Family Boctor Clinic '
Account # 804 South Acadia Chart #
Thibodaux, LA 70301 :
Resp. Party # (985) 446-2680 - DR 1o
L PATIENT INFORMATION
4 Title: Mr./Mrs._/Other: Suffix: Jr./Sr./
Patient = e Sl : _ Other
. Mailing Address .
SEE | TEp
Hm.Ph. WkPh Ext Date of Birth Sexx M or F
Socia Security # Marital Statns: Married Single Widowed Divorced  (circle one)
Enployer Student: Foll | Pat-time (cirleone)
: Full-thns  Seif Employed
Refemed by Employment Status; Proitimé NotEmployed  Unknown
(circloonc) Betirnd  Military Active
Date of Injury Is the injury work related?
m : ' C¢11 Phore No.
II= : = RESPONSIBLE PARTY INFORMATION :
SEND STATEMENT TO .
ibleP Title: Mr./AVirs /Other, Suffrx: Jr./Sr./Oth
. Respansible Party. =i Tt S - er.
City State - Zip
HmFh, WkFPh E‘ﬂ. Date of Birth Sex: M or F
Social Security #: . Employment Statas: Pttt s Uskaowm
(crels onz) Retred - Miliboy Actve
Enployer. : _ .
(1. INSURANCE INFORMATION =
PRIMARY _ SECONDARY/SUPPLEMENTAL
Ingirance Company Tnsarance Company,_ .
Arldress - Address
City - State Zip - . Gty . State  Zip
Patient's Relationship to Insired:  Self  Child ‘Mafe Other Patient's Relationship fo Tnsiwed:  Self Child Male Ofher
Group & Policy# . Group # Policy#___
CoPay: Primary Care ____ Speciafist CoPay: Primory Care__ Specialist
L . | s Name )
Instred’s Name Tt et — 7 Insored T o il
Vs INSURED INFORMATION —
INSURANCE POLICY HOLDER
Address Address
Giy State Zip City State Zip
. Hm Ph, Wk FPh Ext. HmFh, Wk FPh Ext.
Date of Birth Sex M or F Date of Birth Sex M or F
Employer . Statns Employer Statns
{ kerehy sthorize the ahave listed foyorance companies lo pay directlyto Esmily Doctor Clinic benofits due me, if sy, s provided in the shove unexpired palicy. .I will pay
all charges in excess of whatever sumsmay be paid, I muthorize Family Doctor Clinic aad 1o releass information o the insorance company for my claimis to hopaid, Pleass
witagh copy of insurance cand, .
Signature Date

PLEASE COMPLETE BOTH SIDES OF THIS FORM




FINANCIAL POLICIES

COMMERGIAL HEALTH INSURANCE

As a courtesy o me, the physicians at The Family Doctor Glinic will file claims for healthcare servicss prmnded on my
behelf directly to my heelth Insurancs carrier. | hereby assign directly to my physician(s) and any and all heakh insur-
ancs bensfits to which | am entilled and which are payable to ma for any such services rendered,

" ] understand that Independent of my health insuraﬁca policy, | assume persaonal financial responsibility for all
charges incurred for services provided by my physician(s) en vy behalf.

MEDICARE

The physicians at The Family Dogctor Clinic acespt Medicare assignment on Medcare approved charges. | under-
stand that | am personally financially responsible for any required deductible(s) and/or co-payment(s).

‘| Asacourtesy to me, the physiclans at The Family Doctor Clinic will file claims for heaithcare serviess provided on my

- behalt directly 1o my Medicare Supplemental hgalfth Insurance carrier. | hereby assign directly to my physician(s) any
and all such supplemental heajth insurance bensiits to which | am entitled and which are payable 1o me for any such
sennces rendered.

NO INSURANCE

If there Is no health insurance or other such coverage for the charges incurred on this account, { agree 1o pay the full
balance of such charges at the time of services or In accordanoe with payment terms egreed upon by The Family
Doctor Clinic.

