NOTICE OF PRIVACY PRACTICES
THE PEDIATRIC SPECIALISTS MEDICL GROUP

THIS NOTICE DECSRIBES HOW MEDIAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY.

THIS NOTICE IS EFFECTIVE ON SEPTEMBER 23, 2013

This Notice describes the privacy policies of the Pediatric Specialists Medical Group, and applics to the
physicians, health care professionals,, employees, staff and other personnel who provide services at The Pediatric
Specialists Medical Group. The people and organizations to which this notice applies have agreed to abide by the terms
of this notice. We may share your information with each other for purposes of treatment, and as necessary for payment
and operations activities as described above.

This notice applies to any information in our possession that would allow someone to identify you and learn
something about your health. It is intended to describe the policies that protect medical information relating to your past,
present and future medical conditions, health care treatment and payment for that treatment (called “Protected Health
Information” or “PHI”). It does not apply to information that could not reasonably be used to identify you.

OUR LEGAL DUTIES

e We are required by law to maintain the privacy of your health information.
e We are required to provide this notice of our privacy practices to anyone who asks for it.
e We are required to abide by the terms of this notice until we officially adopt a new notice.

HOW WE MAY USE OR DISCLOSE YOUR HEALTH INFORMATION

We may use your PHI, or disclose vour PHI to others, for a number of different reasons. This notice describes the
categories of reasons for using or disclosing your information. For each category, we have provided a brief explanation,
and in many cases have provided examples. The examples given do not include all of the specific ways we may use or
disclose your PHI. However, any time we use or disclose your PHI it will be for one of the categories listed below.

Treatment. We will use your health information to provide you with medical care and services. This means that our
employees and staff and others who work under our direct control may rad your health information to learn about your
medical condition and use it to make decisions about your care. For instance, a medical assistant may read your medical
chart in order to care for you properly. We will also give your information to others who need it in order to provide you
with medical treatment or services. For instance, we may send your doctor the results of laboratory tests or x-rays we
perform.

Payment. We will use your health information, and disclose it to others, as necessary to obtain payment for the services
we provide to you. For instance, an employee in our business office may use your health information to prepare a bill.
And we may send that bill, and any health information it contains, to your




insurance company. We may also disclose some of your health information to companies with whom we
contract for payment-related services. We may give information about you to a health plan that pays for
your benefits. We will not use or disclose more information for payment purposes than is necessary.

Health Care Operations. We may use your health information for activities that are necessary to operate
this organization. This includes reading your health information to review the performance of our Staff.
We may also use your information and the information of other patients to plan what services we need to
provide, expand, or reduce. For example, we may disclose your health information to a company that
assists us with quality assurance. We may disclose your health information as necessary to others who we
contract with to provide administrative services. This includes our lawyers, auditors, accreditation
services, and consultants, for instance.

To Business Associates. The Provider may hire third parties that may need your PHI to perform certain
services on behalf of the Provider. These third parties arc ‘“Business Associates” of the Provider.
Business Associates must protect any PHI they receive from, or create and maintain on behalf of, the
Provider.

Family and Friends. We may disclose your health information to a member of your family or to
someone else who is involved in your medical care or payment for care. We may notify family or friends
if you are in the hospital, and tell them your general condition. In the event of a disaster, we may provide
information about you to a disaster relief organization so they can notify your family of your condition
and location. We will not disclose your information to family or friends if you object. We may also
disclose to your personal representatives who have authority to act on your behalf (for example, to parents
of minors or to someone with a power of attorney).

Public Health Oversight. We may disclose your health information to a public health oversight agency
for oversight activities authorized by law. This includes uses or disclosures in civil, administrative or
criminal investigations; licensure or disciplinary actions (for example, to investigate complaints against
health care providers); inspections; and other activities necessary for appropriate oversight of government
programs (for example, to investigate Medicaid fraud).

To Report Abuse. We may disclose your health information when the information relates to a victim of
abuse, neglect or domestic violence. We will make this report only in accordance with laws that require or
allow such reporting, or with your permission.

Legal Requirement to Disclose Information. We will disclose your information when we are required
by law to do so. This includes reporting information to government agencies that have the legal
responsibility to monitor the health care system. For instance, we may be required to disclose your health
information, and the information of others, if we are audited by Medicare or Medicaid.

Law Enforcement. We may disclose your health information for law enforcement purposes. This
includes providing information to help locate a suspect, fugitive, material witness or missing person, or in
connection with suspected criminal activity. We must also disclose your health information to a federal

agency investigating our compliance with federal privacy regulations.

