DFW Infectious Disease Patient Information

Name: Date:
Date of Birth: SS#: Marital Status: M S D W
Address: City : State: Zip:

Home Phone:; Cell/Pager:
Emergency Contact:

Name: Phone: Relationship:
Refeming Physician: Phone:
Primary Physician: Phone:
E-mail

Pharmacy Name & Number

Employment information of Insured

Job Title : Full Time Port Time

Employer Name:,

Employer Address; City: State: Zip:
Employer Phone Is your condition job related? Yes / no

Primary Insurance Information

insurance: HMO / PPO / POS / EPO / WC / Indemnity / Cobra
Address: City: State: Zip: Phone:

ID#; Group:

Relationship 1o Insured — (circle one) Self Spouse Child Other

Policy Holder Name: DOB: SS#:

Address: City: State: Zip:

Secondary Insurance

Insurance:; HMO / PPO / POS / EPO / WC / Indemnity / Cobra
Address: City:___________ State: Zip: Phone:

ID#: Croup:

Relationship to Insured - {circle one) Self Spouse Child Other

Policy Holder Name: DOB: SS#::

Address: : City: State: Zip:

Please circle Perffered Lab: labcop  Quest

Authorization for Release of Information and Assignment of Benefits:

I authorize the use of this signature on all insurance submissions and release of any and all medical
records and/er financial information necessary to collect payment for medical services. | understand
that my medical/financial information may be transmitted electro nically via facsimile and/or
Internet. | also authorize and assign payment of medical or government benefits directly to infectious
DFW Infectious Disease and/or physician on file, for the services provided to me. | understand that |
am financially responsible for the charges not covered by my insurance policy.

Signature: Date:




DEW lnfgg’riggg Dlgggég gonﬂdenﬂal Health Information

Patient's Name: Age: Date:
Weight: Height:
What Health Problem brought you here today?

Do you have a history of.....2

Seizures No Yes Liver Disecse/Hepatitis/Cithesis No  Yes
Lung Disease No  Yes Kidney/Bladder Disecse No Yes
Heart Problems No Yes Stomach Disease No Yes
Chest Pain No  Yes Bowel Disecse No Yes
Cancer No Yes Sexually Transmitted Disecises No Yes
Diabetes No Yes High Blood Pressure No Yes
Other

Are you pregnant, how far along? {female pts)

Smoke® No Yes How much#?
Drink Alcohol? No Yes How much?
Useillegaldrugs? No  Yes What /How much?2

Experiencing any problems with....... ? (Please circle)

Urination Diarrhea Constipation Swallowing Breathing
Fevers Night Sweats Skin Rashes Hearing Vision
Immunizations
Tetanus in last 10 years? No  Yes
Pneumonia vaccine in last 5 years? No Yes
Flu Shot in the past yeare No Yes
List Major Surgeries
Drug Allergles

Medication List {(use back of form if needed)

Family History (please list any major llinesses In siblings, parents or grandparents)

| believe that all the above information is frue and correct.

Patient Name (Print Please) Patient Signature Date
2



DFW Infectious Disease

e T o)

CONSENT FOR TREATMENT

. as a patient/legal guardian, do consent for medical freatment by DFW Infectious Disease,
physicians and nursing staff. This is inclusive of any tfreatment or procedure they deem medically
necessary.

Patient Signature Date

AUTHORIZATION TO RELEASE MEDICAL INFORMATION

Thisis to serve as authorization to release medical information compiled in the course of medical
freatment at to the undersigned patient. A copy of this will serve as an originai.

Patient Signature Date

PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

DFW Infectious Disease may use and disclose protected health information about me fo camy out treatment,
payment and healthcare operations. Please refer to DFW Infectious Diseaise Nofice of Privacy Practices for a
more complete description of such uses and disclosures.

I have the right to review the Notice of Privacy Practices prior to signing the consent. DFW Infectious Disease
reserves the right to revise at any time.

| acknowledge and agree that | have read DFW Infectious Disease notice of privacy practices. | also
understand that | will be given a copy of the notice if | ask for one.

Patient Signature Date

You may disclose protected health information about me to the people listed below:
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DFW Infectious Disease

Patient Name:  Insured's Name:

PATI |
Patient is Responsible:
For provudlng accurate and complete information regarding his/her medical history.
For agreeing to a schedule of services and reporting ony cancellation of scheduled appoiniments.
For parficipafing in the development and updating of ¢ plan of care.
For following the plan of care and ¢linical condition. For communicating whether he/she clearly understands the
course of freatment and plan of care. For accepting responsibility for his/her actions if refusing treatment.
For timely reporting problems, changes in physical condition, re-hospitalizations, concems or complaints.
Any replacement cost of lost/misused/damaoaged drugs/pumps or supplies will be responsibility of the patient and
reimbursement that the patient seeks will be between the patient and his/her insurance company.
7. For fulfiling financial obligations for service.
8. For being responsible for picking up drugs and supplies from office during office hours.