IF YOU DO NOT HAVE INSURANCE, NOTIFY RECEPTIONIST PRIOR TO SEEING PHYSICIAN

RELEASE OF INFORMATION

| authorize my physician(s) to release any and all médical information, including but not limifed 1o a photocopy of my
medical records, which may bs requested by my insurance company and/or which is necsssary to process my insur-
ancs claim(s)} or {o secure the payment of heslth insurance benefits.

Further, | authorize the use of my signature below con all insurance submissions mede by my physicfan(s) for health-
care services provided on my behalf,

| authorize The Fémily Doctor Clinic (or their deslgnated siaff under the physician’s direction ) to verbally give my test
resulls to the people listed below from this day forward until otherwise natified:

1._ 3.

2 . - : 4.

| have read and understand the above and [ agrse to abide by thesa financial policies of The Farnily Doclor Clinic. |
undersiand and agree that such policles may be changed from time to time In the soje discretion of The Family
Doctor Glinic.

Signaturs of Patient or Responsible Parly Datle

K
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DATE:

Family Doctor Clinic

OF THIBODAUX

Patient Information Form
Whether you are a new or established patient, please complete this intake form so that we, as your providers, may
correctly input your medical information into our electronic medical record system. We thank you for your patience
and cooperation.

This is requested by your physicians at Family Doctor Clinic.

Name: Date of Birth:
FIRST MIDDLE
Sex; [ ]Male[ ] Female Height ft in
Address: Phone: Home: (. )
Work: ( )
Cell: ( )
Ifunder 18, parents name:
Preferred Pharmacy: City:
Current Medications:
' Medication Name Dose Frequency
Drug Allergies:
[ 1 No drug allergies
Reaction

Allergy

(COMPLETE REVERSE SIDE ALSO)

Created 03/2013; Edited 07/2013



Past Medical History (circle all that apply):

Allergies Cirrhosis Glaucoma Osteoporosis
Anemia ' Congestive heart failure Gout Prostate enlargement
Anxiety Coronary artery disease Heart attack™* ' Seizures
Arthritis COPD Hepatitis Skin condition*
Asthma Depression High blood pressure Sleep apnea
Atrial fibrillation Diabetes High cholesterol Stomach problems*
Autoimmune disorder* Diverticulosis Kidney failure Stroke
Bladder incontinence Esophageal Reflux Kidney stones Thyroid problem*
Cancer®* Fibromyalgia Migraines

Other:

*Type of disorder/problem:
*Cancer type/year of diagnosis:
+#*Date(s) of heart attack(s):

Past Surgical History (circle all that apply):

Adenoidectomy Ear tubes Heart valve replace Lithotripsy
Appendectomy Esophageal reflux . Hip replacement - L/R Neck surgery
Back surgery Fracture repair* Hysterectomy - part/comp  Pacemaker placement
Bladder Gallbladder Intestinal surgery Prostate sﬁ_rgery
Breast Gastric bypass Kidney Surgery - L/R Sinus surgery
Carotid -L/R Heart bypass Knee replacement - L/R Thyroid surgery
Cataract Heart stent(s) Lap Band Tonsillectomy

Other:

*Location of Fracture repair:

Immmunization History: Is patient up to date on age appropriate immunizations? (circleone) YES NO
: (Please provide documentation of immunizations)
Family History: (any family medical problems, up to grandparents; circle all that apply):
Cancer Diabetes High blood pressure
Coronary Artery Disease Heart attack Stroke
Social History: _
Marital Status: [ ] Single [ IMarried/Partnered [ 1 Divorced [ TWidowed
Occupation: Current Previous

Tobacco: [ ] Never Smoked

[ 1 Current Smoker: Amount cigs /packs per day, Number of years

[ ]Former smoker: Quit month/year Age when quit
Alcohol: [ ] Never [ ] Current: [] socially [ ] daily [ ] weekly, amount
[ ] Former drinker: Quit month/year,

Created 03/2013; Edited 07/2013
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‘Family Doctor Clinic
OF THIBODAUX

Last Namme:

First Name: _

Date of Birth! - / /
Federal Govémment Guidelines require that this information, in this format,

be included in your health récard. We cannot complete your medical record

without your responses. Please answer all 3 guestions. Thank ydu for your

cooperation.

