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HEALTH HHSTORY FORM

; Doa'

Patient Name o Date -
BIRTH HISTORY MEDICATIONS o
Where was your child bom? Taldng any medications i yas, what? . - |
{Hospital Name or Chy) i hins, oier the madicztions and ;:mwipllom) - Yes O Mo O
What was his or her birth wolght? Allergk lo any medications? if yes, what megication(s) ang” - '
Lo : what reamon(s)? ¢ . L

R : . _ Yes O No O |
Was he/she full term? Yes O ol
i not, how many weels ealiy or late was he/she? , ALLERG'ES — :
Woere thare any wmpllcallons duvlng pragnancy? -¥es O Mo a Allemh: to nnv foads? If yas, what foods? Yes O No O]
i yes, what were they? ~ . . :
Was the delivéry of your child Vaginal E] C-sect!on a Alleratc to anythlns In the enwronmem? i ves to what? Ves O No D
Were thm anv complrmuons dumq; dnllvery? - ves O NoDd Are these allergles? Suspected o} Deﬂnlle (Tened) D .
If yes, what wars they? . : - L. -
Were there any complications for the babv? ‘Yes O Mol ' | Please du,aibe any other birth compllcauons-
If yes, what were they? ’ . . .
Was the baby In NICU {Newborn lntensive Czne Unlt)? ves O Nold
If yes, how long? And why was he/she in HICU? - . .

'_Did the baby require phototherapy (light therapy) for Jaundice? Yes O  Moll

-, PAST ILLNESSES, HOSPITALIZATIONS o . .

Was your child ever admiited to the hospital overnight? If so, “Vas[O  No[] | Pleosedescribe:
when? . :
For whai? . . .
Have you evar had to tzks your child to tha emergencv rcom'o‘ Yes 0 nNeQd
H yes, what for? - . . . ™

SURGICAL HISTORY Has your chlld ever had surgery? i yes please check the lndlvldual boxes

Testiculer Surgery

"Head or Skull O | Cochlear Dovica [w] 0O | pyleric Stenosls Repair O 0
Eyes O | Tonails 0 | Chest Tubse . O | Ridney Surgery [ | Torsion Reduction [a]
Ears ~ - 0 | Adenoids - O | Gaswrgintesiinal 0 .| Urclogical Surgery. 0 | Undescended Testiclr [m]
Tear Duck Probe 0 | Orzl Surgory - O | upper Endoscopy [m] Circumcision .0 | Onthogoadic Surgary a.

© _Strablsmus Correcﬂon 0 | $tnus O | Colonscopy . . 1 | Chordeo Reloase . O | Scolissis .. 0
-_Ear Tubes ). | Nack . 0 _| Abdomine! Surgory O | Hypospadias Repair ] | Setting Bane Fracture 8]
__Ear Tube Removal 0 | HeartSumery - - O | Appendectomy O | Hydrocele Repair U | tieurclogic . a
._Ear Orum Repair ‘B | lung Surgery - 33 | Inguinal Hernla Repalr u] Meatoplasty (0 | Dermatologic/Skin a

Cholesteotoma 'D Bfochoscom O | Umbilical Hernta Repair O | Biadder Surgary 0 : .
PAST MEDICAL HISTORY — If Them is No Past Medical History Check Here [ (otherwise check he individual boxes)
Skin Probloms [ | CordincProbloms . - [ | Gynecolople lagues O | Meurslogleal Dlsordors 01 | pag your chitd had a

_Acng R 1 | Murmurs ) 1 | Rhaumotolopy Digorders [1 | Headaches . . .| polstive PPD Test Ja .|
Eczema L3 | Heart Defects 0O | Rheumatoid Mhtlﬂs . OV | Febiiln Selzures (1 | Gntology Disease (Cantor)
Eye/Vision Problems - [ | High Cholesteral : . O] wupus 0 | Epilapsy -
Glasses for Reading - -0 | Stomach tntestinal D!mvdm O | Endoerine Dlmrders .0 |- Developmental Delay [#]
Glasses for Distance ~ [O0. | GERD (Heartburn) .0 | Diabetes Yype | (Child) " 0| Speech/Language Delay a
Ear/Mose/Throat _ O | Coristipatlon [J | Diabetas Type Il (Aduh) [l | Fina Motar Delay O] | Piease Describe