For Lawsuits and Disputes. We may disclose PHI in response to an order of a court or administrative
agency, but only to the extent expressly authorized in the order. We may also disclose PHI in response to
a subpoena, a lawsuit discovery request, or other lawful process, but only if we have received adequate
assurances that the information to be disclosed will be protected.

Specialized Purposes. We may disclose your health information for a number of other specialized
purposes. We will only disclose as much information as is necessary for the purpose. For instance, we
may disclose your information to coroners, medical examiners and funeral directors; to organ
procurement organizations (for organ, eye, or tissue donation); or for national security and intelligence



purposes. We may disclose the health information of members of the armed forces as authorized by
military command authorities. We also may disclose health information about an inmate to a correctional
institution or to law enforcement officials to provide the inmate with health care, to protect the health and
safety of the inmate and others, and for the safety, administration, and maintenance of the correctional
institution. We may also disclose your health information to your employer for purposes of workers’
compensation and work site safety laws (OSHA, for instance). We may disclose PHI to organizations
engaged in emergency and disaster relief efforts.

To Avert a Serious Threat. We may disclose your health information if we decide that the disclosure is
necessary to prevent serious harm to the public or to an individual. The disclosure will only be made to
someone who is able to prevent or reduce the threat.

Research. We may disclose your health information in connection with medical research projects if
allowed under federal and state laws and rules. The Provider may disclose PHI for use in a limited data
set for purposes of research, public health or health care operations, but only if a data use agreement has
been signed.

Information to Patients. We may use your health information to provide you with additional
information. This may include sending you appointment reminders. This may also include giving you
information about treatment options or other health-related services that we provide.

YOUR RIGHTS

Authorization. We will ask for your written authorization if we plan to use or disclose your health
information for reasons not covered in this notice, including but not limited to uses and disclosures
relating to psychotherapy notes, marketing activities, and any sale of your PHI. If you authonze us to use
or disclose your health information, you have the right to revoke the authorization at any time. If you
want to revoke an authorization, send a written notice to the Privacy Official listed at the end of this
notice. You may not revoke an authorization to the extent that we have already given out your
information or taken other action in reliance on the authorization. If the authorization is to permit
disclosure of your information to an insurance company, as a condition of obtaining coverage, other laws
may allow the insurer to continue to use your information to contest claims or your coverage, even after
you have revoked the authorization.

Request Restrictions. You have the right to ask us to restrict how we use or disclose your health
information. You must make this request in writing. We will consider your request, but we are not
required to agree. If we do agree, we will comply with the request unless the information is needed to
provide you with emergency treatment. We cannot agree to resirict disclosures that are required by law.

Right to Request Restrictions for Self-Pay Procedures. You have a right to request that we not disclose
PHI to health plans because you paid for services or items out of pocket and in full. However, you should
be aware that if you choose to use a medical expense reimbursement/flexible spending account (FSA) or a
health savings account (HSA) to pay for the health care items or services that you wish to have restricted,
those plans will still require you to provide the necessary substantiation of the expenses in order to
receive reimbursement.

Confidential Communication. You have the right to request that we communicate with you about health
matters in a certain way or at a certain location. For example, you may ask that we contact you only at
home or only by mail. If you want us to communicate with you in a special way, you will need to give us
details about how to contact you, including a valid alternative address. You also will need to give us
information as to how payment will be handled. We may ask you to explain how disclosure of all or part
of your health information could put you in danger. We will honor reasonable requests. However, if we
are unable to contact you using the requested ways or locations, we may contact you using any
information we have.



Access to and Copies of Health Information. You have a right to access certain PHI that we have in our
records, which is limited to the medical and billing records, and any other information about you that is
used in whole or part to make decisions about you (the “Designated Record Set”). To the extent PHI in
your Designated Record Set is maintained electronically, you have a right to request an electronic copy of
those records. We may charge a reasonable, cost-based fee for copying, mailing, and transmitting the
records, and the cost of any specific media you request, to the extent allowed by state and federal law.

To ask to inspect your records, or to receive a copy, send a written request to the Privacy Official listed at
the end of this notice. Your request should specifically list the information you want copied. We will
respond to your request within a reasonable time, but generally no later than 30 days. If we cannot
respond to your request within 30 days, an additional 30 days is allowed if we provide you with a written
statement of the reason(s) for the delay and the date by which access will be provided. We may deny you
access to certain information, such as if we believe it may endanger you or someone else, in which case
we will also explain how you may appeal the decision.