Race: (O American Indian/Alaskan Native
(O Asian |
(O Black/African American
(O Hawaifan/Pacific Islander
(O White
- (O Other

Queston #1

Question #Z Ethnicty: () Hispanic/Latino
(O Not Hispanic/Latino’

_ Question #3 Primary Language:

e A4 N
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Family Doctor Clinic
OF THIBODAUX ,

Patient’s Consent for Provider to Disclose PHI to Authorized Persons

1. Authorization to Disclose PHI (Protected Health Information). | hereby authorize you, my healthcare provider
(Family Doctor Clinic of Thibodaux), to disclose any and all of my medical and protected health information
(“PHI”} to the persons indicated below.

2. Persons to Whom Disclosure May be Made. Provider may disclose my PHI! to the following persions:
Name : Relationship, If Any
3. Purpose of Disclosure. The purpose of the disclosure is to allow these persons to participate in my care,

participate in the payment of my medical bills, and/or to know the status of my health.

4, Expiration of Authorization. This authorization shall continue until | revoke this authorization in writing, which 1
may do at any time by sending a letter addressed to the Privacy Officer to any office where | am treated by
Provider.

5. Conditioning of Treatment. Provider may not condition treatment, payment enrollment or eligibility for

benefits on whether | sign this consent.

-6. Redisclosure by Recipient. | understand that once Provider discloses my PHI to the persons listed herein, my
Provider has no control as to whether those persons may redisclose my PHI, which may no longer be protected
by federal or state law.

7. Acknowledgment of Reading and Agreement. | have read and understand this authorization.
Patient’s Name: Date of Birth:
Patient’s Signature: Date:

, If You Are Not the Patient and are a Representative
Personal Representatives include, for example, parents on behalf of their children, tutors on behalf of their wards
{such as intellectually disabled individuals), administrators on behalf of those incapable of handling their own estates
for mental or physical reasons, and succession representatives on behalf of the estates of decedents.

Representative’s Name: Date of Birth:—

Representative’s Signature: Date:
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Family Doctor Clinic
CF THIBODAU X

Acknowledgment of Receipt of Notice of Privacy Practices

I acknowledge that [ have received from the Family Doctor Clinic of Thibodaux a copy of a separate
document, entitled, “Notice of Privacy Practices” which sets forth this Group’s privacy practices and my rights
regarding privacy of my protected health information.

Patient’s Name: Date of Birth:

Patient’s Signature: Date:

~ If You Are Not the Patient and are a Representative

Personal Representatives include, for example, parents on behalf of their children, tutors on behalf of their wards
(such as intellectually disabled individuals), administrators on behalf of those incapable of handling their own estates
for mental or physical reasons, and succession representatives on behalf of the estates of decedents.

Representative’s Name: Date of Birth:

Representative’s Signature: Date:




permitted to collect or recelve the information for the purpose of controlling disease, injury, or disability. If
directed by that health authority, we will also disclose your health information to a foreign government agency
thatis collaborating with the public health authority.

Workers Compensation. We will use and disclose your PHI for workers compensation or similar programs that
provide benefits for work-related injuries orillness.

Inmates. If you are an inmate, we will use and disclose your PHI to a correctional institution or law enforcement
official only if you are an inmate of that correctional institution or under the custody of the law enforcement
official. This information would be necessary for the institution to provide you with health care; to protect the
health and safety of others; or for the safety and security of the correctional institution.

Other Services and/or Fundraising. We may use your PHI to contact you with information about treatment
alternatives or other health-related benefits and services that, in our opinion, may be of interest to you. We
may use your PHI to contact \)ou in an effort to raise funds for our operations, however, you have the right to
opt out of recelving any fundraising communications by sending a letter to our Privacy Officer in writing at the

address at which you are treated.

Uses and Disclosures to which You have an Opportunity to Object

Others (nvolved in Your Care. We may provide relevant portions of your PHI to a family member, a relative, a
close friend, or any other person you identify as being involved in your medical care or payment for care. If you
bring someone with you into a treatment room, you are hereby notified that you will have identified that person
to us as being involved in your care or payment for your care, by voluntarily bringing them in the room. If you
do not object to us discussing your PH! in front of them, we may discuss your PHI in their presence because you
did not ohject. In an emergency or when you are not capable of agreeing or objecting to these disclosures, we
will disclose PHI as we determine is in your best interest, but will tell you about it after the emergency, and give
you the opportunity to object to future disclosures to family and friends.

