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Joseph Rose MD Janine Senior MD Mac]havi \/emulapa”i MD [auren| ockwood CNM
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[_ast Name: First Name: M.l
Address: City: State: Zip:
Nickname DOB: S5#

Ok to leave message or email circle Y,/N
Home #: Y/N  Email: Y/ N
Cell# YN Works# Y,/N
[ mergency Contact: Phone# Relationship=

Do you need an ]ntcrpreter? Y/N

FT‘C?C rred 5POkCH La nguagc:

Marital Status:

Etlﬁnicitgz

FrcFerrec’ Written Language:

Race: Frexcerrecl Re!igion:

O Hispanic/|_atino O American [ndian/Alaskan O

O Non-IHispanic/|_atino O Asian O None
0O (Unknown OBlack or African American O Decdline to Disclose
O Decline to Disclose OWhite or Caucasian

O Other ODecline to Disclose

EmPlogment StatUS: Emploger:

OFull Time

OFPart Time Frimarg Carc Doctor:

O Student

O Retired

ONot EmP]oyed

Frimarg Jnsurance Su})scribcr’s Name:

nsurance ]mcormation

Subscribers DOB:

Subscriber's SSN:

Relation to Patier\t:

C]aim Address:

Frimarg ]nsurance Name:

ID#

Group#

Seconc{ary lnsuraﬂce Subscribeﬁs Name:

Subscribers SSN:

Subscribers DOPB:

Relation to Paticnt:

|D#

Copay

Group#

Patient/(Guardian Signaturc:

Da’ce:

Copag:




RSVF

a Division of BASS Medical Group

\)oscph Rose MD Janinc Senior MD Mac{havi Vemulapa”i MD [ auren Locl(wood CNM
Anna Ame]i WHNF }—10}3@ Kubin FA | auren A]Drahamson CNM

HIFAA Notice of Frivacg Practices

T his notice describes how medical information about you may be used and disclosed. Flease review it caregung.

We are rcquired }39 law to:

. Maintain the Privacy of Protectcd health information.
. Give you this notice of ourlcga| duties and Privacg Practices rcgarc{ing health information about you.

. Fo”ow the terms of our notice that is currcn’clg in effect.

HOWWE MAY USE.AND DISCLOSE HEALTHINFORMATION

Described as follows are the ways we may use and disclose health information that identifies your (“Health
|nformation®). Exccpt for the {:o”owing purposes, we will use and disclose [Health |nformation on|9 with your

written permission. You may revoke such permission at any time by writing to our practice’s office manager.
P Y P Y Y S P 2

TREATMENT We may use and disclose [Health |nformation for your treatment and to Providc you with
treatment-related health care services. For examplc} we may disclose Hcatl‘n InFormation to doctors, nurses,
technicians, or other Personnel, including Pcop!c outside our office, who are involved in your medical care and

need the information to Providc you with medical care.

FAYMENT Wc may use and disclose Hcalth ]n{:ormation so that others or we may bill and receive Pagment from
you, an insurance company, ora third Partg for the treatment and services you received. For cxample, we may give

your health P|an information so that thcg will pay for your treatment.

HEALTH CARFE. OFFRATIONS We may use and disclose health information for health care oPeration

purposes. Tl‘nese uses and disclosures are necessary to make sure that all our Patients receive qualitg care and

to oPera’cc and manage our office. For examp|e, we may use and disclose information to make sure the obstetric
or ggnecologic care you receive is of the Eighest qualftg. We may also share information with other entities that

have a re|ationsl’1ip with you (for cxample, your health Plan) for their health care operation activities.

AFPFOINTMENT REMINDF RS, TREATMENT AL TERNATIVES ANDHF AL THREIATED
BENEFITS AND SERVICES We may use and disclose [Jealth |nformation to contact you and to remind

you that you have an aPPointmcnt with us. We may also use and disclose r‘lealth ]mcormation to tell you about

treatment alternatives or health related benefits and services that may be of interest to you.

(OVER)



INDIVIDUALS INVOLVED INYOUR CARE. OR FAYMENT FOR YOUR CARE. When appropriate, we

may share health information with a person who is involved in your medical care or payment for your care, such as
your Family or a close friend. \We may also nothcg 3our1cami13 about your location or general condition or disclose

such information to an entitg assisting in a disaster relief effort.
SFECIALSITUATIONS

As requireci éﬂ Jaw we will disclose health information when requircc{ to do so bg international, federal, state or

local Iaw.

ToAverta Scrious T hreat to [Health or Safctq we may use and disclose health information when necessary to

Prevent a serious threat to your health and saxcetg, or the health and sa]cetfj of the Pubhc or another person.

Disc[osures, however, will be made onlfj to someone who may be able to l'melP Prevent the threat.

Business Associates \We may disclose health information to our business associates that perForm functions on

our behalf or Provic{e us with services if the information is necessary for such functions or services. [Tor examPIe,
we may use another company to PerForm bi”ing services on our bchahc, who are also obligatccl to Protect the

Privacg of your information.

Org',an and ] issue Donation I]C\rjou are an organ donor, we may use or release health information to necessary

organizations which are involved in procurement, }Janl(ing or transPor‘tation of such organs.

Militarq and Veterans [f you are a member of the armed forces, National or Foreign, we may release health

information as requircd bg mi!ftar5 command authorities.

Printed Name: Date:

Patient Signatu re:

*If not signcc{ bg Patient, Please indicate relationsl’xfp to Patient:

(OVER)
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Office and Financial Policies

T oreduce any confusion or misunderstanding between our Patients and KS\/F, the Foﬂowing is our
office and financial Poiicies. We are dedicated to Provicling the best care and services Possible to

our Patie nts.

Copaqs/Dcducti}Jles:

Full payment is due at the time of service, unless you have made Prior arrangements in
advance. We accept Visa, Master(_ard, American E_xpress and Discover. An e-visit will be billed to

your insurance for electronic and/orover the p/zone visits.

Maternity Penefits:

After your Initial Prenatal visit, we call your insurance and check your maternity benefits. |f a

coinsurance aPPlies, exPecting parents will be responsib]e for the prepayment at each visit.

Medical [nsurance:

[tis your resPonsibilitg to Proviclc our office with your current insurance information as well as
your correct name, aclclress, Phone numbers. ]Fgou do not Provicle proper insurance at the time of
service, you will be the resPonsible for the full payment. Flease inform our office of any changes to

your insurance Prior to your next visit.

Billing:
We will bill your insurance for which we have a contract with. ]Fgour health Plan determines

that a service to be (not covered), you will be rcsPonsible for payment of that service. Any questions

regarc]ing your bi”, P]ease contact our outside bi”ing service at: 1-866-262-9288

(ancelling Appointments:

We réquest a 24-hour notice of cancellation of any aPPointment to accommodate our

Patients. llcgou fail to keep your aPPointment, there will be a cancellation cnargc of $50.00.

Frescription Keuci” Fo|icq:
All Prescriptions are done electronica”g tnrough your Pharmacg. RS\/F will resPoncl to all

refill requests within 48hours. | he Pharmacg could be backed up or de]agec’ in resPonding to our

request for you, so Please do not wait until the last minute to request a refill on your medications.

Faticnt Signaturc: Datc:
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HIPAA / NOTICE OF PRIVACY PRACTICES - Page 1

In accordance with HIPAA laws, this notice describes how your health information may be used or disclosed and how you,
the patient, can access this information. Please review the following carefully.

The law permits us to use or disclose your health information to the following:

e Another specialist or physician who is involved in your care.

e  Your insurance company, for the purpose of obtaining payment for our services.

e OQur staff, for the purpose of entering your information into our computerized system

e Other entities during the course of your treatment, in order to obtain authorizations, referral visits, scheduling of
tests, etc. Much of this information is sent via fax which is a permitted use allowed by law. We have on file with
these sources verification for the confidentiality of the fax used and its limited access by authorized personnel.

e Ifthis practice is sold, your health information will become the property of the new owner,

e We may release some or all of your health information when required by law. Except as described above, this
practice will not use or disclose your health information without your prior written authorization.

Federal and State law allows us to use and disclose our patients’ protected health information in order to provide health care
services to them, to bill and collect payments for those services, and in connection with our health care operations.

We also use a shared Electronic Medical Record that allows both our physicians and staff and certain of the participating
physicians of the Muir Medical Group IPA and their staffs’ access to our patients’ health information. The purpose for this
access is to expedite the referral of patients within the Muir Medical Group IPA systems and to assist in providing and
managing their care in a coordinated way. Information in the Electronic Medical Record can be released outside the Muir
Medical Group IPA system only with the patient’s express authorization or as otherwise specifically permitted or required
by law.

The law also establishes patient rights and our responsibility to inform you of those rights. These include:

e  You have the right to request in writing any uses or disclosures we make with your health information beyond the
normal uses referenced above.

e You have the right to limit the use or restrict the use disclosure of your health information. Our office will follow
any restrictions notated by you on the reverse side of this form.

e  You have the right to request in writing to inspect and/or receive a copy of your health information.* QOur office
may charge a reasonable fee to cover copying and mailing of these records to you.

e  You have the right to request an alternate means or location to receive communications regarding your health
information.*

e You have the right to request in writing an amendment or change to your health information. Our office may
agree or disagree with your written request, but we will be happy to include your statement as part of your records.
If an agreement to amend or change is acceptable, please be advised that previous documentation is considered a
legal document and cannot be deleted or removed. Our office will simply notate the amendment and the reason

for it and add it to your records.
* Conditions and limitations may apply; obtain additional information from our Privacy Officer.
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HIPAA / NOTICE OF PRIVACY PRACTICES — Page 2

¢ We may use your information to contact you. For example, we may mail you an appointment reminder card or
call you with information regarding your care. If you are not at home, this information may be left on your
answering machine or with the person who answered the phone. In an emergency, we may disclose your health
information to a family member or another person designated responsible for your care. Please designate who
our offices CAN disclose your health information to by checking the boxes below:

[[]JOK to Spouse:
[ ] OK to ALL family members: Please list names of family members:

[ ] OK to Other:
[ ] OK to leave health information on answering machine or voice mail

[ ] DO NOT RELEASE ANY INFORMATION to anyone other than myself (the patient).
[ ] DO NOT RELEASE TO

We reserve the right to change our privacy practices and the conditions of this notice at any time and without prior
notice. In the event of changes, an updated notice will be posted and our office will notify you of the changes in
writing. You have the right to file a complaint with the Department of Health and Human Services, 200 Independent
Avenue, S.W., Room 509F, Washington, DC 20201. Our office will not retaliate against you for filing a complaint.
However, before filing a complaint, or for more information or assistance regarding your health information privacy,
please contact our Privacy Officer, Jenny Aivazian, at (925) 932-6330.

This notice goes into effect as of July 28, 2011.
ACKNOWLEDGEMENT
This acknowledges that you have received and read a copy of our Privacy Practices Notice. This

document is not a contract, authorization, release, or consent form. This document will remain as part
of your records.

Signed: Date:

Patient’s Name: Date of Birth:

If person signing is not patient please provide:
Name:

Relationship to patient:
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