Heart and Vascular Care, Inc.
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CONFIDENTIAL PATIENT INFORMATION SHEET

(Please Print)
Name: Age: D.0.B: Sexi__.
(Last) {First) (M)
StreetAddress: Apt: SS#:
City: __State: Zip: Email Marital Status:
Home Phone: Work Phone: Cell:
Name Nearest Relative (notliving with patient):_ Relationship:
Home Phone: Work Phone:
Referring Physician: Primary Care Physician:
Employment Information
Employer's Name: Occupation:
Employer's Address: City: State:___Zip:____ .
Spouse's Name: ' Work Tel: Ext:
Spouses Employer: City: State: Zip:
InEmergency: Name: Home Phone:_____ Work Phone: Ext:

Insurance Information
(Please present all insurance cards and picture 1.D. to front desk for photocopying)

Primary Insurance Co : Policy#: Group#:
Insured's Name: : Insured'sD.0.B: ____________Relationto Patient:
Secondary Insurance: Policy#: Group#.
Insured's Name: Insured'sD.0B: __________ Relationto Patient:

MEDICALCONSENT - ASSIGNMENT OF BENEFITS - RELEASE OF INFORMATION
1 hereby authorize the physicians and staff of Heartand Vascular Care inc, to provide medical care forthe above named patient.

| hereby authorize Heart and Vascular Care, Inc, to release any information in my examination or treatment to any insurance, government agency
providing benefits or other policies to process any claims on my behalf for payment.

1 hereby with my signature assignand authorize my insurance carrier(s) to make paymentdirectly to Heart and Vascular Care, Inc, for all services rendered.
1 hereby with my signature understand | will be charged an additional fee of twenty-eightdollars ($28.00) for any check or draftdishonored by any financial
. 0 ! . nd H AAFTAA N 0.0 £ bhirh o . H H H ...,..v.u‘

- erstand thattwithe chargedapia 6 dotiars-($30-80}in-additio
balance subject to collection. | understand that upon request, should the office copy my medical records and/or complete a medical
1 wiil be charged aten dollar ($10.00) fee per transaction.

I hereby with my signature, understand that! am uttimately responsible for payment in full of all services rendered in the event my insurance carrier and or
managed care plan denies paymentin full or partof any services rendered. Including butnot limited to all co-payments and or deductibles, and no covered
services and suppiies obtained during the course of care.

X Date: Patient Information Updated On:
Signature of patient
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NEW PATIENT EVALUATION (PLEASE ANSWER ALL QUESTIONS)

Name: Referring Physician:

Reason for Visit;

Past Medical i-llstory (checkalithat apply)

Q Coronary Artery Disease O High Cholesterol Q Thyroid Disorders Q3 Myocardial infarction (Heart Attack) 0 Stroke/TIA
Q COPD/LungDisease Q1 SleepApnea O Asthma/Allergies O Autoimmune Disorders Q0 Hypertension (High Blood Pressure)
0 Anemia Q) HeartBurn/Peptic Ulcers/Reflux O DiabetesMellitus QO BleedingDisorders Q) Other

Listall Surgeries:
List all Allergies:
List all Medications:

Family History {checkall that app!

Heart HighBlood Stroke  Heart Cancer High Diabetes Seizures  Pacemaker Congenital
Disease Pressure Attack Cholesterol Treatment Defects

Father:
Mother:
Siblings:

Social History/Risk Factors:

Smoker: Q yesQ no packsperday  Alcohol:QQ yesQ no  amount, if applicable

Caffeine: O yesQ no  amount, if applicable Exercise: O yesQ) no  how often:

Review of Systems: Please checkall that apply: Acute (New Problem) Chronic ( Existing Problem)

CARDIOVASCULAR: | ChestPain
Palpitations (chest fluttering)
Edema (sweling) -
Paroxysmal Nocturnal Dyspnea
Syncope (passing out)