Uses and Disclosures that Require Your Signed Authorization

There are certain uses and disclosures of your PHI that require your written authorization. For example, most
uses and disclosures of psychotherapy notes (where appropriate), uses and disclosures of PHI for marketing
purposes, and disclosures that constitute a sale of PHI require your signed authorization. Also, any use or
disclosure of your PHI not described in this Notice requires your signed authorization.

Your Right to Revoke Your Authorization

If you sign an authorization allowing us to use or disclose your PHI outside of the uses and disclosures made in
this Notice, you may revoke that authorization by advising us in writing with a letter addressed to Privacy Officer,
at the address where we treat you. Your revocation will become effective as soon as we are reasonably able to
enter it into our records, which is typically within 5 business days after we receive the letter. Your revocation
will not affect our prior reliance on your authorization prior to the effective date of revocation.

Your Right to Restrict Certain PHI to a Health Plan

You have the right.to require us to restrict any disclosure of your PHI to a health plan regarding an item or service
for which you (or someone on your behalf - other than a health plan) paid out-of-pocket to us the entire amount
due for the health care item or service which we provided and billed to you. You must make such a request in
writing to us, with a letter addressed to Privacy Officer at the address where you receive your treatment. If you

make such a request, we are required to honor it.

Notification in Case of Breach of Unsecured PHI




THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW
YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

NOTICE OF PRIVACY PRACTICES PURSUANT TO 45 C.F.R. § 164.520

Our Duties

We are required by law to maintain the privacy of your Protected Health Information (“PHI”). PHI consists of
individually identifiable health information, which may include demographic information we collect from you or
create or receive by another health care provider, a health plan, your employer, or a health care clearinghouse,
and that relates to: (1) your past, present or future physical or mental health or condition; (2) the provision of
health care to you; or (3) the past, present or future payment for the provision of health care to you.

We must provide you with notice of our legal duties and privacy practices with respect to PHI. We are required
to abide by the terms of our Notice of Privacy Practices currently in effect. However, we reserve the right to
change our privacy practices in regard to PH! and make new privacy policies effective for all PHI that we
maintain. We will post a copy of our current Notice of Privacy Practices in the waiting room, and keep a copy
of the revised Notice at the registration desk, and provide you with a copy upon your request, and if we maintain
a website, we will post our Natice of Privacy Practices on our website.

Examples of Uses and Disclosures af Your PHI relating to Treatment, Payment & Operations

HIPAA privacy regulations give us the right to use and disclose your PHI without your consent to carry out (i)
treatment, (i) payment, and (iii) health care operations. Here are some examples of how we intend to use of

your PHI in regard to your treatment, payment, and health care operations.

Treatment. In connection with treatment, we will, for example, use and disclose your PHI to provide,
coordinate, or manage your health care and any related services. We will disclose your PHI to other providers
who may be treating you. Additionally, we may disclose your PH! to another provider who has been requested

to be involved in your care.

Payment. We will use your PHI to obtain payment for our services, including sending claims to your insurer or
to a federal program, such as Medicare, that pays for your treatment and sending you a bill for any amounts
due which your insurer does not pay. We may.also employ Business Associates, such as a billing company or
collection agency to help us bill and collect. The PHI will include items such as description of your condition(s),

our treatment, your diagnosis, supplies and drugs we used, etc.

Health Care Operations. We will use your PHI to support our business activities, such as allowing our auditors,
consultants, or attorneys access to your PH! to audit our claims to determine if we billed you accurately for the
services we provided to you, or to evaluate our staff to see if they properly cared for you, or to send information
about you to third party Business Associates so they may perform some of our business operations.

Description of Other Required or Permitted Uses and Disclosures of Your PHI!

Appointment Reminders. We will call you to remind you of an appointment. We may call your residence, office,
or any other number we have on file. We will leave a message if you are not in, and we will state the name of
our clinic, the date and time of the appointment, and the address at which the appointment is to be kept. We
may also mail you a notice of your appointment to any address we have on file.

