PEDIATRIC HEALTH PARTNERS, S.C.

CHRISTINE BOYD, M.D., FA.A.P.,
JAMIE R. SHARMA, D.O., F.AA.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. # 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
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( )
PRIMARY INSURANCE:

NAME OF INSURANCE:

SUBSCRIBER NAME: EFFECTIVE DATE:

POLICY # GROUP #

CO-PAY § 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 TERMINA TED )

NAME OF PREVIOUS INSURANCE: ___ TERMINATION DATE:

PY OF YOUR INS CE CARD BE ON AND PRES AT FACH

VISIT FOR VERIFICATION PURPOSES. If you do not have a current insurance card with you or verification of
msurance,mebﬂhngxsmsxderedselfpayumlthemformanomsmved. EVERYTHING NOT COVERED BY

ESPONSIBILITY. Please read your health care manual to be
familiar with your insurance policy regarding coverage, regulat:ons and mslncﬁons. Contact our office if you have a
question regarding participation in a specific insurance plan.

FOR SERVICES RENDERED. 1 AUTHORIZE THE RELEASE OF ANY MEDICAL AND OTHER INFORMATION
NECESSARY TO PROCESS ANY CLAIM. IN CONSIDERATION OF MEDICAL SERVICES, I AGREE TO PAY

PED C JTHP, R ANY CED PHOTOCOPY OF THIS AGREEMENT IS VALID.

SIGNED: DATE:

CONSENT FOR MINORS:

I CONSENT FOR MY MINOR DEPENDENT TO RECEIVE OFFICE CARE INCLUDING ROUTINE
PROCEDURES AND MEDICAL TREATMENT PERFORMED BY THE ATTENDING PHYSICIAN, HER
ASSISTANT OR DESIGNEES, AS MAY BE NECESSARY IN HER MEDICAL JUDGEMENT, EVEN IN
THE EVENT MY CHILD IS UNACCOMPANIED BY MYSELF, THE OTHER PARENT OR LEGAL
GUARDIAN. I AGREE TO THE FINANCIAL POLICIES AS DESCRIBED ABOVE.

DATE:

PARENT / GUARDIAN SIGNATURE

*Persons 17 years or younger may provide consent for him/herself if s/ke is married, pregnant, a parent, seeking care for sexuaily
transmitted disease, fumily planning, substance abuse or presents a court order of legal emancipation.

FOR OFFICE USE ONLY:
RECEIVED BY: ENTERED IN COMPUTER BY: DATE ENTERED:,

NU14/12 DD



PEDIATRIC HEALTH PARTNERS, 8.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: {

A

C3/14/13 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

P;atient Name ___ Birthdate
'7 ‘*._I__’g;ient Name ‘ | Birthdate
o Pétienf‘Namé Birthdate
Patient Name | Birthdate

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

I 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 will be
provided to me or made available at the office. "

1 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. I also 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 / Legal Representative)

* To Patient’s File

FOR OFFICE USE ONLY

DATE RECEIVED , INTTIAL
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Specially Protected Heaith Inforrﬁation 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 Eiectronic Health
lnformatton Exchange (eEHX) for the purpose of coordinating my medical care amongst my healthcare providers. | understand that

mciud:ng this information in eEHX enabies any provider with authorized access to the eEHX to review my protected health
information, including the foilowing specially protected health information:

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

{ understand that future withdrawal of permission to include this information in the Electronic Health Information Exchange (eEHX)
wili be effective except to the extent action has already been taken in reliance 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 authorization
form. However, to the extent | have indicatad “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.

Tt a

Authorized date(s) or date range "

Printed Name of Patient/Representative

Signature of Patient/Representative Date
AUTHORIZATION OF REPRESENTATIVE: =i

1, _, do hereby state thatiam 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 {ard;.-r‘ide'dwto the patient/representative]

PL . LTE]



=k Advocate Physician Partners

Notiﬁcaion: Opting oht of eEHX-

Electronic Health Information Exchange and/or lllinois’ Immunization Registry

NO. |do not want my Health Information included in the electronic Health Information Exchange
as described above.