RESPIRATORY: Shortness of Breath

Shortness of Breath with Activity
Shortness of Breath Lying Flat
Cough

Wheezing

History of Snoring
GASTROINTESTINAL: | Nausea

Vomiting

Heartburn/Reflux
Abdominal Pain
MUSCULOSKELETAL: { JointPain
Muscle Pain
Muscle Weakness
Muscle Stiffness
Muscle Tenderness
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Notice of Privacy Practices

As required by the Privacy Regulations Cr2ated as a Result of the Health Insurance Portability and Accountabili? Act of 1996 (HIPAA)
This notice describes how health information about you (as a patient of this practice) may be used and disclosed, and how you can get access to your
Individually Identifiable Health information. Please review this carefully.

A Our Commitment to your Privacy. Our practice is dedicated to maintaining the privacy of your individually identifiable health information (I1HI). in conducting
our business, we will create records regarding you and the treatment and services we provide to you. We are required by law to maintain the confidentiality
of healthinformation that identifies you. We also are required by law to provide you with this notice of our legal duties and the privacy practices that we maintain
in our practice concerning your liHI. By federal and state law, we must follow the terms of the notice of privacy practices that we have in effect at the time.
We realize that these laws are complicated, but we must provide Jou with the following information;

How we may use and disciose your IIHI
Your privacy rights in your IIHI )
Our obligations concerning the use and disclosure of your IIH!

The terms of this notice apply to all records containing your 1IH! that are created or retained by our practice. We reserve the rlq"m to revise or amend this

Natice of Privacy Practices. Any revision or amendment to this notice will be etfactive for all of your records that our practice has created or maintained

In the past, and for any of your records that we may create or maintain in the future, Our practice will post a copy of our current Notice in our offices in a

visible location at all times, and you may request a capy of our most curvent Nofice at-any time.

B. IF YOU HAVE ANY QUESTIONS ABOUT THIS NOTICE, PLEASE CONTACT:
HEART AND VASCULAR CARE, INC. TeLeprone: 678-513-CARE (2273).

C.  WE MAY USE AND DISCLOSE YOUR INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION Q'IHI) IN THE FOLLOWING WAYS
The following categories describe the different ways in which we may use and disclose your lIHI;
1.

Treatment. Our practice may use your IHI to treat you. For example, we may ask you to have laboratory tests (such as blood or urine tests}, and
we may use the results to help us reach a diagnosis. We might use your IIHI in order to write a prescription for you, or we might disclose your
{IHt to a pharmacy when we order a prescription for you, Many of the people who work for our practice-including, but not limited to, our doctors
and nurses-may use or disclose your IIHI in order to treat you or to assist athers in your treatment. Additionally, we may disclose your liHi to others
who may assist in your care, such as your spouse, children or parents. .
2. Payment. Our practice may use and disclose your IIH! in order to bill and collect payment for the services and items you may receive from us.
For example, we may contact gfour health insurer to certify that Jou are eligible for benefits {and for what range of benefits), and we may provide
your insurer with details regarding your treatment to determine if your insurer will cover, or pay for, your treatment. We also may use and disclose
your IIHI to obtain payment from third parties that may be responsible for such costs, such as family members. Also, we may use your liHi to bill
you directly for services and items.
3. Health Care Operations. Our Practice may use and disclose your lIH! to operate our business. As examples of the ways in which we may use
and disclose your information for our operations, our practice may use your lIH! to evaluate the quality of care you received from us, or to conduct
GPTIONAL cost-management and business ptanning activities for our practice.
CPTIONAL 4. Appointment Reminders. Our practice may use and disclose your lIH to contact you and remind you of an appointment.

OPTIONAL 5. Treaiment Options. Our practice may use and disclose your IH! to inform you of potential treatment options or alternatives.

8. Health-Related Benefits and Services. Our practice may use and disclose your {fH! to inform you of heaith-related benefits or services that may
be of interest to you.
OFTIONAI.;

Release of Information to Famity/Friemds. Our practice may release your lHi 1o a friend or tamily member that is involved in your care, or who
assists in taking care of you. For example, a parent or guardian may ask that a babysitter take their child to the pediatrician’s office for treatment
fora cold. In this example, the babysitter may have access to this child's medical information.

8. Disclosures Required by Law. Our practice will use and disclose your {IHI when we are required to do so by federal, state, or local law.

D. - USE AND DISCLOSURE OF YOUR IIH! IN CERTAIN SPECIAL CIRCUMSTANCES. The following categories describe unique scenarios in which we may use
or disclose your identifiable health information; ’

1. Public Health Risks. Our practice may disclose your fIHI to public health authorities that are authorized by law 1o collect information for the purpose of:
. Maintaining vital records, such as births and deaths
Reporting child abuse or neglect
Preventing or controlling disease, injury or disabitity )
Notifying a person regarding a potential risk for spreading or contracting a disease or condition
Reporting reactions to drugs or problems with products or devices
Hifying individuals if a-product or device they may be-using has been recalled. .
Notifying appropriate government agency (ies) and authority (ies) regarding the potential abuse or neglect of an adult patient
(including domestic violence); however we will only disclose this information if the patient agrees or we are required or authorized
Dy law to disclose this information . ‘
Notityi ployer-under-limited-circumstancesrelated-primariiy-to-workplace-injury-or-iiness-or-medicat survetliange— - -
2. Health Oversight Activities. Our practice may disclose your IIHI to a health oversight agency for activities authorized by law. Oversight activities
can include, for example, investigations, inspections, audits, surveys, licensure and disciplinary actions; civil, administrative, and criminal
procedures or actions; or other activities necessary for the government to monitor government programs, compliance with civil nghts laws and
the health care system in general.

3. Lawsuils and Similar Proceedings. Our practice may use and disclose your liH! in response to a court of administrative order, if you are involved
ina lawsuit or similar proceeding. We may also disclose your IIHI in response to a discovery request, subpoena, or other lawful process by another
party involved in the dispute, but only if we have made an effort to inform you of the request or to obtain an order protecting the information the
party has requested.

4. Law Enforcement. We may release IIH! if asked to do 5o by a law enforcement official:

. Regarding a crime victim in certain situations, f we are unable to obtain the person’s agreement
Concerning a death we believe has resulted from criminal conduct
Regarding criminal conduct at our offices (continued on other side)




*Inresponse to a wasrant, summons, court order, subpoena or similar legal process
- To identify/locate a suspect, material witness, fugitive or missing person

OPTIONAL: e O
5. Deceased Patints. Our practice may release ItHi to a medical examiner or coroner to identity a deceased individual or to Rty ¥t 1§41 ge fiConsent
It necessary, we also may release information in order for funeral directors to perform their jobs. .
OPTIONAL: g
6. Orlm and Tissue Donation. Our practice may release your liHI to organization that handle oa:an, eye or tissue procurement or transplantation,
including organ donation banks, as necessary to facilitate organ or issue donation and transplantation if you are an organ donor,
OPTIONAL:

7. Research. Qur practice may use and disclose your IIH for research purposes in certain limited circumstances. We will obtain your written
authorization to use your IIHI for research purposes except when: (a) our use or disclosure was approved by an Institutional Review Board of a
Privacy Board; (b) we obtain the oral or written agreement of a researcher that éu) the information being Sought is necessary for the research study;
(i) the use or disclosure of your IHHI is being used only for the research and (i) the researcher will not remove any of your l1H1 from our %:cﬁce:
or (c) the liHI sought by the researcher only related to ecedents and the researcher agrees either orally or in writing that the use or disclosure is
necessary for the research and, if we request it, to provide us with proof of death prior to access of the liHI of the decedents.

8. Serious Threats to Health or safety. Our practice may use and disclose your IIHI when necessary o reduce or g’revem a serious threat to your
heaith and safety or the health and safety of another individual or the public.” Under these circumstances, we will only make disclosures to a person
or organization able to help prevent the threat.