'_Recurrent €ar infections 7 | Irritable Bowel D | Thyrold Disease 0 ! Seci2l Delay - Q-

Recurrar Sthus tnfoetiors [ | Ulcerstive Cotits 1 | Orthopedic Diorders - O | Cognltive Dalay . 8]

*_Hearing Loss 0 | Crohw’s Disease [] | .Fractures In the Past 0 | Psychlatric Disorders @] .
Allergies .~ O | pyloric Stenosis. O | Scoliasis 0] ADD/ADHD 0 | mmuns Bisordars . ]

. Respirstory Problems O | Gensi/itidney Obiceso [ n'!fmdplmrde'rs' . 0 | Depression O | Plense Describe
Asthima 0 | Pelycystic Kidney L] | Anemis o .. | Genetic Disordars a
Pneumonia . .0 |- proteinuria 1 |.leeding Disordars [w] ' : a

_Cystic Fibrosis ~ 0 | Urlne Reflux J_] Low Platelats 8] W]

Any Cther Past Medics! Hinory Not Mentioned

'(See."ﬁe've'rs'.é*Sidé For More Questions) N
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! HEALTH HISTORY FORM (page 2)

DOB':_

FAMILY HISTORV If yes please check

. There Is No Famlly

Pleun IndudeﬂteMTlENf's, prsents, srandplronm, aunts, undes, bmmem, mter:, firét cousine
History of Disease Check Here 0 (otherwlse check the individual boxes)

3 Heart Disease . O[] asthma O | Crohn's Diszase O | Psychistric Diserder ~ -~ [ | No History Avallable 8]
"0 ._MighBlood Pressure ___. [1 | Emphysema 0_| Bleeding or Clotting Dlsnrder " . 'O | ADD/ADHD - -4 Adupted . . Qa
._Migh Cholesteral O | Cystic Firasis D | immune Defect -~ O | pisth Defects -af a
_Diabetes Type 1(Child) . O0.| Tuberculosis L1 | HIV Infaction "0 Awmhsr Past Medlc&lmﬂmNﬂtMﬁmmm
Diabetes Type I {Adult)  [J | Hepatitis 0 | Arthritis a - :
Cancer - 0 | Allergles. - 01 | Selwure Disorder 0:
Thyroid Disease . 0 | Cirrhosis of the Ilver . L) | Stroke u] .
Kidney Dlsease El Ulcerative Calitis 8] Neurnlogk msnrder 0 -
SOCIAL BACKGROUND L e .
CHILD Lives wrm | Both Parents Guardian/Other " | Child Lives In PETS AT HOME
B 1 (Married) - ' IR, FE .
- Mother g | Father g Grandparent(s) in the Home D House - . U‘ | Dogs {s) ) =N
Separaled =] - Separated [ | Grandparent(s) as Guardlan . O | Apartment/Condo -0 | catfs) [8]
___ _Divoreed 01 Diverced S N - -} Bird(s) . [u]
lointCustody 0] Jolnt Custody [ [ Other Relatives in the Home - 0 | Fisti (s} g
Sele Custedy. [ | - Sola Custedy O | -Other Nolatives as Guardian orf Lizard/Tuntle Ul
W/Stepfather (] - W/stepfather 01 Pleau indfeate Nyne of Guardian if other than Mom or Dad Other i
. . W/Stepbrother . [J W/Stepbrother [ :
. W/Stepsister O | - W/Stepsister O
Momer‘n Occupation . | Fothor’s Occupation - -
‘ ET HRIC BACKGROUND ‘NATIVE LANGUAGE SMOKING/DRUGS/ALCOHOL L
__Caueasian ‘O | English - O | Doesanyone smoke Inside or outside the house? | Yes O Mo D
Hispanlc ~ .~ . .0 | Spanish a
Alrican Arosion O [ Creole ——— 1] FOR PATIENTS 13 OR. OLDER ,
Asian - - O | Other{please spacify) History of Drug Use . Yes 0. ol |
American Indlen 5] a History of Alcohol Use - - Yes O NoO
Haltian s mstory of Tobaoco Use Yes O  No )
Other .0 . : : j

