PEDIATRIC HEALTH PARTNERS, S.C.

CHRISTINE BOYD, M.D., FA.A.P.,
JAMIE R. SHARMA, D.O., F.A.A.P., REBECCA CHOLST, M.D., F.A.A.P.

INFORMATION SHEET — PLEASE PRINT-IF NOT APPLICABLE, PLEASE LEAVE BLANK

PATIENT’S FULL NAME:

DATE OF BIRTH: GENDER:

REQUIRED FOR EMR (ELECTRONIC MEDICAL RECORD)

PLEASE CIRCLE:

RACE: White, Asian, Black or African American, Hispanic, Native Hawaiian or other Pacific,
Other Pacific Islander, Other Race, Decline to Report

ETHNICITY: Hispanic or Latin, Not Hispanic or Latin, Decline to Report

LANGUAGE: English, Other

HOME ADDRESS:

HOME PHONE NO: ( )
CELL NUMBER: ( )

PARENT 1:
S.S. # - - D.O.B.:
HOME ADDRESS IF DIFFERENT

HOME PHONE NO: ( ) CELL PHONE NO: ( )
OCCUPATION:

EMPLOYER: WK PHONE NO:( )
EMPLOYER ADDRESS:

PARENT 2:

S.S. # - - D.O.B.:

HOME ADDRESS IF DIFFERENT

HOME PHONE NO: ( ) CELL PHONE NO: ( )
OCCUPATION:

EMPLOYER: WK PHONE NO:( )
EMPLOYER ADDRESS:

EMERGENCY CONTACT: (OTHER THAN PATIENT’S PARENT)

NAME: PHONE NO: ( ).

RELATIONSHIP: CELL NO: ( )

Updated 04/15/2022



Page 2 for 18 y/o & above
PATIENT’S FULL NAME:
DATE OF BIRTH: M F
RESPONSIBLE PARTY FOR BILLING
NAME: RELATIONSHIP TO PT:
ADDRESS IF DIFFERENT:
PHONE NO. IF DIFFERENT:( ) CELL NO.( )
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PRIMARY INSURANCE:

NAME OF INSURANCE:

SUBSCRIBER NAME: EFFECTIVE DATE:

POLICY # GROUP #

CO-PAY S CO-PAYS MUST BE PAID AT THE TIME SERVICE IS RENDERED.

SECONDARY INSURANCE:
(OUR OFFICE DOES NOT ACCEPT MEDICAID AS SECONDARY INSURANCE)

NAME OF INSURANCE:

SUBSCRIBER NAME: EFFECTIVE DATE:

POLICY # GROUP #

CO-PAY § CO-PAYS MUST BE PAID AT THE TIME SERVICE IS RENDERED.

IF PREVIOUS INSURANCE TERMINATED:
NAME OF PREVIOUS INSURANCE: TERMINATION DATE:

A COPY OF YOUR CURRENT INSURANCE CARD MUST BE ON FILE AND PRESENTED AT EACH
VISIT FOR VERIFICATION PURPOSES. If you do not have a current insurance card with you or verification of

insurance, the billing is considered self pay until the information is received. EVERYTHING NOT COVERED BY
THE INSURANCE PLAN IS YOUR FINANCIAL RESPONSIBILITY. Please read your health care manual to be
familiar with your insurance policy regarding coverage, regulations and restrictions. Contact our office if you have a
question regarding participation in a specific insurance plan.

"1 AUTHORIZE PAYMENT FROM ANY OF MY INSURANCE COMPANIES TO PEDIATRIC HEALTH PARTNERS, 8.C.
FOR SERVICES RENDERED. [ AUTHORIZE THE RELEASE OF ANY MEDICAL AND OTHER INFORMATION
NECESSARY TO PROCESS ANY CLAIM. IN CONSIDERATION OF MEDICAL SERVICES, l AGREE TO PAY
PEDIATRIC HEALTH PARTNERS. S.C. FOR ANY BALANCE DUE. A PHOTOCOPY OF THIS AGREEMENT IS VALID.

SIGNED: DATE:

CONSENT FOR PATIENTS 18 YEARS OLD OR OLDER:

I CONSENT TO RECEIVE OFFICE CARE INCLUDING ROUTINE PROCEDURES AND
MEDICAL TREATMENT PERFORMED BY MY ATTENDING PHYSICIAN, HER ASSISTANT
" OR DESIGNEES, AS MAY BE NECESSARY IN THEIR BEST MEDICAL JUDGEMENT.

