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New York State Qut-of-Network Surprise Medical Bill Assignment of Benefits Form

Use this form if you receive a surprise bill for health care services and want the services to be treated as in- network.
To use this form, you must: (1) fill it out and sign it; (2) send a copy to your health care provider (include a copy of
the bill or bills); and (3) send a copy to your insurer (include a copy of the bill or bills). If you don’t know if it is a
surprise bill, contact the Department of Financial Services at 1-800-342-3736.

A surprise bill is when:

1. You received services from a non-participating physician at a participating hospital or ambulatory surgical center,
where a participating physician was not available; or a non-participating physician provided services without your
knowledge; or unforeseen medical circumstances arose at the time the services were provided. You did not choose to
receive services from a non-participating physician instead of from an available participating physician; OR

2. You were referred by a participating physician to a non-participating provider, but you did not sign a written
consent that you knew the services would be out-of-network and would result in costs not covered by your insurer. A
referral occurs: (1) during a visit with your participating physician, a non-participating provider treats you; or (2)
your participating physician takes a specimen from you in the office and sends it to a non-participating laboratory or
pathologist; or (3) for any other health care services when referrals are required under your plan.

I assign my rights to payment to my provider and I certify to the best of my knowledge that:

[ (or my dependent) received a surprise bill from a health care provider. I want the provider to seek payment for this
bill from my insurance company (this is an “assignment”). I want my health insurer to pay the provider for any
health care services I or my dependent received that are covered under my health insurance. With my assignment,
the provider cannot seek payment from me, except for any copayment, coinsurance or deductible that would be owed
if I or my dependent used a participating provider. If my insurer paid me for the services, I agree te send the payment
to the provider.

Patiecnt Name:

Patient Address:

Insurer Name:

Patient Insurance ID No.:

Provider Name: Provider Telephone Number:
Provider Address:

Date of Service:

Any person who knowingly and with intent to defraud any insurance company or other person files an application
for insurance or statement of claim containing any materially false information, or conceals for the purpose of
misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime,
and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for
each such violation.

(Signature of patient} (Date of signature)
NYS FORM OON-AOB (5/26/15)
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Name: Employee ID#:

Date:

Please answer the following questions.

Age:

1. Do you have nutritional concerns? QYes (check all that apply) QNo

2. Food allergies or intolerances?

healthy eating weight gain
sports nutrition weight reduction
digestion problems diabetic

high blood pressure other (describe):

high cholesterol

hypoglycemic

salt intake

3. Describe type and amount of usual physical activity and/or exercise for you:

4, Do you take any medications on a regular basis? QYes (list below)

Medication name(s) and amount:

One

5. Do you take vitamins, mineral supplements or herbs? Q Yes (list below) QNo

Describe product, amount, and how often taken:

6. Rate your appetite (check one): Q excellent

Q good

Q fair onor

7. Have you noticed any change in your appetite for certain foods?Q Yes {(explain below) Q No

If yes, please explain:

8. With whom do you usually eat your meals?

friends

alone

9. Where do you usually eat your meals (please check all that apply)?

at work ( times per day)

in a restaurant ( times per day or

“take out” or “on the go” {

at IUN cafeteria ( times per week)

Nutrition History
Questionnaire

times per day or

at home (

times per week)

family other

times per day)

times per week)

vending machines ( times per week)
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10. Who prepares your meals? self spouse/partner restaurant other (please list)

11. In each line, please mark one box for frequency (more than once daily, daily, a few times a week,

or rarely/never) and list specific foods you usually choose from each category.

Food Frequency Foods or types of foods | usually eat
in this category are:

More | Daily | AFew | Rarely

Than Times Or

Once A Never

Daily Week
s |O O 10 | O
Cheese O O O O
Vegetables O O O O
Fruit O O O O
100% Fruit Juice O O O O
vt | O O[O | O
oo | O 1O 1O | O
Nuts/Seeds

12. Which beverages do you drink (check all that apply)?

water sports drink coffee tea juice
mitk { skim %% 1% 2% whole)

soda/pop (Qdiet OR Qregular)

soy or rice milk (Qfortified OR Qunfortified)

alcohol beer wine liquor)

other:

13. Food dislikes:

Nutrition History Metro Healthcare Partners
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14. Describe what you ate and drank, yesterday, below. Please use yesterday, even if it is not a

typical day. Be as specific as you can when listing food names and amounts.