Pharmacy Informatlon. All Prescrlptions wili be sent electronlcally - you wl|l no

longer receive paper prescriptions

Name and Phone Number of your Pharmacy

; Address or Cross Streats of your Phwmncv

" Fleaso deserlba ony eﬂm problems with vo'ur'dllld whzz_ie wua may l‘ze:sble h) hels:

Parent/Guardlan Slgnegere

“Date

e it et e e S rrosin
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SAWGRASS PEDIATRlC DEMOGRAPHIC FORM '
Patient.Information .- ’ ‘
Name: :1 ' ) » 3 Date of Birth:__

~Male Female Chlld Resndes Wlth Father Mother Both- Other :

Parent/Guardlan ,

Name: .~ : _ S D'ate"vo'f'Birthi
Addres;: S ' . - City: : . State:
Zip Code: | Primary Phone: Alternate .PHone: )

Email Address:

Languages spaken at home: English Spanish Other:

Siblings in the office:

Other Parent Information Name: Date of Birth:
Address (If different from above) City: State:
Primary Phone : : . ‘ Alternate Phone: __ :
EMERGENCY CONTACT: - 1 " Phone Number:_

Insurance PO|ICV Holder Informatlon

Insurance Name: o .‘ Policy Holder: . - DOB:
‘Address (If different from'.abq{le): o City:IA , State:_

le Code:______ Phone Number: ‘ : Employer:

Insured Pollcy D:__ ' Address: »

Pharmacy lnformatioh: Pharmacy Name: _

Phone number:, . Address:

City, State, Zip

Your appointment time has been set aside for you alone. If you can't keep it, kindly cancel Zd hours in
advance. There will be a $50.00 charge for missed appointments. Initials:

I hereby authorize payment, directly to Sawgrass Pediatric Partners, LLC of benefits due to me from my insurance h
coﬁ\pany, otherwise payable to me. | further authorize the release of any medical information required by my .
insurance carrier. | understand that | am financially responsible for charges, lab work and vaccines not covered by
my insurance contract as performed in the office, and for any co-payments and/or deductlble amou nts specufled
in my insurance contract. | acknowledge that Private Health Information material (HIPAA). is posted, and.

available upon request.

Parent/Patient’s Name . Signature _ Date
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Sawgras's Pedi‘atfi’c's 3

v Last Name: _ First: . Mlddle ;

Mél’e‘v, T B_Irth Date: -
|_| Female

|"Name of Patlent or Legal Guardlan (prtnt)

| Signature: . e Date:

CONSENT FOR FRIENDS AND FAMILY

In the event that. I am in need of medical treatment and unable to corisent for iy own treatment; or my child I$ in need

: of medlcal treatment and | (or another legal guardtan) am unable to bring in my child for treatment

1006 - authorize the followlng person(s) to seek medical ireatment for me or my child and to discuss

protected health information (PHI) to the extent Sawgrass Pediatrics deems necessary to provide care.

‘| 1 understand that this might Include such Information as: dlagnosls, prognosls and treatment plans, medication,

discharge instructlons and plans, dlagnostic test resuits, appointment reminders, medical bilting, insurance,.and any
other medical infermation relevant to the care of the patlent. This duthorization will femain valid until a new
authorization Is completed or until written notice to revoke the authorization is received.