I AGREE TO THE FINANCIAL POLICIES AS DESCRIBED ABOVE.

DATE:
PATIENT SIGNATURE
FOR OFFICE USE ONLY:
RECEIVED BY: ENTERED IN COMPUTER BY:
INITIAL / DATE INITIAL / DATE

03/14/13 PHP



. Pediatric Health Partners, S. C.

Receipt of Notice of Privacy Practices Form

I hereby give my consent to Pediatric Health Partners, S. C. to use or disclose, for the
purpose of carrying out treatment, payment or health care operations, all information
contained in the patient record of

Patient Name Rirthdate

; Patient Name Birthdate
* - Patient Name Birthdate
Patient Néme ' Birthdate

(e

I acknowledge receipt of the physician’s Notice of Privacy Practicgs. The Notice of
Privacy Practice provides detailed information abgut how the practice may use and
disclose my confidential information.

1 understand that the physiéian has reserved a right to change his or her privacy practices
~ that are described in the Notice. I also understand a copy of any Revised Notice wili be
provided to me or made availabie at the office.

T understand that this consent is valid until it is revoked by me. Iunderstand that I may

revoke this consent af any time by giving written notice of my desire to do so to the
physician. I aiso understand that I will not be able to revoke this consent in cases where
the physician has aiready relied on it to use or disclose my health information. Written
revocation of consent must be sent to the physician’s office.

Signed: - _‘ Date:

Print Name:

- If you are not the patient, please specify your relationship to the patient:

(Parent / Legal Guardian / Lega..I.Representative)

* To Patient’s File

FOR OFFICE USE ONLY
DAT%RECEN’:‘.D INTTIAL



PEDIATRIC HEALTH PARTNERS, S.C.
10436 Southwest Highway, Suite 2
Chicago Ridge, IL 60415
708-636-0700; Fax #708-636-3849

PHARMACY INFORMATION

Patient’s Name:

Patient’s Date of Birth:

Pharmacy Name:

Pharmacy Address:

Pharmacy Telephone Number: ( )

- Pharmacy Fax Number: ( )

03/14/13 PHP



PEDIATRIC HEALTH PARTNERS, S.C.
Mary Ann Collins, M. D., F.A.A.P.
Christine D. Boyd, M. D., F.A.A.P.

Jamie R. Sharma, D.O., F.A.A.P.

10436 Southwest Highway Chicago Ridge, IL 60415
(708) 636-0700; Fax (708) 636-3849

AUTHORIZATION FOR COMMUNICATION
"WITH PARENT OR GUARDIAN

This is to verify that I am 18 years or older and that I authorize
Pediatric Health Partners, S.C. can discuss my medical care
' and test results with:

NAME (S)

Relationship to patient:

(parent/ legal guardian / legal representative)

I understand that this consent is valid until it is revoked * by me. I
understand that I may revoke this consent at any time by giving written

notice of my desire to do so, to the physician. Written revocation of this
consent must be sent to the physician’s office.

Signed: Date:
Print Name:
My cell phone:
* above revoked on by
date signature

PHP 01/21/2019



PEDIATRIC HEALTH PARTNERS, S.C.
10436 Southwest Highway
Chicago Ridge, IL 60415
Ph: 708.636.0700 Fax 708.636.3849

NO SHOW AND CANCELLATION POLICY

CANCELLATION OF APPOINTMENT

In order to be respectful of the medical needs of our patients, please be courteous and call
promptly if you are unable to attend an appointment. This time will be reallocated to
someone who is in urgent need of treatment. This is how we can best serve the needs of our
patients. If it is necessary to cancel your scheduled appointment, we require that you call 24
business hours in advance. Appointments are in high demand and your early cancellation will
give another person the possibility to have access to timely medical care.

HOW TO CANCEL YOUR APPOINTMENT
To cancel appointments, please call 708.636.0700- After office hours, please leave a message with our
answering service.

LATE CANCELLATIONS
Late cancellations will be considered as a “no show”.

NO SHOW POLICY

A “NO SHOW” is someone who misses an appointment without cancelling it 24 business hours in
advance of your scheduled appointment. A failure to present at the time of a scheduled appointment
will be recorded in the chart as a “no-show” and we will send a letter to alert you and keep a copy in
your file. If there is a second “no show’ there will be a $25.00 charge billed to your home. This fee
covers the administrative tasks associated with your appointment and is not covered by your
insurance.