As Required by Law. We will use and disclose your PHI when required to by federal, state, or local law. For
example, we may receive a subpoena for which we are required hy law to provide copies of your medical file.

To Avert a Serious Threat to Public Health ofSafetv. We will use and disclose your PHI to public health authorities




LY

In the event of an unauthorized or improper use or disclasure of your PHI (j.e., a “breach”), you have the right
to receive, and we will notify you of the circumstances surrounding, the breach, what we have done to
investigate and mitigate it, and how to best protect yourself in our opinion.

Patient Rights Related to PHI

In addition to your other rights provided herein, you have the right to:

Request an Amendment. You have the right to request that we amend your medical information if you feel that
it is incomplete or inaccurate. You must make this request in writing to our Privacy Officer, stating what
information is incomplete or inaccurate and the reasoning that supports your request. We are permitted to
deny your request if it is not in writing or does not include a reason that we believe supports the request. We
may also deny your request if the information was not created by us, or the person who created it is no longer

available to make the amendment.

Request Restrictions. You have the right to request a restriction of how we use or disclose your medical
information for treatment, payment, or health care operations. For example, you could request that we not
disclose information about a prior treatment to a family member or friend who may be involved in your care or
payment for care. Your request must be made in writing to the Privacy Officer addressed to the address at which
you receive care. We are not required to agree to your request. If we do agree, we will comply with your request

except for emergency treatment.

Inspect and Copy. You have the right to inspect and copy the PH! we maintain about you in our designated
record set for as long as we maintain that information. This designated record set includes your medical and
billing records, as well as any other records we use for making decisions about you. Any psychotherapy notes
that may have been included in records we received about you are not available for your inspection or copying,
by law. We may charge you a fee for the costs of copying, malling, or other supplies used in fulfilling your
request. If you wish to inspect or copy your medical information, you must submit your request in writing to our
Privacy Officer at address at which you receive treatment. We will have 30 days to respond to your request for
information that we maintain at our facility. If the information is stored off-site, we are allowed up to 60 days
to respond but must inform you of this delay. HITECH expands this right, giving individuals the right to access
their own e-health record in an electronic format if we maintain your records in an electronic format, and to
direct us to send the e-health records directly to a third party. We may only charge for labor costs under

electronic transfers of e-health records.

An Accounting of Disclosures. You have the right to request a list of the disclosures of your health information
we have made that were not for treatment, payment, or health care operations. Your request must be in writing
and must state the time period for the requested information. You may not request information for any dates
prior to April 14, 2003, nor for a period of time greater than six years (our legal obligation to retain information).
Your first request for a list of disclosures within a 12-month period will be free. If you request an additional list
within 12-months of the first request, we may charge you a fee for the costs of providing the subsequent list.
We will notify you of such costs and afford you the opportunity to withdraw your request before any costs are

incurred.

Reguest Confidential Communications. You have the right to request how we communicate with you to preserve
your privacy. For example, you may request that we call you only at your work humber, or by mail at a special
address or postal box. Your request must be made in writing and must specify how or where we are to contact
you. We will accommodate all reasonable requests; however, we will not accommodate a request that we
perceive is an attempt to avoid recelving notice of a bill for the payment of our services.

File a Complaint. If you believe we have violated your medical information privacy rights, you have the right to
file a complaint with us or directly to the Secretary of the United States Department of Health and Human
Services: U.S. Department of Health & Human Services, 200 Independence Avenue, S.W. Washington, D.C.



20201, Phone: (202) 615-0257, Toll Free: {877) 696-6775. Ta file a complaint with us, you must make itin writing
within 180 days of the suspected violation. Provide as much detail as you can about the suspected violation and
send it to our Privacy Officer at the address at which you were treated. No patient will be retaliated against for

%

making a complaint.

A Paper Copy of This Notice, You have the rightto receive a paper copy of this notice upon request. You may
obtain a copy by asking for it.

Contact Person

You may contact our Privacy Officer at the following phone number for any questions:
Phone number: (985) 446-2680 ext.1246

Effective Date

The effective date of this revised Notice of Privacy Practices is October 10, 2017.