Tame i felationship 1o patiort Tefaghona #
Addttlonally, the Indtvldual named above : _ o
| [ Pick-up prescriptions ﬁ Pick-up documients - [] inquire about Refervals
0 Make/change appoiniments O Access Insurance/blltlng Informatlon [T} Inquire about lest _re'sqtt's
Noma ‘ - Relationship to pstient Telephone ¢
Additionally, the individisal named above may o o ,
| L Pick-up prescriptions - Plck-up 'documents o - [ Inquire about Refervals
[:] Make/change appolntments [(] Access trisurance/billing information -~ [[] inquire about test resuits
Nama _ S ] B ~ Retsilonship to patlant . g Telephome 2
| Additionally, the Individual named above _ o L
] Pick-up prescripilons - - ' ﬁPIck-up documents - [Jinquire about Referrals = -

| [) Maké/change appotntments _‘ [:] Access linsurance/bil Ing Informatlon : Inquire about test resutts

OR

[:] | decllne to authorlze anyone else to seek medlcal treatment for me or my chlld
| Name of Legal Guardlan (print): : -

| signatwre;_____ SN — . Date__. .-
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Patient Name (Print) : o . . Date:

CONSENT FORV@ECE AND : |
TEXT IVEESSAGING COMMUNICATION o IR

€3 Yopline b Allidines

::In an effort to relay Normal results faster to our patlents we have |mplemented EIectronlc
- Medical Records, :

I understand that in order for Sawgrass Pediatric Partners, LLC to.leave detarled messages
containing specrfrc medical information on rhy voicemail or answering machme | nead to glve

- my’ permrssnon to Sawgrass Pedlatrlc Partners, LLC.

| | further understand thatin‘order for Sawgrass Pediatric Partners, LLC to text detalled messages

containing specuﬁc meducal lnformatlon to my cell phone i need to give my written express

. permission to Sawgrass Pediatric Partners, LLC1 also understand that my healthcare

information at Sawgrass Pediatric Partners, LLC is protected ‘and a copy of the Notice of Privacy -
Practiceés is available upon my request.

Consent for Messages

I give my written express consent to Sawgrass Pediatric Partners, LLC to Ieave detalled
messages on my voicemail/ text/answering machlne about my'normal lab results, diagnostic
and/or imaging results, prescrlptlon mformatnon, or appointment reminders. No abnormal
results will be commumcated via our automated system

gl AUTHORIZE SAWGRASS PEDIATRIC PARTNERS, LLCTO. SEND AUTOMATIC
ELECTRONIC COMMUNICATION VIA TEXT/EMAIL/VOICEMAIL MESSAGES

D A DECLINE TO AUTHORIZE SAWGRASS PEDIATRIC PARTNERS LLC TO SEND AUTOMATIC
ELCTRONIC COMMUNICATION VIA TEXT/EMAIL/VOICEMAIL MESSAGES -

.Parent/Pa'tientSignature_ - : ' ’MOh'ile'#: ] _

(This number will be used for messaging)

itis -rny'.responsrbility to keep}thi‘s information up to date, as ! recog‘niie that my information may-change

-over-time. This consent will be considered valid:until such time that |-revoke it. | reserve the right to

revoke it'at any time. | understand that | must provide written notice in‘order to revoke this consent



AUTHORIZATION TO RELEASE AND

DISCLOSE PATIENT MEDICAL RECORDS

Patient Information ‘

Patient’s Name: Y ' L L Date of Birth;_
Address: _ o »
City: 5 X : State: Zip Code:
Day Phone #: ' '

Where do you want the records to be sent or requested? ( ) Physrcnan Offlce ( ) Self
Name/Physcian: e :
Address: . :
City: State: ’ Zip Code:
Phone: ' 3 - __Fax: -
INFORMATION TO BE RELEASED . ‘
! . hereby authorize L to
O Disclose my complete health record including, but not limited to, dlagnoses, lab test resulits,

treatments or billing records.
~ Communicable disease -but not limited to ( ) HIV and Aids ( ) Other:

“% YopLine MD Altlance

How do you want the information dellvered?(Request take 7-10 business days for processmg)
( YMail () Fax () Pick up by: (fees apply)

Purpose of Release(Why is it needed?)
-3 Transfer of care to new physician

{1 Change of insurance
O Moving out of state. .
C" Personal Copy (fees apply)
< Unhappy with Customer Servnce i
'_ (1 Unhappy with practice (P_lea_se state why?

