Kidncy Care
Consultants, P.S.C.

Board Certified * Internal Medicine * Nephrology

Hi,

You have been referred to our office by your
PCP/Specialist or Hospital Follow up. Your appointment
is scheduled as per following date, time provider and

location as checked. If you have any issues or concerns,
please reach out to our office at 502-595-7744.

Date Time

Dr. Andrew Dailey Dr. Abdul Buridi

Dr. Stephanie Dailey Dr. David Fendley

Dr. Leslie Wood Dr. Luisa Franco

Dr. Ashwin Dixit Dr. Salgram Jaisinghani

Please note that not all Physicians go to each location.

See next page for office locations.



Broadway (Main Office) 716 W. Broadway Louisville, KY 40202

Dixie Highway 8037 Dixie Highway Louisville, KY 40258

Carrollton 309 Eleventh Street Carrollton, KY 41008

Olympia Park 9720 Park Plaza Ste. 104 Louisville KY 40241

Corydon Office 313 Federal Drive Ste. 150 Corydon, IN 47112

Harrison County Hospital 1263 Hospital Drive NW STE 100
Corydon, IN 47112

Lagrange 1023 New Moody Lane Ste 202 Lagrange, KY 40031

Scottsburg 1473 N. Gardner St. Suite A Scottsburg, IN 47170

Clark 207 Sparks Avenue Ste. 404 Jeffersonville, IN 47130

Jewish South 1903 Hebron Lane Ste. 203 Shepherdsville, KY
40165

St Matthews 4001 Kresge Way Suite 325 Louisville, KY 40207

J-Town 10216 Taylorsville Rd. Suite 850 Louisville, KY 40299

SSME 4402 Churchman Avenue Plaza 1 Ste 400 Louisville, KY
40215

Shelbyville DaVita Building 50 Churchview Street Shelbyville, KY
40065

Preston Office 5801 Preston Highway Louisville, KY 40219

Floyd 1919 State Street Ste 444 New Albany, IN 47150

*Dr. Nairs’s Office 8442 Dixie Highway Louisville, KY 40258




Kidney Care
Consultants, P.S.C.

--------------------------

Board Certified * Internal Medicine * Nephrology
Abdul Buridi, M.D.  Andrew Daily, M.D.  Stephanie Dailey, M.D.  Ashwin Dixit, M.D.

David Fendley, M.D.  Luisa Franco, M.D. Leslie Wood, M.D. Salgram Jaisinghani, M.D.

We have prepared this packet and patient forms in order to help make your visit a convenient
and pleasant experience. We ask that you complete the attached paperwork prior to arrival.

When you come for your appointment, please bring the following:

e Completed patient registration form

e Signed Patient Financial Responsibility Policy

e Signed Consent for Treatment/HIPPA release

e Medical Insurance Card, if no card is submitted at the time of your appointment,
you may be asked to pay cash price or reschedule your appointment...

e A complete list of all medications, vitamins, minerals, supplements and herbs
including the strengths and dosages.

e Photo ID will be required at the time of check-in in order to protect you from
identity theft.

Please be prepared to pay the following at the time of your visit:

e Co-payments in full; our office accepts cash, checks and credit cards.

e If you do not have insurance, please contact our billing office (502-238-9911) and
we will give you an estimate of what the cost of your visit will be. Full payment is
expected at the time of service.

Patient with Passport, TRICOR, VA (primary &2") Insurances: You will need a referral from
your primary care office to make sure that the referral has been sent over prior to your
appointment. Our billing staff is here to help you in this matter, please feel free to give us a call
prior to your visit.

If you are unable to complete your paperwork prior to appointment, please arrive 30 minutes
early before your appointment. If you bring in completed paperwork with you, please check
in 15 minutes prior to your appointment



PATIENT REGISTRATION FORM

Date:
Patient’s Name: (Last) (First) (Middle)
Social Security Number: Date of Birth: Sexc: M F Other

Marital Status: Married Single Divorced Widowed Ethnicity: Non-Hispanic / Non-Latino Hispanic / Latino
Race: African American Asian White American Indian Pacific Islander Other Decline

Primary Language: English Spanish Other

Phone Numbers: Cell: Home: Work:

May we leave messages on your phones? Yes No

Email Address:

Address:

City: State: ___ Zip Code:

IN CASE OF EMERGENCY NOTIFY:

Phone: Relationship to Patient:

Referring Provider Name:

Primary Care Provider Name (if different from referring):

Pharmacy: Zip Code:

Insurance: **PLEASE GIVE CARDS TO FRONT DESK TO COPY**

Drug Allergies:

Assignment of Benefits: | authorize my health insurance to issue payment of benefits directly to Kidney Care Consultants
for payment of services rendered. *itisland Date:

I attest the information provided in this registration is accurate and complete. | agree to report any changes in my
address, phone number, and/or insurance status. | understand dishonest or misleading information may be cause
for termination.

Signature: Date:

POS Reorder # 1720981



dney Care
Consultants, P.S.C.

PATIENT FINANCIAL RESPONSIBILITY POLICY

As your physicians, we are committed to giving you the best possible medical care. To achieve this goal, we need
your assistance and understanding of our patient financial responsibility policy.

Prior to each appointment, please check your insurance information so you will be informed about referrals,
co-payments and any deductibles that are required. Unless arrangements have been made in advance, co-
payments, co-insurance, deductibles and any outstanding balances are expected at time of service. A one-time
exception may be made at the discretion of the Practice Manager, otherwise your appointment may need to be
rescheduled. Payment may be made with cash, check, Visa, MasterCard, Discover and American Express.

Any check returned from the bank will result in an additional $25.00 charge that will appear on your account.

Please present your insurance card for verification at every appointment. You are responsible for notifying us
immediately of any change in name, address, phone or insurance information.

Our relationship and concern is with you and your health, not with your insurance company. Please remember
that your health insurance contract is between you and your insurance company. Any questions or complaints
regarding your coverage should be directed to your insurance company. If your insurance company does not
respond to or denies a claim that we have submitted on your behalf, you may be liable for all charges.

If we are not participating providers with your plan, or you do not have insurance, you are expected to pay in
full for all visits and/or procedures.

Failure to prompily resolve your balance may result in collection action. If we have not received payment
within 30 days of your first statement, you may receive a courtesy call andlor reminder letter regarding
your balance. We realize that emergencies do arise that may affect timely payment of your account. If such
extreme cases do occur, please contact a patient accounts representative at 502-238-9911 for assistance in the
management of your account. Please note that making a partial payment without prior approval by a patient
account representative will not prevent further collection procedures, up to and including placement with an
outside collection agency.

I have understood and agreed to the Financial Responsibility Policy for KCC.

=» Signature = Date

= Print Name =» Date of Birth

Witness Date

POS Reorder # 1708993



dney Care
Consultants, P.S_._(_]:

CONSENT FOR TREATMENT:
I voluntarily consent to the rendering of care, including treatment and performance of diagnostic procedures. I understand that [

am under the care and supervision of the attending physician and it is the responsibility of the staff to carry out the instructions
of such physicians.

<D Initial & Date
CONSENT TO OBTAIN PRESCRIPTION HISTORY:
[ give my full consent for Kidney Care Consultants to obtain any and all records pertaining to my prescription history.

=» Initial & Date
RELEASE OF INFORMATION / HIPAA NOTICE OF PRIVACY PRACTICES:
By signing this form, you are granting consent to KCC to use and disclose your protected health information for the purposes
of treatment, payment and health care operations. Qur Notice of Privacy Practices provides more detailed information about
how we may use and disclose this protected health information. You have a legal right to review our Notice of Privacy Practices
before you sign this consent, and we encourage you to read it in full. Our Notice of Privacy Practices is subject to change. If
we change our notice, you may obtain a copy of the revised notice by telephoning our office at 502-595-7744. You have a right
to request us to restrict how we use and disclose your protected health information for the purposes of treatment, payment or
health care operations. We are not required by law to grant your request. However, if we do decide to grant your request, we
are bound by our agreement. You have the right to revoke this consent in writing, except to the extent we already have used or
disclosed your protected health information in reliance on your consent.

= Initial & Date
MEDICARE AND MEDICAID CONSENT TO RELEASE INFORMATION:
I certify that the information given by me in applying for payment under Title XVIII and/or Title XI of the Social Security Act
is correct. I authorize any holder of medical or other information about me to release to the Social Security Administration or
its intermediary carriers, any information needed for this or related Medicare or Medicaid claim.

=) Initial & Date
=) Patient Signature Date
C.') Printed Name

[ authorize Kidney Care Consultants to disclose personal information about me to the following person(s). Information
disclosed may include, but not exclusive: account balance, billing information, appointments, treatment, plan of care, and
prescriptions. This authorization expires upon my death, unless revoked by me in writing.

[%J> Person

Relationship to Patient

CD Person

Relationship to Patient

'#) Person

Relationship to Patient
Office Use Only

We have made the following attempt to obtain the patient’s signature acknowledging receipt of the
Notice of Privacy Practices.

Date: Attempt:

Staff Name:

POs Reorder # 1708994