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

| 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.

| 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.

| request that my immunization information be removed from the lllinois Immunization
Registry. |understand the state will not share immunization data on me from the registry asa 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
Illinois 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:

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

Relationship to Patient:

'S

[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
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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
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HIPAA Privacy Statement - Addendum sessensene

®
®
®
®

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

178210
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Pediatric Health Fértners SC o April 14, 2003

NOTICE OF PRIVACY PRACTI

(Agwwumm@hﬁmu@wd_asammof
The Hulﬁhmrw?mhﬁﬂnyandﬁmubﬂiw Act'of 1996 -HIPAA)

PRIS NOJICE DESCRIBES BOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
PISCLOSED AND HOW YOU CAN GET ACCESS TO TRIS INFORMATION, PLEASE REsamrs >
CAREFULLY. RSt A

Provision of Notice: The practice provides its Notice of Privacy Practices 10" every patient with whom. it has a direct trestment
- elationship. mmgwﬁedmhmmﬁe_ﬁqum&gmmmﬂnp&ﬁmaﬂqw 14,2003.

patient 1 sign its “Receipt of Notice of Privacy Practices™ form. The form is filed with the patient’s medical record. If the patient
rcfusslosign!hcform,ilkmwdhmemedhlrmdmmépﬂﬁnmgivmﬂprﬁumdmﬁwdmsignﬂrm

Effective Date and Changes to Notice: This Notice is effective_April 14, 2003. The practice reserves the right to revise this Nofice
mmkaMWmewmmW%mhwqﬁU‘slm}dnb'qotocba'pu_-ivacy
practices stated in the Notice. F;cgnnhn-mqqﬁ:qdpyhvga_m‘dqhgemmym'nftchoﬁwwﬂlmt'l:eimplun:med
mmmmmamemnwmwmwnmm : ) ! :

lfﬂnhmBmhmﬂsﬁemNmmmmW5mmcmmsmem The
’ misu:lnuﬂiopis)oﬂedbﬂaepncﬁu’swpﬁmm_n&mde!ﬁiihﬂemanm'hduﬁnglbosemlnve'rdwﬁeda
-previous Notice. mw&;wm;ﬁ&q&wmm@ﬂﬁnm. o ke e
Departmesit of Hedlth ’gn’d‘ﬂumh Wmai Services (DHHS). A patient othi'sotbﬁtgmtmayﬁlej complaint with the practice whenever he
. or she believes that the practice *has Violated their rights. T ) : j

Compiaints to he ractics must e in writing, must descrbe the acs o omissions that are the subject of the complaint, and must be -
it 1t e et e palcl bicame aware o shoukd have bocome aware of the vioaion, Compliins i b
-addiessed 1o the ‘aftention -of the practice’ ’?.ﬁéﬂcy_ va 'Gﬁﬂ"_' ﬂthemchne "_’s addiess. _TheMee' ice investiga tes edch complaint ‘and may,

at s discretion, reply 10 the patics or the paties’s sger. |

'Ihepncnnedmnothkemyadvmmagamanypbmmﬁlsawmphm(mhudnalywlhrwghmagcm)apmsuhe
Contact Person: f&'mmimoﬁo&'ﬁh'm'gﬁewmhmisusiaamwme?hmnmirm
hwwmmmmmwmoﬁeuumw g D )

. mmmwmmnmmmmMmu‘mmmmhwmsﬂw
miniummnmntoﬂ‘lﬂmryir&u.m' ) it v £
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Uses and Disclosures — Treatment, Payment, and Health Care Operations

Mlﬁ%ﬂuygg—mm‘f Antborization A
 Disclossre to Those lavolved in Individsal's Care: The praétice discloses protected Bealth information to those kvelved i 2
M’fuw_twhmﬂzpﬁmlmwuu,whm‘themﬁmkwmwmnﬂemmﬂm'éﬁd:ﬂbdmmﬁdm
appmpemﬁequenbmljndgmunof&e'mc&_h .
Wh_hpﬁmkmm&mmmﬁeWJﬁeM’s'pﬁwmm%
anthom:_edlyhwaﬂ_igﬁsdmm!yﬁeiﬁumﬁondbﬁhrﬂmhﬁepm’shvo&wwﬁhﬁemﬁun’shﬁm

mmdmmmpwhﬂhba&muhmaw.m&,ﬁhh;m&sim]-m'meismm -

believe that such a disclosure could cause the patient serious barm.* Further, the mmwmmﬁmsmw

required by law.