Other:

11

ATHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

! hereby authorize the use of disclosure of my individually identifiable health information as descrived. | unders!and that this authorization is
voluntary. | understand thal treatment, payment, enroliment or eligibility of bénefits may not be conditioned on my signing this authorization. |
further understand that if the organization authorized to receive the information is nol a health plan or heailh care provider, the released
information could potentially be re-disclosed and may no longer be protected by federa! privacy regulations. Thergfore, | release Sawgrass
Pediatnic Partners, LLC from all liability arising from this disclosure of my health informalion. | understand and agree thal I-am financially
responsible for the following fees associated with my request; copying charges and postage related (o the pmducuon of my information.

For patients and govemmental entttias:

Patient Name:. Date:

Signature:

(Patient, Parent, Guardian or Legal Representative)

Coral Sprmgs Locatmn 9750. NW 337 Street, Suite 101 Coral Springs, I' L 33065 Tel (954) 752- 9220
Fox: (954)752-1549

Boca Raton Locamon 9801 Glades Road Boca Raton, FL 33434 Tel: (561) 487- 9912

Fox: (561)487 5070




FINANCIAL POLICY

Thank you for choosing Sawgrass Pediatric Partners, LLC as your health_care_prqvider. We are committed
to building a successful physician-patient relationship. The following is a statement of our Finaricial
Policy. Our office will be happy to answer any questions or concerns you.may have.

" 2% YapUneMD Atltane

PROOF OF INSURANCE: All patients must complete our patient information form before seeing the doctor. We must obtain a
copy of your driver's license and current valid insurance to provide proof of insurance. If you fail to provide us with the correct
insurance information in a timely manner; you will be responsible for the balance of-a claim. We.are in network with most major
insurance carriers, However, it is the patient's responsibility to verify that we are a participating provider of the insurance plan. It
is the patient's responsibility to know.and understand the requirements of their insurance plan. As'part of the contract with your
insurance Eompany, ali co¥payment5', co-insurances and deductibles must be paid at time of servi';g. ' .
Noncovered Services: Please be aware that some of the services received may not be covered. Please contact your insurance
provider for all questions regarding non covered services. Please contact your provider, services, Or policy specific.

DEDUCTIBLE PAYMENT: A deposit payment will be collected before each visit; ad_ditiohal charges may apply depending on tests
performed and or the severity of the evaluation and management of care given, . : : .
TELEMEDICINE: This is a remote office visit offered under special circumstanced approved by the Physician. Applicable fees are
due at time of service. : ‘

SELF-PAY: A deposit for a “minimal office visit" will be collected before each visit; additional charges may apply depending on
tests performed and or the severity of the evaluation and management of care given at that visit; T -
COLLECTION POLICY: Should your account become past due, the patient/debtor assumes all costs of collection, including but not
limited to, collection agency fees, court costs, interest and legal fees. All unpaid accounts will be reported to the credit bureau.
HMO/REFERRALS: It is the patient's responsibility to obtain a referral form from-us, your primary care physician if your insurance
carrier requires it for your visits. Please allow 48- 72 hours for procesélng referrals. ’

MINOR PATIENTS: The parent or guardian accompanying the minor is responsible for payment of services rendered.

WELL VISITS: This visit is a routine physical exam which addresses preventative care and health maintenance and is billed as
such. All parents must agree to the administration of Childhood vaccinations and follow the recommended guidelines.
Additionally, the American Academy of Pedlatrics recommends Behavioral and Developmental testing be administered at
selected Well visits. These important tests may not be covered fully by your insurance plan and may become the "Guarantor's
responsibility." Please ask your insurance carrier for details.. L . :

