
Dear New Patient, 

Welcome! Thank you for the opportunity to assist you with your orthopaedic problem. The following information 

will help you prepare for you visit with Dr. Brothers. 

Please bring all past medical records and any study results related to your current problem to your first 

visit. If you have had x-rays, MRI, CT scan, or other imaging, we need both a report and a disc with 

the images. You can obtain these from the facility where you had them done or have them forwarded 

to our office prior to your appointment. Imaging within the past 6 months only or our office will order 

you new x-rays prior to your appointment. 

If you cannot make you appointment, please notify the office. 

If you need language translation or interpreter assistance, please notify us is advance so we can make 

arrangements. 

Please complete the enclosed new patient paperwork prior to your first appointment. You may return it 

via fax (850) 908-3149 or present it at your appointment. Please bring your current insurance card and 

driver's license to your first appointment. 

We appreciate the opportunity to provide you with orthopaedic care as well as your cooperation in following the 

above guidelines. 

Should you have any questions, please do not hesitate to call our office at (850) 908-3140. We look forward to 

treating your orthopaedic needs. 

Sincerely, 

Dr. Anthony J. Brothers and his "awesome" staff 

Anthony J. Brothers. M.D. / Orthopaedic Surgeon 















Patient Responsibility A�eement 

Welcome to Baptist Medical Group (BMC), part of Baptist Health Care. We understand you have many 

choices when it comes to health care and we are glad you chose our medical group. We look forward to 
providing you with quality health care that is accessible, comprehensive, team-based, coordinated, and 

focused on your health and safety. Please review the following patient responsibilities, sign and return. 

OBLIGATION TO PAY MY BMG BILL: I understand that all charges for services rendered by BMG are due 
and payable at the time of service. If I have health care insurance, I agree to pay for any deductibles, co­
payments and the patient responsibility portion of the fee at the time of service. I acknowledge that I am 
financially responsible for my BMG bills ( or, if signed by a guarantor, the guarantor is responsible) which 
are not paid for by my health insurance plan, and I agree to pay the bill promptly. 

MEDICAL INSURANCE: I acknowledge that billing my health plan is a service provided by BMG. I will 
inform BMG of any changes in address or phone number for myself and/or responsible party, present my 
photo ID and all insurance identification cards upon request. I understand I may be responsible for the 
entire BMG bill if my health plan refuses to pay after reasonable attempts to collect from the health plan. 

APPOINTMENTS: I agree to bring a list of all medications I am currently taking to each appointment. I 
agree to check in on time for my appointment. I understand that if I am late for my appointment, I will be 
re-scheduled for the next available appointment time and understand there may not be an appointment 
available the same day. I agree to notify the office at least 24 hours in advance of my appointment if I find 
I must cancel my appointment. I understand that failure to notify the office 24 hours in advance will 
result in a $25.00 missed appointment fee, which cannot be billed to insurance. I understand my 
patient/physician relationship may be terminated if I miss more than three appointments. 

AUTHORIZATIONS AND REFERRALS: I understand that I am responsible for notifying the practice if my 
health plan requires pre-authorizations for tests or for referrals to specialists. I understand the BMG 
office staff may assist me with scheduling referrals and/or diagnostic testing but failure to obtain 
necessary authorizations before the scheduled appointment may result in the visit/test needing to be 
rescheduled and/ or charges being billed directly to me. 

FINANCIAL ASSISTANCE: I understand there are financial assistance programs available for patients 
who are unable to pay for their care based upon a determination of financial need in accordance with the 
BMG financial assistance policy. I understand it is my responsibility to contact a Patient Account 
Specialist at BM G's business office at (850) 4 75-3500 to request financial assistance. I agree to provide 
my personal financial information and/or submit to a credit check to determine if I qualify for financial 
assistance. If I do not qualify for financial assistance and do not have health insurance, I understand and 
agree that I will pay in full for all services at the time of service. If I do not have insurance, a 30% discount 
will be applied when full payment is made at time of service. 

RETURN CHECK POLICY: I understand I will be responsible for all service charges and collection fees 
associated with collecting any bad check I write to BMG and will pay these fees upon notice. 

Baptist Medical Group 

Patient Responsibility Disclosure (05/16) 
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