 

In the case of a third party liability injury, we do not correspond with any attorney, nor do we appear in court on your behalf. 

You may request to have your medical records copied by a copy service, which we will be happy to arrange for you. You 

will be responsible for the copy service fees. There is an additional charge to have x-rays copied. If your insurance requires 

that insurance forms be completed by us or your medical records copied and sent to them, there is a nominal charge for this 

service, which will be added to your account. 

Patient's Name (Please Print) 
	

Patient's Signature 	 Date 

South County Orthopedic Specialists 

949-586-3200 

Name 
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Consent to Obtain Electronic Prescription Benefits, 

Medication History Information and E-Prescribe 

South County Orthopedic Specialists (SCOS) currently participates in the Surescripts system 

which is a Pharmacy Benefit Manager. This allows for the electronic prescribing of medications, 

which provides a convenience to patients and physicians and also reduces medication errors. 

An additional portion of this service allows for the electronic receiving of prescription benefits 

and medication history such as past prescriptions and dosages filled from other pharmacies. 

This too, reduces error in medication entry into the electronic medical record and provides your 

physician with an up-to-date medication profile. By signing below, you give SCOS permission to 

E-Prescribe and access your information to receive this electronically which will become a part 

of your electronic medical record. 

Print Patient Name: 

Sign and Date: 	  

	I DO NOT to consent to Electronic Prescription Benefits, Medication History 

Information and E-Prescribe 

Print Patient Name: 

Sign and Date: 	  

Name, address and phone number of your primary pharmacy: 

24331 El Toro Road, Suite 200 * Phone 949-586-3200 * Fax 949-900-2158 
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Notice of Privacy Practices Acknowledqment 

We understand that medical information about you and your health is personal. As the custodians of the information in 

your medical record, we are committed to protecting the privacy of your information as required by law professional 

accreditation standards and our internal policies and procedures. 

Attached is your personal copy of your Notice of Privacy Practice. This notice explains your rights, our legal duties and 

our privacy practices. It also describes how much medical information about you may be used and disclosed and how 

you can get access to this information. Please review it carefully. 

For your convenience the following is a summary of the information discussed in the notice: 

• Our Pledge 

• Your personal information 

• Our Privacy Practices 

• Your written permission 

• Other restrictions 

• Your rights 

• Changes 

• Questions or Complaints 

We may use your information for: 

• Treatment 

• Health Information Exchange 

• Payment 

• Health Care Operations 

• Notifications 

• Marketing Research 

• Special circumstance & the law 

Please understand that this summary is not our Notice of Privacy Policies, nor is it a substitute for the notice. The actual 

notice should have been given to you, as required by law, with this cover letter. If it was not, please contact our office 

manager at the address or phone number above to receive your copy. 

We ask that you sign and return this cover letter to us for our records. Your signature only acknowledges that we have 

provided you a personal, paper copy of our Notice of Privacy Practices as required by law. The law also requires us to 

document the fact that we have distributed the notice by collecting and retaining this signed acknowledgment. If, after 

reviewing the notice, you decide that you do not want to retain your copy, please return it to our receptionist and we 

will recycle it. 

I hereby acknowledge receipt of the Notice of Privacy Practices and the office policies & procedures and do with to 

receive treatment: 

Signature 
	

Printed Name 	 Date 
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