Effective January 1%, 2022



éAdvoca’te Physiciaﬁ Partners

Specially Protected Health !nforrﬁation Authorization Form

_ Authorization to use and/or disclose protected health information in the Electronic Health information Exchange.

—__YES. iauthorize this practice to use and/or disclose a copy of my protected health information in the Electronic Heaith
information Exchange {eEHX) for the purpose of coordinating my medical care amongst my healthcare providers. i understand that

mcludmg this information in eEHX enabies any provider with authorized access to the eEHX to review my protected heaith
* information, including the following specially protected health information:

i acknowledge that.i have been given sufficient information and have had the opportunity to have my questions answered about the
Electronic Health Information Exchange (eEHX).

i understand that future withdrawal of permission to include this information in the Electronic Health information Exchange (eEHX)
will be effective except to the extent action has already been taken in refiance on this permission. When | withdraw permission my

protected health information will be inactivated and the eEHX and will no longer be able to be accessed. This permission will expire
if the eEHX program.is discontinued.

i understand that my eligibility for treatment or any heaith care benefits cannot be conditioned on whether | sign this suthorization
form. However, to the extent | have indicated “YES” to the sharing of my protected health information, | understand that an
electronic Health information Exchange record will be available to other eEHX authorized users.

Authorized date(s) or date range-

Printed Name of Patient/Representative

Signature of Patient/Representative Date
AUTHORIZATION OF REPRESENTATIVE: ZE. .

b _» 0 hereby state that{ am authorized to sign this permission on behaif of the patient on
the following basis:

Relationship te Patient

{A signed copy of this permission will be brd;fideﬁ' to the patient/representative]

47 on14
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Notificaton: Opting out of eEHX-
Electronic Health Information Exchange and/or lllinois’ Immunization Registry

NO. |do notwant my Health Information included in the electronic Health Information Exchange
as described above.

I acknowledge that | have been given sufficient information and have had the opportunity to have my
questions. answered about the electronic Health Information Exchange.

I understand that | am withdrawing permission for sharing my Health Information by signing this notice and
submitting it to the practice manager of my physician’s office. Any withdrawal of permission will be effective
except to the extent action already has been taken in reliance on this permission. This permission will expire
if the electronic Health Information Exchange program is discontinued.

I understand that my eligibility for treatment or any healthcare benefits cannot be conditioned on whether |
sign this permission. However, to the extent | have indicated “NO” to sharing of my Health Information, |
understand that an electronic Health Information Exchange record will not be available to other providers.

I request that my immunization information be removed from the Illinois Immunization
Registry. | understand the state will not share immunization data on me from the registry as a result of this
action.  The registry will retain core demographic information necessary to identify that | have chosen to
opt out of the registry. This information is necessary for the registry to be able to filter and refuse entry of
immunization information for me. Additionally, any prior immunization records associated with me will not
be shared from the registry. No immunization information will be added to the registry for me until the
lllinois Immunization Program receives notification that | wish to opt back into the registry. To opt back in,
a separate opt in form must be completed.

Printed Name of Patient/Representative

Signature of Patient/Representative > Date

AUTHORITY OF REPRESENTATIVE:

I, , do hereby state that | am authorized to sign this
permission on behalf of the patient on the following basis:

Relationship to Patient:

[A signed copy of this permission will be provided to the patient/representative. Please place a copy of this
form in the patient’s medical chart.]
17-8212



This office is taking an exciting step forward in
providing you and your family with improved
health care. We are now: participating in.an
electronic Health Information Exchange, known
as eEHX, in which important information about
your care can be electronically and securely:
shared between this practice and other Advocate
physicians involved inyourcare: This allows

us to better coordinate the care that you may
receive from a number of participating physicians
(primary care physicians and specialists),

How Does eEHX Improve the Care | Receive?
eEHX helps your physician provide you with
the best care possible by making all of your
basic health information available in one

- secure location. This basic health information
includes your medical problems, medications
and allergies. Here are a few of the specific
benefits of eEHX for patients.

» Your health and medical history can be accessed
quickly and securely by other participating
Advocate physicians from whom you receive care.

« Participating Advocate physicians can more
effectively collaborate to provide you with more
comprehensive care.