9. Miktary. Our practice may disclose your HHI if you are a member of U.S. or foreign military forces {including veterans) and if required by the
appropriate authorities.

10. National Security. Our practice may disclose your lIH to federal officials for intelligence and national security activities authorized by law. We also
may disclose your ilHI to federal officials in order to protect the President, other officials or foreign heads of stats, or to conduct investigations.

11. Inmates. Our practice may disclose your liH! to correctional institutions or law enforcement officials if you are an inmate or under the custody of
a law enforcement official. Disclosure for these purposes would be necessary: (a) for the institution to provide health care services o you, (b)
for the safety and security of the institution, 2nd/or (c)-to-protect-your-health and salety-or the heakh and safgty af-other individuals. -

12. Workers' Compensation. Our practice may release your IIH] for workers’ compensation and similar programs.

E. YOUR RIGHTS REGARDING YOUR HiHI. You have the following rights regarding the IIHI that we maintain about you:

1. Confideatial Communications. You have the right to request that our practice communicate with you about your health and related issues in a
particular manner or at a certain location. For instance you may ask that we contact you at home, rather than work. in order to uest a type of
confidential communication, you must make a written request to Heart and Vascular Care, Inc, 1505 Northside Bivd., Ste. 4000, , GA
30041 and specifying the requested method of contact, or the location where you wish o be contacted. Our practice will accommodate reasonable
requests. You do not need to give a reason for your request.

2. Requesting Restrictions. You have the right to request a restriction in our use or disclosure of your lIH! for treatment, payment or health care
aperations. Additionally, you have the right to request that we restrict our disclosure of your IIHI to only certain individuals involved in your care
or the payment for your care, such as family members and friends. We are not required to agree to your request; however, if we do agree, we are
bound by our agreement except when otherwise retiuifed by law, in emergencies, 6r when the information is necessamtreat you. in orderto
request a restriction in our use or disclosure of your HI, you mustmake your requestin writing to: Heart and Vascular Cars, Inc, 1505 Northside
8ivd., Ste. 4000, Cumming, GA 30041. Your request must describe in a clear and concise fashion: (a) the information you wish restricted; (b)
whether you are requesting to kmit our practice’s use, disclosure or both; and {c) to whom you want the limits to apply.

3. Inspection and Coples. You have the right to inspect and obtain a copy of the IIHI that may be used to make decisions about you, including patient
medical records and billing records, birxilonot including psxg‘homera notes. You must submit your requestin writing to: Heart uuﬂhsmm
Inc, 1505 Northside Bivd., Ste. 4000, Cumming, GA 30041, in order o inspect and/or obtain a copy of your HHI. Our practice may charge a fee
for the costs of copying, mailing, fabor and supplies associated with your request. Our practice may deny your request to inspect and/or in

w . ceftain imited circumstances; however, you may request a review of our denial, Ancther icensed heaih care professional chosen by us wil conduct

4. Amendment. You may ask us to amend your health information i you believe it is incorrect or incomplete, and you may request an amendment
for as long as the information is kept by o for our practice. To request an amendment, your request must be made in writing and submitted to:
Heartand Vascular Care, Inc, 1505 Northside Bivd., Ste. 4000, Cumming, GA 30041, You must provide us witha reasonthatsupports yourruhucst
for amendment. Our practice will deny your request if you fail to submit your request Sand the reason suppor’ our request) in writing. Also,
we may deny your request # you ask us to amend information that is in our opinion: (a) accurate and complete; b‘ not part of the itHI lgeptiv%or
for the practice; (c) not part of the IIH| which you would be permitted to inspect and copy; or {d) not created by our practice, unless the individual
Or entity that created the information is not avaidable fo-amend the information.