Amend Health Information. You have the right to request us to amend health information about you in
your Designated Record Set which you believe is not correct, or not complete. You must make this
request in writing, and give us the reason you belicve the information is not correct or complete. We will
respond to your request in writing within 30 days. We may deny your request if we did not create the
information, if it is not part of the records we use to make decisions about you, the information is
something you would not be permitted to inspect or copy, or if it is complete and accurate.

Accounting of Disclosures. You have a right to receive an accounting of certain disclosures of your PHI
to others. This accounting will list the times we have given your health information to others. The list will
include dates of the disclosures, the names of the people or organizations to whom the information was
disclosed, a description of the information, and the reason. We will provide the first list of disclosures you
request at no charge. We may charge you for any additional lists you request during the following 12
months. You must request this list in writing. You must tell us the time period you want the list to cover,
which may not exceed the most recent six years. Disclosures for the following reasons will not be
included on the list: disclosures for treatment, payment, or health care operations; disclosures incident to a
permitted use or disclosure; disclosures as part of a limited data set; disclosures to your family members,
other relatives, or friends who are involved in your care or who otherwise need to be notified of your
location, general condition, or death; disclosures for national security purposes; certain disclosures to
correctional or law enforcement personnel; disclosures that you have authorized; and disclosures made
directly to you or your representatives.

Right to Notification of Breach of Unsecured PHI. We will comply with the requirements of HIPAA
and its implementing regulations to provide notification to affected individuals, HHS, and the media
(when required) if we or a business associate discover a breach of unsecured PHIL.

State Rights More Stringent Than HIPAA. In certain instances, protections afforded under applicable
state law may be more stringent than those provided by HIPAA and are therefore not preempted. For
instance, certain records pertaining to substance abuse records are subject to more stringent protections
pursuant to Section 397.501(7) F.S., and certain mental health records are protected under Section
394.4615(2) F.S. Disclosures of such records (i.c., if subpoenaed) typically require consent of the patient
or a court order.

Paper Copy of this Privacy Notice. You have a right to receive a paper copy of this notice. If you have
received this notice electronically, you may receive a paper copy by contacting the privacy official listed
at the end of this notice.



Complaints. You have a right to complain if you think your privacy has been violated. We encourage you to contact our
Privacy Officer if you have a complaint, or question how your PHI is being used or disclosed. You may file a complaint
with the Secretary of the Department of Health and Human Services. We will not retaliate against you for filing a
complaint.

OUR RIGHT TO CHANGE THIS NOTICE

We reserve the right to change our privacy practices, as described in this notice, at any time. We reserve the right to apply
these changes to any health information which we already have, as well as to health information we receive in the future.
Before we make any change in the privacy practices described in this notice, we will write a new notice that includes the
change. We will post the new notice in our office, and make copies available upon request. The new notice will include
an effective date. A copy of the latest version of this notice will also be maintained on our website.

CONTACT THE PRIVACY OFFICER FOR MORE INFORMATION

If you have any questions regarding this Notice or if you wish to exercise any of your rights described in the Notice, you
may contact the Privacy Official at:

HIPPA Privacy Officer
The Pediatric Specialists Medical Group
2044 Trinity Oaks Blvd. Suite 235

Trinity, FL 34655



THE PEDIATRIC :
Douglass M. Hasell, MD, FAAP Thuy T. Pham, MD, FAAP Christopher Pope, ARNP Sheridan Hernandez, MD, FAAP

Diplomate Diplomate Board Certified Diplomate
American Board of Pediatrics American Board of Pedialrics Pediatric Nurse Practitioner American Board of Pediatrics
International Board Certified
Lactation Consultant

SPECIALISTS
Medical Group

PATIENT INFORMATION Today's Date
Name of Child sex LIM [ IF  Age
Date of Birth Grade in School Nickname Hobbies
Home Address
Street City State Zip
Ethnicity: (circle one) Hispanic or Latino / Not Hispanic or Latino Language Spoken in Home

Race: {circle one) American Indian or Alaskan Native / Asian / Black / Hawaiian or Pacific Islander / White

Email Home Phone Cell Phone

Referred by

FAMILY INFORMATION
Father's / Guardian’s Name | Mother’s / Guardian’s Name
Address (if different from patient’s) __ Address (if different from patient's)
Home Phone e o 6w Work Phone Home Phone (EEET e Work Phone
Occupation Occupation
Employer Employer
Soc. Sec. # Birthdate Soc. Sec. # Birthdate
Driver's License # State Driver’s License # State
Do you have insurance coverage for child? [lYes [INo | Do you have insurance coverage for child? [lves [INo
Stepfather's Name Stepmother's Name

SIBLING INFORMATION

Name Age Date of Birth Sex

EMERGENCY CONTACT / EMERGENCY TREATMENT

In the event of an emergency, whom should we contact (other than Parents/Guardians)?