N

o ;

EINANCIAL POLICY

1. Our physicians participate in a number of HMO and PPO networks. It is the patient's responsibility to verify that the
doctor is in or out of network.

2. [f yourinsurance company requires a refemral from your PCP, please have it sent to our office before your visit. We
must have a referral on file before seeing you.

3. Payments are due at time of service & informing the office of any insurance changes in a fimely manner. There will
be a $25 charge for all retumed checks.

4. We accept Medicare assignment and will bill Medicare for you. If you have any supplemental insurance, please
bring this information with you to your appointment. You may be responsible for a portion of your charges if your
secondary/supplement does not pay.

5. If you are being freated for a work-related injury (Worker's Comp}. we must have written approval from your
adjustor prior to your appointment.

6. If treatment is sought due to a motor vehicle accident or other personal injury, you will be responsible for your bill,
including office visits, radiology and labs.

We must emphasize that as healthcare providers, our relationship is with you, not your insurance company. While the filing
of insurance claims is a courtesy we extend to our patients, all charges are your responsibility from the date the services are
rendered. We realize that temporary financial problems may affect timely payment of your account. If such problems do
arise, we encourage you to contact the billing department promptly for assistance in the management of your account.

| roquest that poymanf under any medmc[insurcnce program be made to DFW Infectious Disease on any bills for services,
supplies, equipment and/or medications fumished by DFW Iinfectious Disease

| take responsibility and agree that | am responsible for payment for cll supplies, medications, pumps, poles and services
provided to me by DFW Infectious Disease

ASSIGNMENT OF BENEFITS

| hereby authorized DFW Infectious Disecse o request on my/our behalf and to collect directly all public and private
insurance coverage benefils due for supplies, equipment, medications and services by DFW Infectious Disease. In the event
payments for insurance benefits aore made directly o any of the undersigned, the payee will endorse to DFW Infectious
Disease all checks for such payment.

RELEASE OF INFORMATION

The undersigned hereby authorize our insurer(s) and any other third party payer who provides patient with coverage to
disclose to DFW Infectious Disease any information that enables them to collect payment. Patient authorizes all medical
personnel to provide information to DFW Infectious Disease concerning patient/client medical history, as it may relate to
patient/client therapy. | allow the use of elecironic transmissicn of medicalffinancial information including facsimile and
email. The undersigned consents to the review of patient/client records including medical records by and Federal, State, or
Accrediting Body or Agency as required by the Regulatory, Licensing or Accrediting body.

The undersigned cerlifies that he/she has read the foregoing and received a copy. The undersigned also ceriifies that
he/she is the patient, or is duly authorized by the pafient as palienf's general agent to execute and accept lis items.

Patient Signature Date




DFW INFECTIOUS
DISEASE

AUTHORIZATION TO RELEASE AND/OR OBTAIN MEDICAL RECORDS

Patient name: DOB:

|1 authorize information to be obtained from:

Doctor/Hospital name:

Street:

City, State, Zip:
Phone:

Fax:
And/Or:
Please release my records to:

DFW INFECTIOUS
DISEASE

Street: 4461 Coit Rd

City, State, Zip: _Frisco, Tx, 75035
Phone: _214-396-8877
Fax: _214-983-0983

Information to be obtained or released to include:

I authorize the release of

O  Complete Medical Record the indicated sensitive records
O Immunization Record also (patient to initial)

O Dates to Mental Health Records. ..

O Other HIVor AIDS...............

Chemical Dependency.

This information is being disclosed for the purpose of:

If no purpose is stated, the purpose of the disclosure will be “at the request of the individual.” This statement of
consent can be revoked at any time before the disclosure of the information, and expires in any event, one year
alter it’s signed. A photocopy of this authorization shall be valid as the original.

Signature of patient/guardian: Date:




DFW INFECTIOUS DISEASES
4461 COIT RD FRISCO, TX 75035
PHONE 214-396-8877 FAX 214-983-0983

CONSENTFOEMATL ORFMTEX FUSAGE EOR ARPPOINTMENT REMINDERS AND

QOTHER HEALTHCARE COMMUNICATIONS

Patients in our practice may be contacted via email and/or text messaging to remind you of an appointment, o
obtain feedback on your experience with our healthcare team, and to provide general health reminders/information.
If at any time | provide an email or text address at which | may be contacted, | consent to receiving appointment
reminders and other healthcare communications/information at that email or text address from the Practice.