SICK/WELL VISITS: This is a combination visit of a routine physical exam where an acute or chronic issue is addressed as well. For
example, if you presented today for a well visit and you have an acute or chronic issue you would like addressed, it is considered
a combination visit and must be billed differently than just a well visit-or just a sick visit.. - . -
WHY IT IS BILLED DIFFERENTLY: It is billed_differently‘to_accqunt for the additional work, expertise and time recjuired fora
combination visit (additional lab work, referrals _and/or prescription medications}. It involves additional documentation as well.
WALK-IN: Our appointments are given based ona schedule. Patients' who walk in will be triaged and seen for. urgent care if
necessary. If deemed non-urgent, the next available appointment time will be offered. - o

LATENESS: Patients arriving after their scheduled appointment time may need to be rescheduled at the Physician's discretion,
AFTER HOURS VISITS; This appointment is-offered after 5:00 p.m. or on Saturday. These appointrments are available for added
convenience or emergencies and are billed as such. You may incur an additional fee for this appointment depending on your
individual Insurance plan. Missed appointments that are not canceled within 24 hours of your scheduled time will result in a
$50.00 no show charge. We encourage you to check with.your insurance company to confirm your. coverage for all types of
doctor visits, : . : : o .
RETURNED CHECKS: Any check returned for non-sufficient funds will be subject to bank fees (the amount the bank charges the
practice) along with a 525.00 NSF fee from the office. _ o .

CONVIENCE FEES: There is a flat fee of $10.00 for each set of schools and sports forms the office completes.

I HAVE READ AND FULLY UNDE RSTAND the financial policy and all my questions regarding this policy have been answered. |
hereby agree to render payment in accordance with the terms and conditions set forth.

Patient Name__ ' Patient date of Birth

Responsible Party Signature L . . Today's Date



Michelle Snyder, D.O. - Lori Miller, M.D. - Anthony Martell, M.D. - Alina Di Liddo, M.D. - Jordan Mussary, M.D. ~ Alan Cadiz, D.0O. Susan Shulman, D.O.

APPLYING FOR MEDICAID:

PLEASE VISIT: https://dcf-access.dcf.state.fl.us/access/index.do

OR GOOGLE SEARCH: MY ACCESS FLORIDA.
CLICK ON: APPLY FOR BENEFITS AND COMPLETE THE APPLICATION.  ~
ONCE COMPLETED, BE SURE TO CHECK YOUR EMAIL DAILY FOR THE APPROVAL OR DENIAL LETTER.

IF MEDICAID IS DENIED YOU WILL BE RESPONSIBLE FOR SELF PAY VISITS.

MEDICAID PLANS ONLY TO CHOOSE FROM MEDICAID PLANS WE DO NOT ACCEPT:
e SIMPLY MEDICAID - SUNSHINE MEDICAID
e COMMUNITY CARE MEDICAID - HUMANA MEDICAID
e MOLINA MEDICAID - PRESTIEGE MEDICAID

ONCE YOU HAVE BEEN APPROVED FOR MEDICAID ON THE PORTAL, PLEASE CALL THE MEDICAID OFFICE
AND ASSIGN YOUR CHILD TO THE MEDICAID PLANS ABOVE. PLEASE COMPLETE THE BELOW STEPS.

1. Name of Medicaid Plan

2. MemberiD #

e  ONCE PLAN IS ASSIGNED, CONTACT THE CURRENT INSURANCE COMPANY AND RETRO THE ASSIGNED
PHYSCIAN YOU ARE CURRENTLY ESTABLISHING CARE WITH BACK TO THE BABY DATE OF BIRTH.
CONTACT SAWGRASS PEDIATRICS TO GIVE THE FOLLOWING 1-3 STEPS BEFORE 30 DAYS.

3. REFRENCE # NUMBER FOR PCP CHANGE RETRO BACK TO DATE OF BIRTH

v ONCE COMPLETED PLEASE CONTACT OUR OFFICE AND SPEAK TO OUR VERFICATION
DEPARTMENT WITH ALL OF THE INFORMATION OBTAINED ABOVE.