« When needed, your records will not need to be
mailed, faxed or hand-carried to other physicians
within the system. Your records will flow
electronically to other physicians providing care
to you.

This is particularly beneficial if:
You are treated by more than one physician.
You regularly take one or more medications.
You have food, medical or other allergies.

“ In an emergency, all your physicians have
P access to your vital health information.

i

.
i

U&m:w care research shows that information
sharing leads to:
= Reduction of duplicate labs and imaging tests
. .mmﬂcnzo: of medical errors
“+ lmproved coordination of care

“information is included, please speak with

- eEHX. This information can then be accessed

What if | Have Questions about eEHX?
If you have questions about how your
health information is used in eEHX or what

your physician or another person in your
physician’s office. Here are answers to some
commonly asked questions.

Q: How Does eEHX Work?

A: eEHX allows your physician to securely
copy your health information from his or her
electronic medical records application into

and imported into another physician’s
electronic application when that physician is
caring for you.

Q: What Kind of Information is Shared?

A: The information in eEHX includes your
demographic information such as name and
gender, diagnostic assessments, medications,
immunizations, lab results, diagnostic imaging
results, referrals and procedures. Your patient
summary will also be shared and includes
advanced directives, allergies, surgical history,
hospitalization history, family history and
treatment plan. If you have ‘questions

about any of this information, please ask

your physician.

The following information is defined by the
State of Illinois as specially protected health
information and will not be shared in eEHX
without your written permission: information
concerning alcoholism treatment, drug
abuse treatment, mental health services,
developmental disability services, genetic
testing and treatment, HIV/AIDS/sexually
transmitted disease testing and treatment,
child abuse/neglect treatment and treatment
of sexual assault or abuse.

Q: What If | Do Not Want My Health
Information Shared?

A: If you do not want your information
included in this program, please inform
the person who checks you in for your
appointment or your physician. You will
be asked to sign an eEHX opt-out consent
form stating that you do not want your
basic health information included in eEHX.

Q: What If | Decide at a Later Date That |
Don’t Want My Information Shared?

A: Again, you will be asked to sign a form
-~ documenting your wishes to stop having

your basic health information shared

in eEHX. Please note that information
which is already in eEHX will remain in
the system but will not be accessible by
anyone. No new information about you
will be added to eEHX.

If you have questions about how your

-

health information is used in eEHX or

what information is‘included, please

speak with your physician or another
person in your physician's office.

nﬂl Advocate Health Care

2025 Windor Drive |l Oak Brook, IL 60523
1.800.

3.ADVOCATE (1.800.323.8622)
advocatehealth.com



% Advocate Physician Partners

HIPAA Privacy Statement - Addendum

This practice participates in a Health Information Exchange program where key clinical information
about our patients’ care is shared electronically, through a secure web portal, between this practice
and other physicians/providers also providing care to our patients. Basic health information is
shared with other treating physicians and providers. Sharing of basic health information in a
Health Information Exchange is done so to have information available to better care for patients
and the information is used for no other purposes.

LATER, if you decide that you no longer wish to participate, any information in The Health
Information Exchange cannot be removed, but it will not be viewable because the patient
identifying information will be inactivated. If you wish to exclude your basic health information
from being included in this program, please inform the practice manager. You will be asked to sign
a form documenting your wishes to “Opt-out”.

The following information is defined by the State of Illinois as specially protected health
information and should *only*be shared with the patient’s written permission in the Health
Information Exchange, eEHX. This specially protected information includes information concerning
alcoholism treatment, drug abuse treatment, mental health services, developmental disabilities
services, genetic testing and treatment, testing and treatment for HIV/AIDS/Sexually Transmitted
Disease, treatment for child abuse/neglect, and treatment of sexual assault or abuse.

We have taken precautions to try and exclude this information from the Health Information
Exchange, but there still is a small possibility that this information may be inadvertently sent to the
HIE. Therefore, if you have specially protected health information you should “Opt-out” of
participating in the eEHX, or sign a consent that allows release of your specially protected
health information.

This practice also participates with the Illinois State Inmunization Registry and Public Health
Disease Surveillance Registry. Information will be sent electronically to the IL State registries
about immunizations and state-required reportable diseases. This information is used by the State
of IL to track Public Health needs. If you do not want your immunization information to be
reported to the IL State Inmunization Registry you may request to “Opt out” of this by signing an
Opt-out form. This will not affect your care by your doctor.

Revised: January 31, 2012
17-8210
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Pediatric Health Pértners S.C. o _April 14, 2003

NOTICE OF PRIVACY PRACTICES
_ (&ijﬂnpﬁthﬁﬁsugﬂpammof
The Health nsurance Portability and Accountability Act of 1996 -HIPAA)

“The practice acts to maintain the ‘privacy of protected health information and providé individuals with notice-of the. practice’s legal . -
‘duties and privacy m.ﬁhmlowmdhhhhﬁnnaﬁqn;u dm'bedinllﬁs_'Noﬁec_lpd abide by the terms of the .

Provision of Netice: The practice provides its Notice of Privacy Practices 1o’ every patient with ‘whom. it has a direct tiestment
~Telationship. The Notice is provided o Jater than ﬂn_glatgqfﬂlcqﬁ'smmnmﬂxpﬁanaﬂqﬁxplﬂ 14, 2003.

The practice makes its Notice available to any member of the public 10 enable prospictive:patients fo. evaluste the piactice’s privacy
mmmmmummwmmw& Ureatment from the practice. T'bepgs;:lioe,pl'uvidﬁilsNopiaevia
o—mailloanypaﬁmorotber'hdividmlwl:owmdw}d N : :

Dmmgnﬁﬂoq ofPrwmo. anoﬂce:Whmtdnan'mm rweivsﬂnNo:ieeﬁomtbembc,dnemcﬁee asks the
patient 1 sign its “Receipt of Notice of Privacy Practices™ form. The form is filed with the paticnt’s medical record. If the patient

refuses 1o sign the form, it is potedin the medical mmﬁmmmﬂnnmmmwﬁpmm

Effective Date and Chbanges to Notice: This Notice is effective_April 14, 2003. The practice reserves the right to revise this Noiice
whmeva.tbueisalmlcid&anphﬁema@dm&eiﬂhﬁnl’sﬁgbﬁ,hmqi&y’skwduﬁqwmm
practices stated in the Notice. wmwym-_,@w,mmmmﬁﬂnmﬁwwm not ‘be implemented
mwmmm»fmemuwmmmmnwm ; _ ' -

v

or shi believes thiat the practice ictice bas violated their rights.
— Complaints to the p:mee must be in writing, must describe ll:.lctsw omissions that are the subject: oftbeoomyhm.and mhust be -

fled within 180" days of the time the patient’ bécame aware or should have become aware of the. violation. Complaints must be
20 1o the aflenton of the practice’s jivicy officcr at he practice’s address. The practios imvestigates eich complaint tad joay,

at s discretion, reply 10 the patiest or the paticat’s sgent. :
Complaints to the. Secretary of the Department of Healih and Human Services must be in writing, must name the practice, must
describe the actS of omissions that are the Subject of the complaint, and must be fled within 130 days of the time the patient became
awarc or should have bécome aware of ihe violation. ‘Complaints must be addressed to: Office for Civil Rights, U.S. Department of

. Health and Human Services, 233 N. Michigan Ave., Suite 240, Chicago, TIL. 60601, Voice Phone (312) 886-2359, FAX (312) 886~
1807, TDD (312) 353-5693. : : ;i _ ' :

'I'bepncnuedosmukcnnyadvusem;gnmanyplmwhﬂalmm(hﬂﬂdndlywlhoughmagm)aymtbe

Contact Person: The practice has a privacy officer that serves as the contact person for all issves related 1o the Privacy Rule. 1f you

The practice treats all qualified individuials. as personal representatives of paticots. The practice generally aliows individuals fo'act as

personal representatives -of patients. The two general m.»mmbwmummmwm

mpmmxsmm»mmwmmMBmummemmmm
a right to the protecied health information. Tmﬁﬂmmmmﬂccﬁmmvmﬁﬂnﬁmwd'&um
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Uses and Disclosures — Treatmest, Payment, and Health Care Operations

The practice uses and discloses protected bealth information for payment, treatment, and healih care operations. _Treatment incindes
ﬂmmmswhmdwpwﬁmgmbﬂnmmmmmﬁmmmbﬂhhmwﬂaSmhdm
the patient’s care. FPayment relates-10 all activities associated with getting reimbursed for services provided, including submiission of
Mnmmdwmmww&emmm&ymmfm
mwmhﬁmﬂwmmwndBumbwdmwndhgmﬂwmmdwmm

' Dn:loureto'l'boaelnﬁdnlnﬁﬁnPs&n‘Thmdmmmmmmm»a
patient’s care when the patient approves or, when the patient is not present or not able to approve, when' sach -disclosure i deemed
Wmhwmd&em ‘

Whmﬂnpnmzmmﬁemdmmmm&meMSMMMB
Mtthndfndkﬂ_omm}ythemmmmﬂnm ’s involvement with the patient’s health care.

mmﬁmwmmmmm.w-ws&,bmha;pw-Mmmkmm
law:

UmMWMwwwmmmmmemdhammmmamms
required by law.

Asmmdbykwﬁemudndmgwudhuhbnfumbmwwbhcbu!ﬁoﬁmk 'I'h:smdndsreporﬁngof
memmmmmmmmmmwmw
mjary, mmamwmﬂhmmdndmghnwhmmdmdmmmmmm,
adverse pregnancy outcomes, death, birth. .

mmmmmmmmmﬁmmumm Thmaed:sdum
" information about a minor, disabled adult, nursing home resident, or person oves 60 years of age whom the practice reasomably
.bebevshhea%d“uﬂﬁh&WWchykwa,ﬂmWﬁyhmihm
. whﬁem mmmmwmmmmmmmmmm
mhts,udmbledaﬂuhab&. i

mmmmmmadummmmmmemwmmmm
the ‘individeal would place the individisal at sisk dm“whmmﬂum-mmm&e
MHMMMMBM&MM%«WWMMMMM
.mﬁmhmuumxﬁwswwmmmﬁum

Usantlb-dulruhr}hdﬁo‘m*hAcdviﬂu:mmmanddndm?}nasmhthﬁhﬂﬁmgh
activities, mmmummmmmmﬂmmmmmmmm
Mmmmwwwmwmwm,wamwm z

mmwmm««m«mhmﬁnmmmﬁmﬂ
MannnwﬂcMam«anwwammmmum =

lawiiil process, not accompanied by a court ofder or sin ordered adniinistrative tribunal.
numrwmmnmhmmmmmmmmmmwwm

MMWMﬂbW&WWmMMMBWM:m«WMM
ﬁm:lldum:smedbth mmmswmmmmmnmmuumm-
copy of the decedent’s protected health information.

mwmm«mmmtpurmmmmmmmwmm
m»mmmum

u-undmumm.wﬂmnnuhbws-kq-mmmmmwmmw
mpﬂthﬁl&uﬁmm”mwwwmsmmwmum

mmmmwmwtmﬂmmmmmwmmﬁ
mﬂmyﬂmmmﬂmn&nﬂbmmnﬂu&amnwwhw

Umﬂmnmmsmmmmm@mmmmswm
provide treatment -in- emergency Situations. - In those instances where the practice has pot previously provided its Notice of Privacy

. Pm»amﬁm“nmﬁnnmmhpmmmem”ﬁeﬂﬂnts
saon as practicable following the provision of the emergency treatment.

believe that such a &dowe could cause the patient serious harm.* Further, hmmwmm s required by




' “In addition, the practice may comtact the individual with appointment reminders or information about treatmentalternatives or other

Uses and Distlmrcs— Do Not Apply to Practice

Research: Our practice may use and disclose your ITHI for research purposes in certain limited circumstances.. We will ‘obtain your
!inl_ﬂ:ewnﬁerpfupirauﬂnizitiqnsnﬁsﬁslbeW(D&mwdﬁmwm_MMa_ﬁ:hw;ﬁm_m
privacy based on the following: (A) an adequate plan to protect the identifiers from improper use and disclosure; (B) an adequate plan
1o destroy the identifiers at the earliest opportunity consistent with the research (unless there is a.health or research justification for

Otber Uses and Disclosures: The practior docs bot use or disclasc protected health information 1o an cmployer or heaith plan
spmr,forundu'wﬁﬁngandrdaledporpmg!br&cﬂhydﬁeuoriu,mbmku;;nd-a_gmgm:ﬁr_fmdnising. I

)f an individual wants the practice 1o release his or ber protecied bealth information to- employers or health pian ‘sponsors, for
WwwumﬁWMWmmmuﬂmmmhwmmmhmm
complete an appropriate written authorization. - - . - A