I consent to receive text messages from the practice at my cell phone and any number
forwarded or transferred to that number or emails to receive communication as stated above. | understand that
this request to receive emails and text messages will apply to all future appoiniment reminders/feedback/health
information unless | request a change in writing. | authorize to receive text messages for appointment reminders,
feedback, and general health reminders/information to the following Cell Phone number:

Cell Phone Number { ) -

| authorize to receive email/text messages for appointment reminders and general health reminders/feedback/
information in the Patient Portal to the following Email Address:

The practice does not charge for this service, but standard text messaging rates may apply as provided in your wire-
less plan (contact your carrier for pricing plans and details.

Signature Name (please print) Date
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Nofice of Privacy Practices for DFW Infectious Disease

This notice describes how medical information about you may be used and disclosed and how you can get access fo this information.
Please review it carefully.

This practices uses and disclosed health information about you for treatment, to obtain payment for reatment, for adminisirative purposes,
and to evaluate the quality of care that you receive. This notice describes our privacy practfices. You can request a copy of this nofice at
any fime. For more information about this nofice or our privacy practices and policies, please contact the Office Manager.

Treatment, Pavment. Health Care Operations

Treatment
We are permitted fo use and disclose your medical information to those involved in your freatment.

Payment

We are permitted to use or disclose your medical information to bill and collect payment for the services provide to you. For example, we
may complete a claim form to obtain payment from your insurer or HMO. The form will contain medical information, such as a description
of the medical service provided to you, that your insurer or HMO needs to approve payment to us.

Health Care Operations
We are permitted to use or disclose your medical information for the purposes of health care operations, which are activities that support
this practice and ensure that qudlity care is delivered.

Disclosures That Can Be Made Without Your Authorization

There are sifuations in which we are permitted by law to disclose or use your medical information without your written authorization or an
opportunity to object. In other situations we will ask for your written authorization before using or disclosing any identifiable health
information about you. If you choose fo sign an authorization to disclose information, you can lafer revoke that authorization in writing, to
stop future uses and disclosures. However, any revocation will not apply fo disclosures or used already made or taken in reliance on that
authorization.

Public Health, Abuse or Neglect, and Health Oversight

We may disclose your medical information for public health activities. Public health activities are mandated by federal, state or local
government for the collection of information about disease, vital statistics (like births and death), or injury by o public health authority. We
may disclose medical information, if authorized by law, o a person who may have been exposed lo a disease or may be at risk for
contracting or spreading a disease or condition. We may disclose your medical information fo report reactions to medications, problems
with products, or to nofify people of recalls of preducts they may be using.

We may also disclose medical information to a public agency authorized fo receive reports of child abuse or neglect. Texas law requires
physicians fo report child abuse or neglect. Regulafions also permit the disclosure of information to report abuse or neglect of elders or the
disabled.

We may disclose your medical information to a health oversight agency for those activifies authorized by law. Examples of these activifies
are audits, investigations, licensure applications and inspections which are all govemment activities undertaken to monitor the health care
delivery systems and compliance with ofher laws, such as civil rights laws.

Legal Proceedings and Law Enforcements

We may disclose your medical information in the course of judicial or administrative proceedings in response to an order of the court {or
the administrative decision-maker) or other appropriate legal process. Certain requirements must be met before the information is
disclosed.

If asked by a law enforcerment official, we may disclose your medical information under limited circumstances provided that the
information:

*  Isrelated pursuant fo legal process, such as a warrant or subpoena;

®  Pertains to a victim of crime and you are incapacitated;

*  Pertains to a person who has dies under circumstance that may be related to criminal conduch:
= Isabout a victim of crime and we are unable to obfain the person's agreement;
*  Isreleased because of a ciime that has occured on these premises; or
= Isreleased fo locate a fugitive, missing person, or suspect.

We may diso release information if we believe the disclosure is necessary to prevent or lessen an imminent threat to the hedlth or safety of
a person.

Worker's Compensation
We may disclose your medical information as required by the Texas Worker's Compensation law.

Inmates

If you are an inmate or under the custody of law enforcement, we may release your medical information to the comectional institution or
low enforcement official. This release is permitted fo allow the insfitution to provide you with medical care, to protect your hedlth or the
health and safety of others, or for the safety and security of the institution,




T T T e e e e e R ettt mmt et o s tmmm s me ma EmE e ce—— e a— e - -y = -

Military, National Security and Intelligence Activities, Protection of the President

We may disclose your medical information for specialized govemment funcfions such as separation or discharge from miilitary services,
requests as necessary by appropriate milltary command officers (it you are in the military), authorized national security and inteligence
activities, as well as authorized activities for the provision of protective services for the President of the United Stafes, other authorized
government officials, or foreign heads of state.