.  Accountiag of Disclosures. All of our patients have the r;aht to request an “accounting of disclosures.” An “accounting of disclosures” is a list
of certain non-routine disclosures our practice has made ol yourllHHomon-treattmmmopemes. Use of yourliH| as partof the routine
patient care in our practice is not required to be documented. For example, the doctor sharing i with the nurse; or the billing department
using your information to tile your insurance claim. In order to obtain an accounting of disclosures, you must submit your request in writing 0:
Heart and Vascular Care, Inc, 1505 Northside Bivd., Ste. 4000, I:mnln? GA 1. All requests for an “accounting of disclosures™ must state
a time period, which may not be longer then six (6) years from the date of disclosure and may not include dates before April 14, 2003. The first
st you request within a 12-month period is free of charge, but our practice may charge you for additional lists within the same 12-month period.
Our practice will notify you of the costs involved with additional requests, and you may withdraw your request before you incur any costs.

6. Right to a Paper Copy of This Notice. You are entitied to receive a paper copy of our notice of privacy practices. You may ask us o give you a
of this notice at any Sime. To obtain a copy of this notice, contact Heart and Vascular Care, inc, 1505 Northside Bivd., m%.c«nhmﬂ

7. Right to File a Complaint. 1 you believe your privacy rights have been violated, you may file a complaint with our practice or with the Secretary

- Otthe Department of Health and Human Services. To%le acomplaintwith our practice, cpm:tuurlqdh?m re, lnc, 15&5"«&% Bivd.,
e LAmming, GA JOU4T. All complaints must be sybmitted in writing, Yoy will not be penalized for filing a compla e e e

8. Right to Provide aw Authorization for Other Uses and Disclosures. Our practice will obtain your written authorization for uses and disclosures
that are not identified by this notice o permitted by applicable law. Any authorization you provide to us regarding the use and disclosure of your

IIHI may be revoked at any time in writing. After you revoke your authorization, we will no longer use or disclose your HHI for the reasons descnbed
in the authorization. Please note, we are required to retain records of your care.

Agala, it you have any questions regarding this notice or our health information privacy policies, plaase contact: Heart and Vascular Care, Inc, 1505 Northside
Bivd., Ste. 4000, Cumming, GA 30041, GA 30224 or Call at 678-513-CARE (2273).

| scknowledge that | have received the Notics of Privacy Practices.

Inanemergency, to reporta crime (including the location or victims(s) of the crime, or the Gescription, iden ' T o.

Signature Date
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PATIENT AUTHORIZATION FOR PRACTICE TO RELEASE
PROTECTED HEALTH INFORMATION T0 THIRD PARTIES

By signing this authorization, | authorize Heart and Vascular Care, Inc. to use and/or disclose certain protected health information {PHI) aboutme to
orforthe party or parties listed below.

1)

2)

3)

When my information is used or disclosed pursuant to this authorization, it may be subject to re- disclosure by the recipient and may no longerbe

1give my permissionto Heartand Vascular Care, Inc. to leave detailed messages on my answering machine.

Patient Signature: Date:

I give my permission to Heartand Vascular Care, Inc. to discuss my medical information

withmy whose name is

Patient Signature: Date:

1give my permission to Heart and Vascular Care, inc. to discuss my financial information

with my whose name is

Patient Signature: ' Date:

protected by the federal HIPM Privacy Rule. | have the right to revoke this authorization in writing exceptto the extent that Heart and Vascular Care,
Inc.has acted in refiance upon this authorization. My written revocation must be submitted to Heartand Vascular Care, Inc's Privacy Officer at 1505
Northside Bivd., Ste. 4000, Cumming, Georgia 30041.

Signed by:

3
Signature of Patient orL.egal Guardian: Relationship to Patient:
Patient's Name Date

PrintName of Patient or Legal Guardian

Phone: 678-513-CARE (2273)
Fax: 678-513-8869
www.hvemd.com
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Please provide us with the name of your pharmacy and contact information:

Date:

Name of Patient:

Date of Birth: -

Name of Pharmacy:

Pharmacy Address:

Pharmacy Phone:

. Pharmacy Fax:

Please check the box if you do not currently use a pharmacy.