Accounting for Disclosures of Protected Health Information

The practice’ tracks-all ‘disclosures of 2 ‘patient’s protecied - health: information - that .occur for other than the purposes of treatibent,
payment;-and health care operations, that are not madé 16-the individual ual of i0 a2 person involved in the patient’s care; that are not made
as 2 resuli of &' patienit anthorization; and that are not-made for Bational security or intelligence purposes or to correctional institutions
or law enforcement officials. ‘ ) r ! :

The practice responds to all Whmamhgofdﬁm%hw?dzﬁﬁfm@p;ofﬂwm ]ftbeplacbwmlmckm
pmvide-lhemmﬁngﬁudisdmMmhwwﬁhwmmmmmqmofm.wmﬁdﬁa
reason for the delay and the date the request is expected to be fulfilled. Only one 30-day extension is permitted.

Am_ﬁﬁwﬁmh&wmmmuthﬁmngwmmimnm‘1i'§1'.ou:d"be-mnked
“Atiention: Privacy Officer.” - d S .

The practice: allows individuals 10 inspect and copy” theis prolecied béslih information, ‘docuinents all réquests, responds 10 those -
requests:in a timely fashion; iforms individuals of their appeal-rights when a request is rejected in whole or in part, and charges a

The: practice reviews the roquest mammwmm-mﬁrm gmanymmmsodsys, The practice may bave.

a single exiension of 30 days, ﬂ'wibmdnlbe_m memhamﬂdwdmﬁmmemmﬁdm

" il reviewed by a licensed health carc professional who is designated by the_practice ‘as a- reviewing official and who did pot
pmicipateinmeorigimi-decisjoutp-daq'.?bemmmlmofﬂx-dwﬁmbfmemkwhg'om&lmadhmslo

mm‘mwﬁmwm-maﬁmmm The: practice will.determine. the appropriate charge
rwmﬁmmwmm:mmmuhmimdm~um If the requesior agrees 1o pay the fee
in advance, the records will be provided. mwmmmummmmo&ammme
charge is burdensome tothcl'eqmslor" & : ’ ’ N -

nmwmmm&mu%ncnmm&mﬁnmq&-ﬁm1-2.5.51wizséaroém

26-50, and 26 cents each for pages 51 to end; plus actual - expenses related to the copying of x-rays, CAT scans, and similar. The
practice limils charges for records to the amounts allowed under Hlinois law.



> \‘-r"r_
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Réquests for {be inspection-and copying of records must be sent 1o the practice in writing. It should be marked “Aention: Privacy

Individual Rights - Requesi Amepdment 1o Protected Health Inforsiation

The practics ‘illows an individusl to request that the practics aibend the protected. bealth information maintained in the paticnt’s

medical record or the patient’s billing record. The practice documents all requests, responds to those requests in a timefy fashion, and:

- informs individuals of their appeal rights when 2 request is denied in whole or in part.
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act on the amendment. within'60 days, the. practice extends the time for such action by 30 days and, within the 60-day time Jimit,
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e request. Only one such extension is allowed. : i e

1f the practice denics the rexest, in whole or in part, the practice providcs the requestor With a writien depial in a timely fashion. The

‘practice allows a requestor 1o submit a written statement disagreeing with the denial of all o7 part: of the initial request. The satement

The practice accepts requests to amend the PHI maintained by the practice. The requests must be in writing and should be marked
“Attention: Privacy Officer.” 4 .

based on the administrative difealty of complying with the request i
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The request must be addressed to the practice’s privacy officer. No reason for the request needs to be stated.

The practice accommodates all reasomable requests. The reasonabieness of a request is determined solely on the basis of the.

- communications, inchiding billisg; or fuwmwmsum payment will be handled.
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perception of the mesits of the requestos’s requesL. . ‘

* Individusl Rights — Reguest Re of Disclosures

The practice acoepts all fequests. for restictions of disclosures of protected health information. The practice does not"agree to any
restrictions in the use or disclosure of protected health information. ) . :

Al requests for restrictions of disclosares onst bé submitied jn writing. They mist be scat 1o the atistion of the practice’s privacy

Individusl M_ ts — é-tboth_:nﬁons
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or disclosure of protected bealth information speeifically sllowed -ader the: Privacy Rule in the sbscoce: of 20 authorization. ‘The
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In lilinois; a ipecific written uthorization i required 1o disclose or reicase e of meotal heaith treatment, cot, alcobolism treatinéat, drog
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information fo the extent practice has taken action in reliance.on the authorization.
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