mwwhummwmmmpmmmmmma
wm,wmumu‘wmmm'wmmmmpmmwmmmﬁmm,

The practice discloses protected bealth information regarding victims of abuse, neglect, or domestic violence. “The practice discloses

MMam.mMmmMummmMﬁmwhmw

behen:bbesvﬂnof.hswaqleﬁ»hwmﬁnswwm«,KMWWMKhw
idents, or disabled aduls sbuse. 5 2t ey ‘ : .

Uses snd Disclosares Required by Law: The practics uses and discloses protected health information to- appropriate individuals as

practice ‘believes the. personal representative .is responsible for the' sbuse, neglect; or bther injury,  and that informing such person

inchoding, but not imited d to bospital peer review, managed care peer review, or Medicaid or Medicare peer review.

Discosures for Judicial 3nd Admisistrative Proceedings:.In peneral, the practice discloses informationfor judical and
MMhWhnMﬁammemﬁkm:m@mMm‘«m .

lawfin] process, not accompanied by a court osder or s ordered adniinistrative tribunal.
Dmmmmnnnmrmmmmm for law enforcement purposes 1o law enforcement offciils.
Uses and Disclosares Related to Decedents: The practice uses and discloses PHI asrequired 10 a caroper of medical examiner and
funeral directors as required by law. The attending physician is required to sign the death certificate and: provide the coroner with 2
copy of the decedent’s protecied health information. o

mm'mm»w&%tpurmmrmmmmmmwm
inf Sow o ol aeers Jomations. g i T

Usu,ndbj-doﬁmbAvmawﬁmiuﬂd&wsnﬁmm-m.mmmwmm -

lopuHiﬂhaMrmd’ubznﬂmiisasmiredbthwmumwto_balﬂi’cr.nfqy.

military and veterans activities, pational security and intelligence mce activities, andolhﬂ'm' rities as fequired rbyh\'n.» ]

Uses and Disclosures in Emergency Sitnations: The practice uses and discloses protected: hiéalth--information as appfegriste to
- Practices to a paticnt who receives direct treatment in an emergency situsition, the practice provides the ‘Notice to- the ‘individual ss
soon as practicable following the provision of the emergency treatment. :




v

Marketing Purposes: The practice docs not use“or disclose any protected health. information for marketing purposes. The practice
docsmmAMMMMMhlmrﬁﬁmofmemem«mw
;ladndqmbeﬁrmmgwdbmwmahmﬁvemmmmmmmmmmmorseitingsof:anlo
the individual, These activities are not considered marketing. " . . . ;

: In addition, ‘the practice may contact the individual with appointment reminders or mformation about teatment_aliernatives or other
bﬂﬁrehwdbmeﬁuandmﬂnlnﬂybeofmwhimﬁvﬂnﬂ. : S . -

mermmmm-m:ﬁmmwmummmhanh information :omanp:oya&healmplan
sponsor,forunduwriﬁngandrdalcdpurpomii:rhcﬂitydireﬂaim,tobrokqsnnd-agmtg,m:ﬁuﬁlnhising. _

The practice responds to all retpst'sﬁranmtmg nfdwdmmw&pofmpofﬁwmpm Iﬂ.bepncboemtmdslo
mmMm;hwmmmwmmmmummmwdmmma
msonfonhedd:y-andﬂwdncﬂnm-isekpeded%bcﬁﬂﬁned. Dnlym.‘iﬂ-(hyextammtspammed. Wit e

mimislawmibmdmgsnmqiudmefomgszo.ums:agfapl&nmqmnxmms.ﬂm&ueachkrm
26—50,sn626mu¢ﬁrm5l wuntﬂmmﬂ‘mmhﬂnmwhgofxm&Tmmdﬁmihn The



Réqhégforhséwmmofm:smbemmanmhmm It should be marked “Antention: Privacy

Individual Rights — R Amepdment to Protected Health Inforiiation
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