Coral Springs Location: 9750 NW 33 Street, Suite 101 Coral Springs, FL 33065 Tel: (954) 752-9220 Fax: (954)752-1549
Boca Raton Location: 9801 Glades Road, Boca Raton, FL 33434 Tel: (561) 487-9912 Fax: (561) 487-5070 )




- Notice of Privacy Practices

Sawgrass Pediatric Partners, LLC

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.

| HOW WE MAY USE AND DISCLOSE HEALTH

. INFORMATION: Described as follows are the ways we
may use and disclose health information that identifies
you (Health information). Except for the following
purposes, we will use and disclose Healih Information
only with. your written permission. You may revoke such
permission al any fime by writing to our practice.
Treatment:

We may use and disclose Health Information for your
trealment and lo provide you with treatment-related '
health care services, For example, we may disclose
Heatth Information to doctors, nurses, technicians, or- -
other. personnel. including people outside our office, who
are involved in your medical care and need the-
information lo provide you with medical care.

Payment; .

We may use and disclose Health Information so that we
or others may bill and receive payment from you, an
insurance cormpany, or a third party for the treatment and
services you received. For example, we may give your
health plan information so that they will pay for your
Irealment.

Healthcare Operations:.

We may use and disclose Health Informalion for health
care operation purposes, These uses and disclosures are
necessary 1o make sure thal all of our patients receive
qualily care and to operate and manage our office, For
example, we may use and disclose information to make
sure the medical care you receive is of the highest -
quality, We also may share informalion with other entities
that have a relationship with you {for example, your -
health plan) for their health care operation activities. .*
Appointment Reminders, Treatment Alternatives and
Hualth Related Banefits and Services. We may use’
and disclose Health Information to contac! you and to
remind you that you have an appointment with us, We
also may use and disclose Health Information totell you
about trealment alternativas or health-related benefits
and services thal:may be of interest to you.

Individuals Involved in Your Care or Payment for -
Your Care. When appropriate, we may share Health.
Information with a person whao is involved in your medical
care or payment for your care, such as your family or a
close friend. We also may notify your family about your
location or general condition or.disclose such informalion
to an enlity assisting in a-disaster relief€ffort,

Resaarch. Under cerlain circumstances, we may use
and disclose Health Information for research, For
example. a research project may involve comparing the -
health of patients who received one treatment lo those’
who received.another, for the same condilion. Before we
use or disclose Health Information for research, the -
project will go through a special appraval process. Even
without special approval, we may pemmit researchers to
look at records to help them [dentify patients who may be
included in their tesearch project or for other similar -
purposes, as long as they do not remove or take a copy -
of any Heath Information,

Fundraising Actlvilies, We may use or disclose your
Protected Health Information, as necessary, in order to
contact you for fundraising activities. You have the right
to opt out of receiving fundraising communications.
(Optional) If you do not want to receive these malerials,
please submit a writlen request to the Privacy Officer.

SPEC|AL SITUATIONS: -
As Required by Law. We will disclose Health

Information when required to do so by international,
tederal, staté or local law,

To Avert a Serious Threat lo Health or Safety. We may use
and disclose Health Information when necessary to prevent a

serious threat to your health and safely or the heaith and safety -

of lhe public or another persan, Disclasures, however, will be
made only to someone who may be able to help prevent the
threat.

Business Assoclates. We may disclose Health information to .
_our business associates that perform funclions on our behalf or

provide us with services if the information is necessary for such
functions or services. For example, we may use another’
company to perform billing services on our behalf, All of our
business assaciates are obligated to protect the privacy of your
information and are nol allowed lo use or disclose any
information other than as specified in our contract. . *

Data Breach Notification Purposes, We may use your
contact information lo provide legally-required nolices of
unauthorized acquisition, access, or disclosure of your health
information; We may send notice directly to you of provide
notice to the sponsar of your plan through which you receive
coverage. ’

Organ and Tissue Donation. If you are an organ donor, we
may use or release Health information to organizafions that
handle organ procurement or other entities engaged in
procurement; banking or transportation of grgans, eyes, of
tissues to facilitale organ, eye or lissue donalion; and
transplantation;

Military and Veterans. If you are-a member of the armed
forces, we may release Health Information as required by
military command authorities. We also may release Health
Information to the appropriate foreign military authority if you
are.a member of 3 loreign military,

Workers' Compensation. We may release Health information
for workers' compensation or similar programs, These - )
programs provide benefits for work-related injuries or iliness.
Public Health Risks. We may disciose Health Information for .
public health activities, These aclivities generally inclide
disclosures lo prevent or control disease, injury or disability;
report births and deaths; report child abuse or neglect; report
reactions to medications or problems with products; notify .
people of recalls of products they may be using; a person who
may have been exposed lo.a disease ot may be at.risk for

‘contracting or spreading a disease or condition; and the

appropriate government authorily if we believe a patient has
been the victim of abuse; neglec! or domestic violence, We will
only make this disclosure if you agree or when requwed or
authorized by law.

YOUR RIGH‘I‘S

You have the following rights regarding Health Informalion we
have about you:

Access (o electronic records, The Health Information
Technology for Economic and Ciinical Healih Act, HITECH Act
allows.people to ask for electronic copies of their PHI contained
in electronic health records or to request in writing or .
electronically that another person receive an electronic copy of
these records. The final omnibus rules expand an individual's
righl lo.access eleclronic records or to direct that they be sent
to another person to include not only electronic health records
but also any records in one or more designated record sels. If
the individual requests an eleclronic copy, il must be provided
in the formal requested or in a mutually agreed-upon format.
Covered enlilies may charge individuals for the cosf of any
electronic media (such as a USB flash drive) used to provide a
copy of the electronic PHI,

Right to Inspect and Copy. You have a right fo inspact and
copy Health Information that may be used to make decisions
about your care or payment for your care. This includes

. medical and billing records. other than psychotherapy notes.

To inspect and copy this Health Information, you must make
your request, in witing,

Right to Amend. if you feel thal Health Information we
have'is incorract or incomplete, you may ask us to
amend the information. You have the right to request
an amendment for as long as the information Is kept by
or for our office, To reques! an amendment, you must
make 'your request, in writing.

Rightto an Accounting of Disclosures. You have
the right to request a list of certain disclosures we
made of Health Informalion for purposes other than
treatment, payment and health care operations or for
which you provided written authorization. To requesi an
accounting of disclosures, you must make your
request, in wrifing.

Right to Request Restrictions. You have the right to
request a resiriction or limitation gn the Health
Information we use or disclose for treatment, payment,
or health care operations, You also have the right to

| request a limit on tha Health Information we disclose lo

somaone involved in your care or the payment for your
care, like a family member or friend. For example. you
could ask thal we not share information abou! a
particular diagnosis or treatment with your spouse. To
request a restriction, you must make your requesl, in
wriling,

We are not required lo agree to your request. I we
agree, we will comply with your request unless the
information is needed to provide you with emergency
treatment.

Right to Request Confidential communication. You
have the right to request tha we communicate with you
about medical matters in a certain way or at a cerlain
location, For example, you can ask that we only
conlact you by mail or at work, Ta request confidential
commiunication, you must make your request, in
writing. Your request must specify how or where you
wish'to be contacted. We will accommadate
reasonable requests,
Right-fo a Paper Copy of This Notice. You have the
tight {0 a paper copy of this nolice. You may ask us lo
give you a copy of this notice at any time.

CHANGES 10 ]HIS NOTIQE

. We reserve the right to change thls notice and make

the new nolice apply to Health Information we already
have as well as any information we receive in the
future. We will post a copy of our current notice at our
office. The notice will conlain the elfective date on |he
first page. in the top nght-hand corner.

OMPLAINTS

If you believe your pnvacy rights have been vmlated
you-may file a complaint with our office or with the
Secretary of the Department of Health and Human
Services. All complaints must be made in wriling.

You will not be penalized for fillng a complaint.

9750 North West 33rd Street, Suite 101
Coral Springs, FL, 33065
(954) 7529220

Please sign the éccompan ying
“Acknowledgement™ Yorm

2013
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