Research, Organ Donation, Coroners, Medical Examiners, and Funeral Directors

When a research project and its privacy protections have been approved by an Instifutional Review Board or privacy board, we may
release medical information to researchers for research purposes. We may release medical information to organ procurement
organizations for the purpose of facilitating organ, eye, or tissue donation if you are a donor. Also, we may release your medical
information to a funeral director where such a disclosure is necessary for the director fo cary out his duties.

Required by Law
We may release your medical information where the disclosure is required by law.

Your R a ulgtio

The United States Depariment of Health and Human Services created regulations intended to profect patient privacy as required by the
Health Insurance Portability and Accountability Act (HIPAA). Those regulations create several privileges that patients may exercise their
HIPAA rights.

Requested Resfrictions

You may request that we restrict or limit how your protected hedlth information is used or disclosed for treatment, payment, or hedlthcare
operations. We do NOT have to agree to this resiriction, but if we do agree, we will comply with your request except under emergency
circumstances.

To request a restriction, submit the following in writing: {a] The information to be restricted, {b) what kind of restriction you are requesting (i.e.
on the use of information, disclosure of information of both), and {c} to whom the limits apply. Please send the request to the address and
person listed below.

You may also request that we limit disclosure to family members, other relatives, or close personal fiends that may or may not be involved
in your care.

Receiving Confidential Communications by Alternative Means

You may request that we send communications of protected health information by altemative means or to an altemative location. This
request must be made in writing to the person listed below. We are required fo accommodate only reasonable requests. Please specify in
your corespondence exactly how you want us fo cormmunicate with you and, if you are directing us lo send it to a particular place, the
contact/address infoermation.

Inspection and Copies of Protected Health Information

You may inspect and/or copy health information that is within the designated record set, which is information that is used to make
decisions about your care. Texas law requires that requesfs for copies be made in wiiting and we ask that requests for inspections of your
hedlth information also be made in writing. Please send your request to the person listed below.

We canrefuse to provide some of the information you ask fo inspect or ask to be copied if the information:

Includes psychotherapy notes.

Includes the identity of a person who provided information it it was obtained under a promise of confidentiality.
Is subject fo the Clinical Laboralory Improvemenls Amendments of 1988.

Has been compiled in anticipation of litigation.

We canrefuse to provide access to or copies of some information for other reasons, provided that we provide a review of our decision on
your request. Another licensed health care provider who was not involved in the prior decision fo deny access will make any such review.

HIPAA permits us o charge a reasonable cost based fee. The Texas State Board of Medical Examiners {TSBME) has set limits on fees for
cepies of medical records that under some circumstance may be lower than the charges permitted by HIPAA. In any event, the lower of
the fee permitted by HIPAA or the fee permitted by the TSBME will be charged.

Amendment of Medical Information
‘You may request an amendment of your medical information in the designed record set. Any such request must be made in wrifing fo the
person listed below. We will respond within 60 days of your requesf. We may refuse to allow an amendment if the information:

" Wasn't created by this practice or the physicians here in this practice.
* Isnot part of the Designated Record Set?

*  Isnotavailable for inspection because of an appropriate denial

=  Ifthe information is accurate and complete.

Even if we refuse fo allow an amendment you are permitied to include a patient statement about the information at issue in your medical
record. If we refuse to allow an amendment we will inform you in wrifing. If we approve the amendment, we will inform you in writing,
dllow the amendment to be made and tell others that we know have the incorect information.

Accounting of Certain Disclosures

The HIPAA privacy regulations permit you to request, and us fo provide, an accounting of disclosure that are other than for treatment,
payment, health care operations, or made via an authorization signed by you or your representative. Please submit any request for an
accounting to the person listed below. Your first accounting of disclosures {within a 12 month period) will be free. For additional requests
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within that period we are permitted to charge for the cost of providing the list. If there is a charge we will notify you and you may choose
to withdraw or modify your request before any costs are incurred.

It Re = ni lves, ar er Healin-related Benefits
We may contact you by telephone, mail or both to provide appoinfment reminders, information about treatment altematives, or other
health-related benefits and services that may be of inferest to you.

If you are concemed that your privacy righfs have been violated, you may contact the person listed below. You may also send a written
complaint fo the United States Department of Health and Human Services. We will not retaliate against you for filing a complaint with the
government or us. The contact information for the United States Department of Health and Human Services is:

U.S Department of Health and Human Services
HIPAA Complaint

7500 Security Blvd., C5-24-04

Baltimore, MD 21244

We are required by law and regulafions fo protect the privacy of your medical information, to provide you with this nofice of our privacy
practices with respect to profected hedlth information, and to abide by the terms of the notice of privacy practices in effect.

We may change our policies and this notice af any fime and have those revised policies apply to all the protected health information we
maintain. If or when we change our nofice, we will post the new nofice in the office where it can be seen.