Contact #1: Relationship: Phone:

Separate Authorization to Treat Form has been Completed, Signed by Legal Guardian & Notarized: (Circle One) No  Yes  Date:

(Allows this emergency contact to bring your child to our office for treatment)

Contact #2: Relationship: Phone:

Separate Authorization to Treat Form has been Completed, Signed by Legal Guardian & Notarized: (Circle Ong) No  Yes  Date:

{Allows this emergency contact to bring your child to our office for treatment)




The Pediatric Specialists Medical Group

THE PEDIATRIC
x

LEAD RISK ASSESSMENT (Check all that apply)
___ Home or daycare built before 19507

Home built before 1978 with recent renovations? Has chipping peeling/ paint?
Child eats dirt, clay, or paint chips? Likes to suck on windowsills or blinds?

___ Child's friends, playmates, or neighbors with high lead levels or history of lead poisoning?
___Has your child had a Lead Level done? Date of last Lead Level?

TB_RISK ASSESSMENT (Check if your child has had close contact with an adult who.....)
Is homeless or living in a shelter.

_Isliving or working in a prison.
___Isliving or working in a nursing home.
___HasTB, HIV, AIDS, or abuses drugs.
___ Immigrated from Central, or South America, Haiti, Russia, E. Europe, India, or SE Asia.



THE PEDIATRIC

The Pediatric Specialists Medical Group

Financial Policy

SPECIALISTS . .
TPYIPrIererd  Patient Name: Date of Birth:

Basic Policy: Payment for services rendered is due at time of service.

For Patients with Insurance: As a courtesy, we will bill your primary insurance for you if all the necessary information is provided.
Co-payments and all outstanding account balances are due at time of service. If your co-pay or balance is not paid at time of service
there will be a $5.00 charge to bill it. As a courtesy, we research why an insurance company has not paid. If an insurance carrier held
payment of a clean claim after 60 days of billing, fees are due and payable in full from you. All outstanding balances are due within 30
days of the statement. Bills not paid within 30 days of the statement will be assessed a $25.00 per month re-billing charge unless
prior written arrangements have been made. All balances that reach 90 days past due will be sent to our lawyer for collections. You will
be responsible for all collection fees and legal fees that our office incurs through the process utilized to collect the delinquent balance.

Payment Method: We accept cash, Visa, MasterCard, debit cards, and local (non-starter) checks. Any account having a check
returned for insufficient funds will be charged $30.00 and no future check payments will be accepted.

Minor Patients: The adult accompanying a minor will be responsible for full payment or insurance co-payments.

Divorce Decrees: This office is not party to your divorce decree. The adult accompanying a minor is responsible for any co-payments
or balances on accounts.

Noncovered Services: Any care not paid for by your insurance coverage will require payment in full at the time services are provided
or upon notice of insurance claim denial.

Wellcare and/or Preventative Care: Periodic preventative health services are recommended by the American Academy of
Pediatrics may or may not be covered under your health insurance policy (It is your responsibility to check your coverage). For your child’s
well being, your physician will require them.

Insurance Patients: Signature on file & assignment of benefits.

I'request and assign to The Pediatric Specialists Medical Group all insurance benefits otherwise payable to me for services rendered.
L authorize the doctor to release all information necessary to secure the payment of benefits.

T'understand my signature requests that payment be made to the provider of services, and authorize the release of medical information
necessary to sccure payment of benefits. I authorize the use of this signature on all my insurance submissions whether manual or
electronic. This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment will be considered
as valid as an original. I understand that I am financially responsible for all charges whether or not paid by said insurance.

Parent/Guardian Name (please print) Parent/Guardian Signature

I have read, understood, and agreed to the terms of the above financial policy for payment of professional fees. As the parent/legal
guardian requesting medical services, I understand that I am accepting financial responsibility for any charges for visits that are not
covered by insurance. I also understand and agree that the terms of this financial agreement may be amended by the practice at any time
without prior notification to the responsible party.