Meals Specific Food Item and Approximate Amount

Woke up at a.m. to start the day.

Breakfast
What time did you eat breakfast?
How many times per week do you eat this meal?

Mid-Morning Snack

Lunch
What time did you eat lunch?
How many times per week do you eat this meal?

Mid-Afternoon Snack

Dinner

What time did you eat dinner?
How many times per week do you eat this meal?

Evening Snack

Bedtime for evening at p.m.

15. is there anything not on this form that you would like to discuss with the dietitian?
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Instructions:

The guestionnaire has been designed to give us information as to how your NECK FAIN has affected your
ability to manage in everyday life. Flease answer every question and mark in each section QNLY THE CNE
BOX which applies to you. We realize you may consider that two of the staterments in any one section relates
to you but PLEASE JUST MARK THE BOX WHICH MOST CLOSELY DESCRIBES YOUR PROBLEM,

Parametor Status Polnts

neck pain intansity | have no pain at the moment. o
The pain is mild at the moment. 1
The pain is moderate at the moment. 2
The pain is severe at the moment. 3
The pain is the worst imaginable at the 4
moment.

neck pain and sleaping My sleep is never disturbed by pain, 0
My sleap is occasicnally disturbed by pain. 1
My sleap is regularly disturbed by pain, s
Because of pain | have less than 5 hours 3
sleep in total,
Because of pain | have less than 2 hours of 4
sieep in total.

pins and needles ar | have no pins and needles or numbnass at o

numbness in the arms at night.

night
| have occasional pins and needlas or 1
numbness at night.
My sleep is ragularly disturbed by pins and 2

! needles or numbness,
Because of ping and needles | have less than 3
5§ hours sleep in total.
Because of ping and needles ar numbness | 4
have less than 2 hours of sleep in total.
Neck Pain Metro Healthcare Partners
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duration of symptoms | My neck and arms feel normal all day. G
! hae symptoms in my nack or arms on 1
waking which last less than 1 hour,

Symptoms are present on and off for a total 2
period of 1-4 hours.
I Symptoms are present on and off for a total of 3
i' more than 4 hours.
Symptoms are present continucusly all day. | 4

sarrying | can carry heavy objects without extra pain. ‘ 0
| can carry heavy abjscts but they give me 1
extra pain.

FPain pravents me from carrying heavy objects .

but | can manage madium weight objects.

I can only lift light weight objects. 3

I cannet |ift anything at all. 4
|

reading and watching TV i | can do this as long as | wish with no 4]

i problems.
1
} can do this as long as  wish ifI'min a : 1
suitable position. |
| can do this as long as | wish but it causes 2
axtra pain.
Pain causes me {0 step doing this scaner 3
than | would like.
Fain prevents me from doing this at ali. 4
F-mrking!hnusework | can do my usual work without extra pain. 4]
! | can do my usual work but it gives me extra i
pain. |
Pafn prevents me from daing my usual work 2
for more than half the usual time,
Pain prevents meg from doing my usual work 3
for more than a quarter of the usual time.
. . [ 7
F Pain prevents me from working at ali. 4
Neck Pain Metro Healthcare Partners
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social actlvities My social fife is nermal and causes me no 0
exira pain.
My social life is narmal but increases the 1
degree of pain.
s
Pain has restricted my social life but { am still 2
able to go out. |
Pain has reslicted my social life fo the home. 3
| have no social life because of pain. ‘ 4
driving (sea below) ] | can drive whenever necessary without 0
| discomfort.
| ¢can drive whenever negessary but with 1
discomfort
MNeck pain or stiffness limits my driving 2
occasiorally.
_!T\Ieck pain or $tiffness limits my driving 3
‘ frequently.
‘ | cannot drive at all due to neck symptoms. 4
Status Response
compared with the last time you answared much bettar
this questionnaire is your neck pain
slightiy better
the same
slightly worse
much warse
Neck Pain Metro Healthcare Partners
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whare:
+ The question on driving s omitted if the patiant did not drive a car when in geod health.
reck pain score = SUM(points for the first 9 questions)
if the all 9 questions are answered then
NPQ percentage = (neck pain score) ! 36 * 100%
it only the first 8 questions are answerad then
NPG percentage = (neck pain score} / 32 * 100%
Interpretatation:;
* minimum score: Q
» maximum score: 35 if all 8 questions answered 32 if only the first §
* The parcentages range fram 0 to 100%.
* The higher the percentage the greater the disability.
Performance:
= The questiannaire has goed shart term repesatability and internal consistency.
References:

Leak AM Cooper J et al. The Northwick Park Neck Pain Questionnaire devised to measure neck
pain and disabllity. Br J Rheumatal. 1994, 33: 489-474.
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Name:

Date: / /

mm dd

yy
This questionnaire has been designed to give your therapist information as to how your back pain has affected your ability to manage
in every day life. Please answer every question by placing a mark in the one box that best describes your condition today. We
realize you may feel that two of the statements may describe your condition, but please mark only the box which most closely

describes your current condition.

Pain Intensity

00 Ican tolerate the pain I have without having to use pain
medication.

O The pain is bad but I can manage without having to take pain
medication.

Pain medication provides me complete relief from pain.

Pain medication provides me with moderate relief from pain.
Pain medication provides me with little relief from pain.
Pain medication has no affect on my pain.

OoOoogag

Personal Care (Washing, Dressing etc.)

1 can take care of myself normally but it increases my pain.

1t is painful to take care of myself and I am slow and careful.
I need help but I am able to manage most of my personal care
I need help every day in most aspects of my care.

I do not get dressed, wash with difficulty and stay in bed.

Oooooagon

Lifting
53 I can lift heavy weights without increased pain.
0  Icanlift heavy weights but it causes increased pain.

O  Pain prevents me from lifting heavy weights off the floor, but I
can manage if the weights are conveniently positioned (ex. on a
table).

0 Pain prevents me from lifting heavy weights, but I can manage
light to medium weights if they are conveniently positioned.

U Icanlift only very light weights,

U Icannot lift or carry anything at all.

Walking

{3 Pain does not prevent me from walking any distance.

O Pain prevents me from walking more than 1 mile.

0J  Pain prevents me from walking more than /2 mile

0 Pain prevents me from walking more than % mile.

O Icanonly walk with crutches or a cane.

I am in bed most of the time and have to crawl to the toilet.

Sitting

1 can sit in any chair as long as 1 like.

[ can only sit in my favorite chair as long as I like.

Pain prevents me from sitting for more than 1 hour.
Pain prevents me from sitting for more than % hour.
Pain prevents me from sitting for more than 10 minutes.
Pain prevents me from sitting at all.

Low Back Pain
Questionnaire

1 can take care of myself normally without causing increased pain.

Standing

I can stand as long as I want without increased pain.

I can stand as long as I want but increases my pain.
Pain prevents me from standing more than 1 hour.
Pain prevents me from standing more than ¥ hour.
Pain prevents me from standing more than 10 minutes.
Pain prevents me from standing at all.

Sleeping

Pain does not prevent me from sleeping well.

I can sleep well only by using pain medication.

Even when I take pain medication, I sleep less than 6 hours.
Even when I take pain medication, 1 sleep less than 4 hours.
Evens when I take pain medication, I sleep less than 2 hours.
Pain prevents me from sleeping at all.

Social Life

O

My social life is normal and does not increase my pain.

(0 My social life is normal, but it increases my level of pain.

tJ  Pain prevents me from participating in more energetic activities (ex.
sports, dancing etc.)

[0  Pain prevents me from going out very often.

(0 Pain has restricted my social life to my home.

{J  Ihave hardly any social life because of my pain.

Traveling

[0  Ican travel anywhere without increased pain.

0 I can travel anywhere but it increases my pain.

0 My pain restricts travel over 2 hours.

{J My pain restricts my travel over 1 hour.

(0 My pain restricts my travel to short necessary journeys under % hour.

(0 My pain prevents all travel except for visits to the doctor/therapist or

hospital.

Employment/Homemaking

t
a

0O aaod

My normal homemaking/job activities do not cause pain.

My normal homemaking/job activities increase my pain, but I can still
perform all that is required of me.

I can perform most of my homemaking/job duties, but pain prevents
me from performing more physically stressful activities (ex. lifting,
vacuuming)

Pain prevents me from doing anything but light duties.

Pan prevents me from doing even light duties.

Pain prevents me from performing any job or homemaking chores.
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