Signature Date

2044 Trinity Oaks Blvd., Suite 235 « Trinity, FL 34655
(727) 375-KIDS (5437) = Fax (727) 375-0502



THE PEDIATRIC THE PEDIATRIC
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THE PEDIATRIC SPECIALISTS MEDICAL GROUP PA. B

Douglass M. Hasell, M.D. Thuy T. Pham, M.D.
EREGIALISTY Sheridan Hernandez, M.D. Christopher Pope, A.R.N.P. L ECIAT LA

Medical Group Medical Group
2044 Trinity Oaks Blvd., Suite 235
New Port Richey, FL 34655
Phone # 727-375-5437 Fax # 727-375-0502

MEDICAL RELEASE AUTHORIZATION FORM

I hereby authorize and request you to release any and all medical records and other pertinent patient information
which may include but is not limited to complete history & physical, lab, and x-ray reports, immunizations, alcohol
or drug abuse, HIV, mental health, or communicable disease information or any treatment or examination rendered.

Records Requested from: Release Records to:
Name: The Pediatric Specialists Medical Group
Address: 2044 Trinity Oaks Blvd., Suite 235

New Port Richey, FL 34655

Phone #: Phone #: 727-375-5437

Fax #: Fax #: 727-375-0502

Medical Records Requested:

You may refuse to sign this consent. This consent may be revoked at any time upon written notice, except to the
extent that any person or organization has already taken action in release thereon. Information used or disclosed
pursuant to this authorization may be subject to re-disclosure by the recipient and no longer protected. This form
must be received within 90 days of signing and it is valid for 90 days after receipt.

Patient Name: DOB:
Patient Address:

Patient Phone #:

Signature:

Print Name: Relationship to Patient:

Witness: Date:




The Pediatric Specialists Medical Group

NEW PATIENT MEDICAL HISTORY-NEWBORN to 6 MONTHS of AGE
e THIS FORM MUST BE COMPLETED PRIOR TO YOUR FIRST OFFICE VISIT.

The following is very important to vour child’s health. Please complete it accurately and completely.

Child's First Name: Last Name:
Date of Birth: Place of Birth:
Mother's Name: Father's Name:

Parent's Marital Status: Single Married Divorced Separated Widowed
Biological Mother: YES NO Biological Father: YES NO
Adoption YES NO Foster Child: YES NO Surrogate/Other: YES NO

FAMILY MEDICAL HISTORY NO YES If YES-explain

Nasal Allergies or Other

Asthma/Lung disease

Heart Disease or Condition

High Blood Pressure

High Cholesterol

Diabetes

Cancer

Anemia

Bleeding Disorder

Epilepsy or Seizures

Mental Retardation or
Developmental Delay?

Neurologic Disorders incl. ADD/ADHD

Liver Disease

Other Gl issues

kidney Disease

Bed Wetting (after age 10)

Hearing Impairment

Vision/Eye Disorders

Immune Problem, Recurrent

Infections or HIV/AIDS?

Alcohol Abuse

Drug Abuse

Mental lliness

Tuberculosis




SOCIAL HISTORY

NO

YES

YES-EXPLAIN

Lives with Intact Family?

Non-Intact Custody Status?

Visitation Status with

non-custodial parent

Siblings?

Pets?

Smokers in the home

Guns in the Home?

Guns locked & kept separate

from Ammunition?

NEWBORN HISTORY-in hospital

NO

YES

If YES-explain

Resuscitation at delivery or
needed help to breath?

Premature Birth

Did NOT get Vitamin K and/or eye
prophylaxis?

feeding Breast or Formula? Or both?

Hypoglycemia (low blood sugar)

Hypothermia (low temperature)

Sepsis screening labwork or
(to check for infection)?

Elevated Bilirubin (jaundice)

Circumcision

Delayed passage of first stool?

Heart Murmur

Breathing problems

Needed oxygen or help breathing

Needed antibiotics while in nursery

Apnea (stopped breathing)

Needed head ultrasound

Needed opthamologic (eye) exam

Other issues;




MOTHERS PRENATAL HISTORY

NO

YES

If YES-explain

Was this an assisted conception?
(needed help to get pregnant)?

Was this a High Risk Pregnancy?

Did you have an Amniocentesis/CVS?

Did you have little or late prenatal care?

Did you use alcohol or tobacco while
pregnant?

Did you use non-prescription drugs
while pregnant?

Was there any problem with your baby
before birth?

Did your water break more than 24 hours
before delivery?

Did you have antibiotics or other meds
during labor?

Was your labor induced (started
by medications)?

Was your delivery Vaginal or by C-
section?

Was there meconium (green bowel
movement) present when water broke?

Other issues:




