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| PRIVACY POLICY

the policy of our practice that all physicians and staff preserve the integrity and confidentiality of the protected health

mation (PHI} pertaining to our patients. The purpose of this policy isto ensure that our practice, its physicians, and staff Have

necessary medicsl and PHI to provide the highest quality medical care possitite while protecting the confidentiality of the PHI

1. &f our patients to the highest degree possible. Patients should not be afraid to provide information to our practice, its physicians,
and staff for the purposes of treatment, payment end healthcare operations (TPO). To that end, our practice, its physicians, and
staff wilf -

» Adhere to the standards set forth in the Notice of Privacy Practices.

» Collect, use and disclose PHI only in conformaice with state and federal laws and cuirent patient covenants and/or
authorization, as appropriate, Qur practice, its physician, and staff will not use or disclose PHI for uses outside of practice’
TPO, without authorization from the patient.

Use and disclose PHI to remind patients of their appointments upless they instruct us not to. o

. Recognize that PHI collected about patients must be accurate, timely, complete, and available when needed. Our practice
jts physicians, and staff will implement reasonable measures to protect the integrity of all PHi saintained about patiénts
Recognize that patients have & right to privacy. Our practice, its physicians, and staff respect the patient’s individpal
dignity at afl times, Our practice, ifs physicians, and staff will respect patient’s privacy to the extent consistent with

. providing the highest quality medicat care possible and with efficient administration of the facility.

¢ Act as responsible information stewards and treat alt PHI as sensitive and confidentiat, Consequenitly, our practice and its
physicians and staff will —
o Treat all PHI data as confidential in accordance with professional ethics, accreditation standards, and legal

) requiremients.

i o Not disclose PHI data unless the patient (ot his/her authorized represensative) has properly authorized the release

Lo or the release is otheiwise authorized by law.

Recognize that, although our practice “owns™ the medical record, the patient has a right to inspect and obtain a copy of

_ higher PHI. [n addition, patients have a right to request an amendment to hisher medical record if he/she believe:

. information is inaccurate o incomplete. Our practice and its physicians and staff wili - 2 e

o Permit patient's access to their medical records when their written requests are approved by our practice. If we
the request, then we must inform the patient that he/she may request a review of the denial. T

o Provide patients an opportunity to reguest the cosrection of inaccurste or incomplete PHI in their medical recards
in accordance with the law and professional standards,

o Provide patients with an electronic copy of the medical record upon your written réquest and approval by the
practice. If we deny the request, then we must inform the patient that he/she may request a review of the denial.

o All physicians and staff will maintain a list of certain disclosures of PHI for purposes other than TPO for each patient and
those made pursuant to an authorization a3 réquired by HIPAA rules. We will provide this list to patients upon request,
so Jong as the request ig in writing.
All physicians and staff of our practice will adhere to asty restrictions concerning the use or disclosure of PHI that patients
- have requested and have been approved by our practice. WM

* Al physicians and staff must adhere to.this policy. Our practice wili not tolerate violations of this policy. Violation ofibie

policy is grounds for disciplinary sanctions in accordance with our practice’s personne! rules and regulations, -~

Cur practice may change this privacy policy in the future. Any changes will be effective upon release of a revised privacy
palicy and wiil be made available to pationts upon request.
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PATIENT CONSENT OF USE AND DISCLOSURE OF
PROTECTED HEALTH INFORMATION

i

v give suthorization to Advanced Surgical Physicians to use and disclose Proteoted Heaith Information (PHI) about nie'fo
' garry out (reatment, payment and healthcare operations (TPO). (Andrew J. Shapire, MD, PA’s notice of Privacy Policy provides
a more complete description of such uses and disclosures.)
I have the right to review the Notice of Privacy Policy prior to signing this consent. Advanced Surgical Physicians reserves the
right to revise the Notice 'of Privacy Policy at anytime. A revised Notice Privaey Policy may be obtained by forwarding a written
foquest to Advanced Surgical Physicians at 1447 Medica! Park Blvd, Suite 407, Weflington, FL 33414,
. With this consent, Advanced Surgical Phiysicians may cail my home or other afternative focation and leave 2 message on voivemail,
" with my spouse or myself in reference to any items that assist the practice in carrying out TPO, such as appointment reminders,
{nsurance itens and any calls pértaining to my clinical care, including Jaboratory results among others.
With this consent, Advanced Surgical Physicians may meil to my home or other afternative location any items that assist-the

sitctios in carrying out TPO, such as appointment reminders and patient statements. The practice is required 10 agree 107aly
quested festrictions, if in writing. ' \ '
dvanced Surgicaf Physicians will not disclose or sefl PHI for marketing purposes of use your information to raise funds  3°°
" Kdvanced Surgical Physicians will not disclose PHI to a health plan if you have paid for services in full aut of pocket without

1f Advanced Surgical Physicians decides, it i authorized to use antomated appointment reminders by phone or text message, but
you have the right to opt.out of these types of communications by providing that notification in writing.
If Advanced Surgical Physicians is notified or becomes awars of a breach in your PHI our staff will notify you in writing as
soon as that breach has been discovered.
By signing the form, | am conisenting to Advagced Surgical Physicians use and disclosure of my PHI to caery out TPO.

. Yinay revoke my consent in writing except to the extent that the practice has already made disclosures-in reliance upor my prior

o ent. If I do not sign this consent, or later rovoke it, Advanced Surgical Physicians may decline to provide treatment tomel!
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PATIENT FINANCIAL POLICY

Welcome 1o our practicé! Our dootors are dedicated to providing the best possible surgical care and service to you. Hyou
have any additional or specific questions, please.contact oue biiling company. Our financial policy is:

» Uniess you of your insurance company has made other arrangements, in advence, payment is due at the time of

service. For your convenience, the office accepts cash, personal checks, credit cards, and Gebit cards.

»  We are a participating provider for Medicare. You will be required to pay your Part B deductible unless your
secondary insurance pays the deductible. You will be required to pay the 20% coinsurance unless your :
secondary insurance pays the coinsurance. ' s

»  If your physician is NOT a participating provider with your insurance company, we witl file claims #sa courbésy

" Tor you, Most insurance companies will send payment to the patient; therefore payment is due at time of serviee.

o If your physician IS g participating provider with your insurance company, we will file claims. You wilibe .
responsible for co-payments, coinsurance, and deductibles which sre due at time of service.

o i your insurance company does not pay for sérvices in a timely manner piease understand that you will be held

responsible for the entire amouns of the submitted claim.

T hereby authorize the release of any information relating to claims for services that have been provided to-me and/or
dependents. | authorize Advanced Surgical Physicians to submit claims for services that have been provided to me and/or
mms, withiout having to obtain my signature on each-and every claim for myself and/or dependent, I authorize

10 be sent-directly to Advanced Surgical Physicians for services provided to me and/or dependents.
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Patient’s Financial Responsibility Policy

2thods of Fayment:
ceptable methods of payment are cash, check (maximum $250 untess paid 14 days prior), credit cards, and debit cards.
check returned by your bank will incur a $25.00 fee. '

insurance is on record, full payment is due at the time of service,

- " 7s Copays, deductibles or coinsurances will be coflected at check-in.
"7 « Patients are.responsible to know what their office visit responsibility is and to alert us of any change. :
_ * Patients are responsible for surgical fees 72 hous prior to procedure. These fees may be paid over the telephone.via
© gredit card for your convenience.
« Past due balances afe required to be paid in full prior to your next appointment,
« Refunds-will be issued after alt claims have been processed by insurance and posted in the account. Unfortunatety, this

$yPatient registration wil be updated completely by the patient annually or upon any changes to maintain acourate

s | 'ﬁ C .“l- N 5

- Signatures by the responsible parties are required on ail forms.

. Your insurance card will be scanned annuaily or upon any changes. 1t is the patient’s responsibility to keep us e
* informed of any changes regarding the registration and insurance.

Aceounts P

Payment of statement is due upon recelpt. )

Non-payment may resuft in preparation of account for collections bureau, smali claims couut and discharge from the practice.
fany account goes unpaid for a pesiod of more than 60 days, it may be turned over to an owtside collection agency. The

‘Berson financially responsible for the account will be responsible for all collection costs, reasonable attorney fees and all

gt costs. Any account sent 10 collections may result in the patient, and all famnily members ‘that the patient is responsible

for as guasantor being dismissed from the practice. S

i

- FSATan! Al st ; - |
" You, the patient, or adult responsibie party are responsible to know and understand your insurarce coverage. This inclides
Verification that our physicians.are providers within your insurance network. It is your responisibility to make sure we have
current insurance information.

Clajm Submission;

In the event the patient has insurance coverage but cannot provide documentation, charges will be entered as seif-pay.
Upon submittal of insurance card, we will submit a heaith insurance claim form. Secondary insurance is fited upon
-%’s submission of proof of secondary insurance. _

siled

. E¥rtain insy require that you have a referral from your primary care physician. Please make sure that your PCP has
Pen notified of this appointment and has provided us and you with a copy of that referral prior to-your appointment. i
. seferral is not received by the time of your appointment we will need to reschedule your visit for another time. Qur o
gractice will make every sffort to help you acquire this refermal, but it is ultimatety the resporisibility of the patient, -

OUR PHYSICIANS DO NOT DISCUSS FINANCIAL ISSUES. OUR BILLING STAFF IS TRAINED TO
PISCUSS YOUR ACCOUNT AND CAN MAKE PAYMENT ARRANGEMENTS IF NECESSARY.
. iy‘:
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Office Policies

: oomplatson ot‘admimstratwe fonns nbout your care and duplication of medical records is not a part of your routine
ditdical services from us. We are happy to assist you in any way we can, but we reserve the right to charge appropriately:
f&thm exira services based upon time and effort involved. The minimum fee is $23.00 for the completion of
uétmmstratwe forms such as FMLA and disability claims. If you require a paper copy your medical records, in
with the State Law, our policy is to charge $1.00 per page for the first 25 pages, $0.25 per page for pages 26
~ dad h:gher pius postage. Additional charges may apply for records that are STAT and that need to be centified, You may
pick-up the records at our office or your records elecironically downloaded to juiip drive, that you provide, to save the
: postagc fee. Records requests can be maie through the Patient Portal at no charge and are completed typically within 24

+ Requests must be made in writing by filling out our records release form or emailing & request through the patient
e !. 3 pom‘
"%, W » There is no cost to provide records to facilities or physicians that we refer you to see.
&ic= Please allow up to 10 business days for records to be available for pick up or delivery. B
4%& Pleasq allow up to 3 business days for FMLA and disability claims to compileted.

“_ I al: We :mtemtouse our patient portal. It is available for access via our website &
sdvagcedsurgicatphvitans com or directly st myhealthreeord.com. Once you provide an email address to our
i efﬁce, ywwﬁbesentanemaﬂ with instructions for activation. Once activated, we canpmvxdeyouvmhaomsto
~ appointment requests, clinician quesl:lon requests, and availability to your lab work, psthology and operative reports
after any required follow up appointiments.

Results: It is the polkfy of our practice not to release results via mail, email, portal or telephone until the
doctormiewsﬂ;emultswml you in person. When you are scheduled for any disgnostic testing, blood work,

iopsy, or any in-office procedure, you must have a follow up appointment for resulis and continuation of
o'ﬁn. It is your responsibility to make and keep all scheduled appointments for your follow-up care. If you cannod:i:
iﬂke an appomtmmt it is your responsibility to reschedule that appointnent,

o ildmn ' :I:r the age of 18 will require the signature of a responsible adult party on the registration form. We cannot
ﬁ'eaz an unaccompanicd minor.

MMM Asacounesytothepractmandoﬁmpah%wemquesﬂShourw&wcofcamellaﬂonof
office appointments. Except for illness or delays due to medical clearance, we require one week notice of
cancellation or rescheduling of any hospital or office surgical procedure. A fee may apply for cancellations not
compieted within the above time frame, Patients that need to reschedule a procedure more than one time not related to
;; thedical clearance issiie will be required to make a $250 deposit that will be applied to your balance. Allmﬂmdswﬂl
wmadcamrdmgwowofﬁoepohcyxfﬁwdepositexoeeds:hefm

et Deyices- Due to the sensitive nature of our pmueewerequestthatyou lisnit the use of electronic
ices wh:le mthe office. Please use appropriate headsets for streaming music, games and videos. Please step ot

?ﬂteofﬁceifyouwouldhketotakeap}wnecall Once you enter the exam room with the physician we request that
..+ your device be turned off. Unless a special request has been made and approved, there is no audio o video
récordings of appointments is permitted. Guest- WIFI is provided for you.




Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GET AOCESS TO THIS iNFORMA’HON PLEASE REVIEW IT CAREFULLY.

HEALTHINFORMATION: Described a5 follovs
are the ways we may use and disclose heakth
mmwmmmmammmm.
Exeeps for the  purposes, we will use and
disclose Heakh Infurmation only with your wrines
permaion You may revobe such permission avany
wiw by wriing o ur pracixce.

Treasment: We nnayuse and disciose Heakh
Tnigrmmtion for your and to provide yoo
with testmem- velased bealth cane services. For
exzmple, we may disclose Health Information
docsors, muses, sechnicians, o other pevsonnel,
inchuding peoph oudide our office, who are invalved
| yaur medical care and need the mdnmmaiion to
provide you with redical eare.

Payment: We may use and dischose Health
Informarion so diar we or others may bill and receive
payment front you, an insyrance company, of 2 thind
pm) iutﬂxw:mmdmwmwumm&
n:i we may give your health plan infoention so
y will pay for your ieatment

Healibeare Operations: We may use 2 disclose
Heaich baformion {or health care operation
putposes, These vses and discloswres-are necasany o
ke sare that alk of our padenes. receive ouality cam
mdwopemandmwrdlu Far example,
v may e and dinchose informatian to-maks sure the
obsteucal or -l came you receive & of the
ﬁxhwm We abso mey shae mfmmwdl

v et thar bave 2 nedarionsty: m{for
example. yon-heakh phin) for theic

operation aavities.

Appoi Reminders, Tes Ahernati
and Health Relaved Benefims and Services: We nuy
-t and disciose Heakh Informanon 16 comact you
anid oo reenind vou thar vou have ar appoirmen with
. We also may use and declose Heakh Enformation
4 1=t you abow tnemmem akermatives or heakh-
tebaied benedits and services thar may be of imeren o
b

Tadividuute Isvobved in Your Care nr Paymeon for
Your Gare: When appropeate, we ray share Health
Informaios with 2 person who i involved in your
medial care or paymment oe yoir cane, such a8 your
fanﬂ\orackﬂimnd“?eakomvmd) wur

Vamaly abott vour Tocais or
disclose pach m.fnmumn 10120 ety askisting i
disasrer refiet effor.

Research: Under conamn circunsiances, we mayuse
and discinse Health Infomarion foc sevearch, For
example, 4 reseanch wwoke comparing
thr"hrfakh of pmmpmf‘xmd OF# LEAEIENE W
those who recerved anadher, for the same condiion.
Befor: e use or disclose Health Lndormation foc
reseazch, the project will go through 2 specal approval
process. Fven without special approval, we auy

petmi hers wr ook a1 vecomis to help themn
ldmu[ypmem who may be inchudef i their msearch
project o for ouher sinsiar purposes., 28 kong o they

dos not memove or zke 2 copy of any Health
Tndenreragion.

Fundtaivieg Activities: We nuy use or disclne vonr
I’mmedl-halth!u[mas neGEsSATY, i
mmnmm{mfmﬂuw?mm You have the
'nslnmwwof

"H\oudommmm

woeive these mmls phease submit a written mequest
w the Pricwy Officer.

- okt | that petd

Av Required by Lawe Wo sl disclose Healdh fnf when

oo o hve & oot o

vequired 10 do 5o by intermationad, faderal, state or loca lw,

To Aventa Sericus Threat 1o Heakh or Safety: We may use
andd disclose Health Injormasion when recessary 10 prevem a
serious threat s your bealth and safevy or die health and safery of
she public ar another pesson. Disclosives, however, w2 be mude

- onfy w someons who may be able w help preven dhe theear

Bmmu Amsociates: We sy disciose Health Information 1o

functioes on our behall o

}wuwde s with aervices f che inlomuation is recessary for such
yactions of services, For examyple, 5o may use anoher company

10 perfiomm biking services on our behalf. Al of cur business
ummmam:lzymiwpmemtbepmn}ofmndm
and are nor ablowed w3 use or disclose any aormation othier than
a5 specified in our contracs.

Data Breack Notification Purposes: We nuy use your

you may sk us 16 smend the information. You
have che right 10 request an amendmens for as long
#s the information is keps by oe forour office. To
roguest a0 amendment, you miste make vour
reDetL, in writNg,

Right 1o an A ting of Dinck You
have the :gh:wmpmulmuiwmdﬂbmws
we made of Hoolth Information for putpases enher
than westmenz, paymeni and heaich care operations
oz fiar which you provided writen

To requen an accounting of disclosures, you must
make pour cequese, in wising.

Right +0 Requent Resricdons: You have the
ngln w0 ms: a restricrion of lmsaion on the
wir wse o disclose for
wr health care.of You

information 1o provide Jegafly-reqisieed nouces of voasthorized

anquikion, a00ess, or dicloso of vour heabh informauion. We
may send notice directly 10 you or preride nitice the sponsor
of your plan theough which you receive coverage,

O:gar and Tieswe Donation: I vou are an nigan donior, we
may use or release Heaith Enformation 1o omanizavions tha
landlu.- ongan ;.swcuremm or other entiies segaged in

of organs, e, OF KNS
and

1o bacbase OIgan, ¢ye o tisue o

Milieury and Veserans: [ you are a member of the armed forces,
we may release Heakh Infomation as sequised by mibuar
command swhorities. We 40 may release Health Information o
the appropriae foreign siftary sutboriy ¥ you are 4 mémberof a
{orcign mifitan:

Workees' Compentation: We nay rekae Health Information

aba have tﬁuglmomqmuﬁm:mnétﬂ:akh
{nfomation we disclose w tomeans involved in
your cam or the payment for your care, Bke a family
memberor friend. For exatple. you coukd ask duat
we ms}nmm{mnmnnm.lpam
diagnosis or ereatmen: with your s
st a résericiion, yem k.
0 Writing,

)uur Itqll.‘ﬂ-.

We arr aot tequired to ugree to your request: £f
we agree, v Wil comply sath your request unless
the informating is. nﬁededwpmvdﬂmmh
CHCTRERGY TrEaEmEnY.

Right w R Foatidensiat ¢ .
You have the right r requext dhar we commicae
with you sboun medical mateers in 2 cerain wayor
al a 4zewin locavion. For example, you cin ask thac

{ormlhers wsm@:wm'ﬂw& B
grm‘im&wdmmmor&wu

Public Health Risks: We may disclose Heakh Informaion for
gprublic Iealth acrivicies. These acrivities generily inchude
disclosures 1o prevert or comrd] disease, Mgy or disabibie:
mmbwﬂuaﬂmmdéﬁd:mmml?
mactions © medications or problems with producs; nody peopls
of recalie of producrs they may be using; 2 person who may have
lmnexruedmidmeﬁwmy&amkimmmcmgm

o g

and the fwmm
auﬂmrn) ifw\: bietiove 4 patient has bress.ihe victim

neglecs or donwatic violence. We will coly make this discloswpe if -

¥ou agree or when required or avthorized by b

YOUR RIGHTE; You have the folkrving rights segarding
tHrakh Information we Bave abewu vou

Accesn W electtonic records: The Healdy Information
Technalogy for Economic and Clinial Heabdy Ao HITFCH Ace
alkows people to ask for dlectronic copis of theic PHY contined
in clectronx: health reconds OF 0 TRXRICS] it WATing O
elecyonically thes anodher person receive an eloctronic copy of-
shese reconds. The (inal aemnibus niles expand an individuad's
night to aeess electronic records or o dirret that they-be sept o
another person v include nox only ekeeronic ealth records but
ale any: excords in one or mone designated record s2es. 1f the
sddividual requests an clecironit copy, i must be provided  the
format requested or in a mundly agreed-upon fareas, Covered
enities ray charge individuals for the cost of any elecuanic
media fsuch a5 2 USE flash drive) used-to provide a copy of the
clecuronic PHI.

Right wz Inspert and Copy: You have 2 vight 1o inspect and
ooy Flegkh Information dhar may be used 2 nake decisions
about your caee or piyment for sour care. This inciudes roedial
and biling reconds, ogher thar puychothérapy noies. Fo inspect
and capy shis Feakh luformavion, you must ol your request,

in wriving

we ont you by oail o7 at work To requaese
mnfd:mdmmmnmm.wumtnuh YOI
request, mwrlmﬁ Your regquett mus specily haw
or wheré mbemmcwd.ﬁwﬂ

MY
Y,

R-ghlﬁu?npel[}wyof'mle You have
the vight 1o a paper copy of this notice. You may
ash us 10 give YO 2 copyrof this norioe at any time.

CHANGES TO THIS NOTICE: We nserve che
right wclunge this aouice and make the new notice
‘3‘!\ Heakth Enfosmation we sleady have as

as any infoemation we: receive in the fooure.
We will post a copy of our eurrent notice ay our
office. The narice will comain the effective dare oo
she Earss page, in the top right-hand comer.

COMPLAINTS: §f you bebeve your pvacy

lmrebmvmlmed.)mmyikacmﬁhmM;
oy offioe or with dhe S of the

| of Heakth and Hurman Servm Ta f'ﬁ:awmpl.\mt

with our office. Allcomplsing muas be made in
writing,

You will not be peaaliced for Bling &
conmpluioe.
Ploas o the
form

ke
panyig A Eh

ANDREW [ SHAPIRO. M.D..FP A,
1447 MEDICAL PARK BLVD #407
WELLINGTON. Ft. 33414
561-333-1335

Undatr 9/13




1 hittve Dotss provioed st bed the opparunity to review the Pasions Financisl Responsibility and Pationt Financial Policies.
Patieni Signacure: Diate; e
Respousible Paety Sipratr: Reinticaahip: Dete; ut

WWM»&M&MMMMMmmmmmquM.M
wmwmmmmmmmmmwmmmmuummmm

Patient Signature: Dase:
Recsponsible Pty Signature; Relationship: Date:
P pstient is under ago 18, [herby give my permission for mh-mwmmmeJ.mm .

IhmbyMwﬁrﬂcﬂymmWW(MwmpwmmﬂdIMMMMIuNMMMME
wsy polizy of insurance nolading medicsl, aitpmobile, personal injuty grotection, worker's cosnpeasation, of ny other coverage further dieect ey such
rocapany make payment of benefity dicectly 1o ASP. :mmmulmﬁnmwmw o ASP. Iwm:mﬁmu responsitde to ASP
changes not covered by this assignment.
WWNMM:]MMWMW&WMMMMWuWMMwh
Cemter Kor Madicare and Medicaid, or Medigep or its insermediaries of to the biltiing agent of ASF ey informstion needed for s claim or rebmed cbaing. | peemit
»copy of this sathorization W ba used in piace of the originsl.

Putient Signete; Date:
Respousitie Party Sigasbure:

d Saigical Physicians
mmmdwmmammﬁnw&nﬁmﬂm)
1 dimve: the vight 10 review fhee Motice of Privacy Policy prior 1o sigwing this ccasom. Mmmu@m nemorvrs tha rigint 10 rovise the Motics of Privicy Policy W anytiss. A
mmmwmwwbmwmnmmm“ rpicel Physic Moddica} Pask Bivd, Suise 407, Wellington, FE, 3M14,

With this conpesrt, ASP, may call ey home or other 3 1nd lewve & o ok ‘mﬂtmywwmﬂhwbmhwmumﬂnmm
WNMMUmmdemdﬁMwmeuﬁu TN ST M.

With this coumest, AST may il to sy bown or ofher ahamtive inotion any iorms thd waxist tee practice i caszyiag out TRO, sech &8 ippoinnoent somindors md paticed The
penctive is requited (9 agTes 10 my roquesied resricticns, if it wriking. )

By sigaing i form, | et gosaanting to ASP o use and diaclosurs of vy PHI 16 corry out TRO.
1wmmmamwnMMMhWMMahm»mmwmmlndumup:hsmnrmmu,m
reny dacling 10 Provide oot o 1,

1 farve bt provided and bad the opportumity tn review the Natice Physicitn Financist Responsibility Coverage.
Patieon Signatare: Date:,
Responsibie Party SIS, ... oo TETMTONSRI: Data:

o

1have boen provided mnd hed the-oppartanity to review the office policies seganiing forms wnd relesse of reconds, availability of the patient portal, reporting sesults,’
camod]lition policy, use of electronic devices, and refills of medication.

:
| Respomibie Purty Sigrature: Relationship: Date: - .

Dette: s




; Dare: .

Notice of P.tivac_y Acknowledgement
Advanced Surgical Physicians, L1.C

Funderstand thas yndet the Health Fasurutice. Pottability and Accountability Act (HIPAA), I have certain
rights to privacy. tegard:ngmy protected health information. 1 acknowledge thut T hive received or havé beed
given the opportunity to receive a copy of your Notice of Privacy Practices, ! also underetanid that this
practive has the right to change its Notice of Privacy Practices snd that 1 may contact the practice at any time
to obtain 2 current capy of the Notice of Privacy Praciices.

Patient Name or Legal Guardian (pring Date

Office Use Only

- We have made the following attempt 1o obtain the patient’s signature scknowledging réceipt of Notice of
- Povacy Practices:

Attempt: ._.

1 Stff Name:




ADVANCED SURGICAL PHYSICIANS
Andrew J. Shapiro, MD, PA
1447 Medical Park Blvd. Suite 407
Wellington, FL. 33414
Phone: 561-333-1335 Fax: 561-333-4252

Under Florida law, physicians are generally required to carry
malpractice insurance or otherwise demonstrate financial
responsibility to cover potential claims for medical malpractice.

Your doctor has decided not to carry medical
malpractice insurance.

This is permitted under Florida Law subject to certain conditions. Florida
law imposes. penaities against non-insured physicians who fail to satisfy
adverse judgments arising from claims of medical malpractice. This notice
is provided pursuant to Florida Law.

*Patient Signature ______ Date_

Print Name.

*My signature acknowledges that | have read and
understand the above notice.



Advanced Surgical Physicians, LLC
1447 Medical Park Blvd, Suite 407 ~ Wellington, FL 33414
Office: (561) 333-1335 — Fax: (561) 333-4252

[ AUTHORIZATION TO DISCLOSE HEALTH INFORMATION _

j

" GPractice Name)

Patient Namea:

Date of Birth:

1D Number:

By my gsignature below, ! hemby authorize the use or disclostwe of my individually idestifiable
heatth information as described below. Iunderstand that this suthorization is voluntary. 1
understand that if the organization authorized to receive the information is not a health plan or
health care provider, the released information may no longer be protected by feders! privacy

ions.

Personsforganizations providing the informution:

Specific description of nformation (inciwding dutes):

Purpose of requested mse or disclosure:

"The patieat or The patients representative most read and mitisl the Tollowing stafements:

Initials

1. llmdmtmdthutthtsm&ormtinnmllexpimm _{DD/MMIYR), TGl -
mwﬁmmmmummﬂmmmmmﬁm :

under my policy.

2. | Tunderstand that I may revoke this authorization at any time by notifying the providing
ofganization in Writing. 1understand that the revotation witl not apply to information
that has atready been released in response to this authorization and will not apply to my
insszance company when the lsw provides my insuarer with the right to contest a claim

3, imdumndmumyhea!dmmmdﬂwpaynmtfmmyhedﬁlmmﬂmtbeaffomd

if1.do not sign this form.

4. | Funderstand that | may see and copy the mfomatimdmnhedmmisfmmandmll

Feceive & copy of this form after it is si

5. | i I have guestions about disclosure afmyhmlth information, I can contact the office

staff or the physician.

Signature of Patient or Legal Representative

If Signed by Legal Representative, Relationship to Patient Signature of Witness

This docsment will be retuined by the providing organization for six years.




E-maii Consent Form

Patient Na_me'l Date

Patient E-mail address Patient phone humber _

The LLG and its Staff Members shal be refermsdiothraughout thisconsentfonm s Provider”

1. RIBKOF USING E-MAL. TO COMMUNICATE WITH YOUR PROVIDER:
Pravider offers patients the opportunity to communicate by e-mail. Tmnﬂmpam
information by e-mail has a number of risks ihat patients should consider before using e-mail
communicativn. These include, but not imited to, the following risks:

'
b

<.

E-mails can be circulated, forward, and stored in numerous paper and electronic files.
E-mails can be immediately broadcast worldwide and be recsived by uninterided
recipients. _

E-mail sendors can easily fype in the wrong emall address,

d. E-maﬂ is sasier o faisify handwritten or asigned documents.
e. Backup copias of e=mail may exist even after the sender.or recipient has deleted his or

her oo%py

‘Employers and on-irie services have a right tb archive and inspect e-mails transmitted
through their system.

E-mail can te infarcepled, altered, forward, or used without authorization or detection.
E-mall can be used 10 infroduce viruses into the computer system.

E-mail can-bs used as evidence in court,

2. CONDITIONS FOR THE USE OF E-MAIL:

Provider will use reagsonable means to protect the security and confidentiality of e-mail :
information sent and recsived, However, bacauss of the risks outlined above, Provider canaot
guarantes the security and confidentiality of e-mail communication, and will not be liable for
improper disclosire of confidential information that is not caiised by Provider's intentional
redsconduct. Thus the patienis must consent to the use of email for patient informatian.
Consent to the use of e-mall includes. agreamant with the fallowing conditions,

a

G,

All e-inails to or from the patient conceming diagnosis or treatment will be printed out
and made part of the patients medical record. Because they are part of the medical
record, other individuals autherized to access the medical record will have access o
those e-mails,

Provider may forward e-mails internaily o Provider's staff and agent necessary for
diagnuals treatmant, reimhursement, and other handiing. Provider wilf not, however,
forward emalls to independent third parties without the patients jprior written consant,
except-as authorized or required by law.,

The patient is respornsible for proteciing hisfher password or other means of 8c0ess 1o e-



E-mail Consant Form

mail. Provideris not liable for breaches of confidentiality caused by the patient or any third
party. ;

d. Provides sha¥t not engage in e-mail communication that is unlawfil, such as unlawfully
practicing miedicing across state lines.

e uhmmmmmm to folicw-up and/or schedule an appointment.

To cormnuniéia!e by e-mad, the patient shall

8. Limit¢r avoid tsing hisher employer's computer,

b. inform Provider of changes in his/her e-nail address.

c. Confiimthat he/she has received and read the e-mait from the Provider.
d.

.

. Putthe patient's name in the body of the e-mail.
. include the category of the communication inthe e-mail's subject fine, for routing:
9W{e.g bifling and questions).
. Take precautions to praserva the confidentiality. of e-mail, such as using screan savers and
aaioguarding hisfher computer paseword,
g mdg’aw consent only by e-mall or written commiinication to Prowider.

The Provider shall have the right to.immadiately terminate the &-mail relationship with you if
detarminsd. imhe sole Provider's discration; that you have viclated fhe terme and conditions sot
forth above dr otherwise breached this agreement, or have engaged in conduct which the
Provider Mrmim o be unacceptable.




Thave discussed with the Provider or haier repressntative and {acknowledge that thave read
and Jully understand this consentform. turdeistand the risks assixciated Villh the commursication
of e-mail between the Provider and me, and consent to the tonditions herein. Fagres tothe
Instructions oltlined herein, as weli as any other nstructions that my Provider may impose fo
communicate, with patients by e-mall. Any guestions {may have hadwere answered.

Pationt Name (print) ___

fagres to indammily and hoid harmiess the Provider and its trustess, officers, directors,
employees, agents, information providers-and supplers, and websits designers and maintainers
from and against all Iosses, expenses, damages and costs, including reasonable atiomey's fees,
retating to o arising frém any informaition loes due 1o technical fallure, My uss of the internet to
‘communicatd with the Provider, and any bveach by me of these réstrictions and conditions.

Patient Name (print)_
Patient Signature _ Date:




B e e AR M

Medical History
Name e e Date of Birth
_ _ weght___
] ;he msan.for-;,-our visit today?
rgles to Medications: i
‘What Héalth problems do you have? Please circle yes/no for each

Heartattack ly/n |Comcer y/n_| Anemia y/n

_ushhwmm y/n | Asthma y/n | HIV¢ . iy

| lrregular heartheat | y/ni | Depression/anxiety y/n_|Highcholesterol _ _ ly/n

Diabetes 1 y/n-| Heart disease _ly/n ] Heartfallure AL

stroke Ty/n | COPD "Ty/n_| Chronicpain vin

i Blood Clot Jy/n [ Toyrolddisease | y/n | Kidney disease y/n

QOther: _

g

What types of surgery have you had in the past?

 Marital Status? Married Single Divorced long term relationshiip Widowed
Smoking History? Never e Curemt____ Former.

_ Alcohol? Never . . . . Curent ________ Social/Moderste/Heavy

1> Recreation Drug UseiNever__________ Cument Social/Moderate/Heavy

%250 you have  famly histary of the following? Circle Yes/rio for each

2t Diabetes i y/n | Asthina ___Jy {corD ylo

T Feart Disease | y/n | Cancer/Type y/n BfeastCanmr?Who? — y/n

Required by govarnment mandate- You have the right to refuse 10 answer

Language:
Pharmacy with Phone number

ot
:;:.; %

e A -




Andrew ). Shapiro, MD

1447 Medical Park S Suite 407
Wellington, FL33414

Version 3,24

Telehealth informed
consent form

Teleheaith involves the use of secure electronic communications, information technology, or other means to
enable a healthcare provider at one location, and a patient in another focation to share individual patient clinical
information for the purpose of consuiting with, diagnosing, treating, prescribing, and/or referring the patient to in-
person care, as determined clinically appropriate. This “Telehealth Informed Consent” informs the patient
{“patient,” “you,” or “your™} concerning the treatment methods, risks, and Emitations of using a teleheaith
piatform.

Services provided;

Telehealth services offered by Advanced Surpicai Physiclans, LLC {“Practice”), and the Practice’s engaged providers
{our “Praviders” or your “Provider”) may include a patient consuitation, diagnosis, treatment recommendation,
prescription, and/or a referrafto in-person care, as determined clinically appropriate {the “Services”}. Your
Provider wili be licensed in the state where you are located at the time of your consultation, or otherwise meet a
professional licensure exception under applicable state iaw,

Electronic transmissions:
The types of electronic transmissions that may occur using the teleheaith piatform inciude, but are not Emited to:

e Appointment scheduiing

» Completion of medical intake forms

e Exchange and reviewof patient medical intake forms, patient heaith records, images, diagnostic and/or
Iab test results via asynchronous communications

s Two-way interactive audio in combination with store-and-forward communications between you and
your Provider

e Two-way interactive audio-video interaction between you and your Provider

s Review and treatment recommendations by your Provider based upon output data from medical devices
and sound and video files

«  Deliveryof a consuitation report; and/or other electronic transmissions for the purpose of rendering
clinical care 1o you

Expected benefits:

*» Improved access to care by enabling you to remain in your preferred location while your Provider consuits
with you. Qur telehealth services are avaltable by appointment only.

»  Easy access for follow-up care. If you need to receive non-emergent follow-up care refated to your
treatment, piease contact your Provider by caliing the office at 561-333-1335. If the officeis closed you
will be directed to our answering service and your caB will he returned as quickly as possible.

# N\ ToplineMD
W # Alliance




Andrew ). Shapiro, MD
1447 Medical Park Bivd Suite 407
Wellington, FL33414
Version 3,24
More efficlentcare evaluation and management. Please continue to use the patient portal for another
form of communication which wili be checked between 4.6 times per day, You will geta response via the
portal or a phone call,

Service limitations:

The primary difference between tefehealth and directin-person service deliveryis the inability to have
direct, physical contact with the patient. Accordingly, some clinical needs may not be appropriate fora
telehealth visit and your Provider will make that determination.

OUR PROVIDERS DO NOT ADDRESS MEDICAL EMERGENCIES. iF YOU BELIEVE YOU ARE EXPERIENCING A
MEDICAL EMERGENCY, YOU SHOULD DIAL 9-1-1 AND/OR GO TO THE NEAREST EMERGENCY ROOM.
PLEASE DO NOT ATTEMPT TO CONTACT ADVANCED SURGICAE PHYSICIANS, LLC OR YOUR PROVIDER.
AFTER RECEIVING EMERGENCY HEALTHCARE TREATMENT, YOU SHOULD VISIT YOUR LOCAL PRIMARY
CARE DODCTOR.

If it is determined during the initial screening of the telehealth visit that you should be seen in person,
either in your Provider’s office or in a recommended facility, you will not be charged for the telehealth

visit. Appropriate emergency questions will be asked at the beginning of the teleheaith visit that will
determine what will be the best place for you to receive care,

Security measures:

The electronic communication systems we use will incorporate network and software security protocols to protect
the confidentiality of patient identification and imaging data and will include measures to safeguard the data and
to ensure its integrity against intentional or unintentional corruption, AH the Services delivered to the patient
through telehealth wili be delivered aver a secure connection that complies with the requirements of the Health
Insurance Portability and Accountability Act of 1996 ("HIPAA™}.

Possible risks:

W

# N\ TopLine MD

Delays in evatuation and treatment could occur due to deficlencies or faitures of the equipment and
technologies, or provider avaiiability.

In the eveatof an inability to communicate as a result of a technological or equipment fadure, please
contact the Practice at 561-333-1335, the portal emall system, or as a last case ajsmdpa@yahoo.com.
The quality of transmitted data may affect the quality of services provided by your Provider. Changes in
the environment and test conditions could be impossible to make during delivery of teleheatth services.
In rare events, your Provider may determine that the transmitted information is of inadequate guaiity,
thus necessitating a rescheduled teleheaith consult oran in-person meeting with your focai primary care
doctor.

In very rare events, security protocols coudd fall, causing a breach of privacy of personal medical
information,

In rare events, a fack of access to complete medical records may resuit in adverse drug interactions or
allargic reactions or other clinical judgment errors.

Alliance




Andrew ). Shapiro, MD

1447 Medical Park S Suite 407
Wellington, FL33414

Version 3,24

Patient acknowledgments:

By checking the box associated with "Teiehealth Informed Consent," you acknowiedge that you understand and
agree to the contents above and further agree with the following:

1,

10,

11.

12,

13,

# W\ ToplineMD
N ;

lunderstand that if | am experiencing a medical emergency, that | will be directed to dial 9-1-1immediately
and that our Providers are not able to connect me directly to any local emergency services.

| acknowiedge that | have been given an opportunity to selecta provider; Or, | have elected to consult with the
next available provider. | acknowledge that prior to the consultation, | have heengiven the provider's
credentials.

| understand thereis a risk of technicat faifures during the telehealth encounter beyond the control of the
Practice, |agree to hold harmiess the Practice for delays in evaluation or for information lost due to such
technicat failures,

l understand that | have the right to withhold or withdraw my consent to the use of telehealth in the course of
my care at any time, without affecting my right to future care or treatment. | understand that | may suspend
or terminate use of the teleheaith services at any time for any reason or for no reason.

lunderstand that alternatives to telehealth consultation, such as in-person services are available to me, and in
choosing to participate in a teleheaith consultation, | understand that some parts of the Services involving
tests (e.g., fabs or bloodwork) may be conducted by individuals at my location, or at a testing facility, at the
direction of our Providers,

lunderstand that | may expectthe anticipated benefits from the use of teiehealth in my care, but that no
resuits can be puaranteed or assured.

lunderstand that it is necessary to provide a complete and accurate medical history and will update my
medical health records periodically, but no less than once a year.

lunderstand persons may be present during the consuitation other than my Provider in order to operate the
teiehealth technologies. | further understand that | wili be informed of their presence in the consultation, and
their role, and thus will have the right to requestthe following: {1} omit specific details of my medical
history/examination that are personaily sensitive to me; (2) ask non-medicat personnekto leave the telehealth
examination; and/or (3} terminate the consultation at any time.

| understand | have the right to object to the videotaping of the telehealth consultation.

lunderstand there is no guarantee that | will be treated by our Providers, Qur Providersreserve the right to
deny care for potentiai misuse of the Services or for any other reason if, in the professional judgment of our
Providers, the provision of the Service is not medically or ethically appropriate,

| understand that | will not be prescribed any narcotics for pain, nor is there any guarantee that | will be given
a prescription at afl.

lunderstand that federat and state law requireshealth care providers to protect the privacy and the security
of health information. |understand that Practice will take steps to make sure my health information is not
seen by anyone who should not see it. | understand that teleheaith may involve electronic communication of
my personal medical information to other health practitioners engaged by Practice who may be focated in
other areas, including out of state.

| understand that if | participate in a consultation, that | have the right to requesta copy of my medical records
and/or consuitation report, which will be provided to me at reasonable cost of preparation, shipping and
delivery.

Alliance
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14. | understand that | may be asked If | have a primary care doctor and, if so, whether | consent 1o sending a copy
of my medical records and/or consuitation reportto my primary care doctor. Upon my consent, Practice witt
send copy of my medical records and/or consultation report to my primary care doctor, which will be billed
me at reasonabile cost of preparation, shipping and delivery.
15. lunderstand that my healthcare information may be shared with other individuals for schedulingand bilfing
purposes,
16. lunderstand that | may not be covered under my currenthealth insurance plan for telehealth services,

Patient informed Consent

| have carefuily read this form and fully understand its contents, including the risks and benefits of the telehealth
services. | hereby give my informed consent to participate n a teleheatth consultation under the terms described
herein. By checking the box associated with "Teleheaith Informed Consent", | acknowledge that | understand and
agree with the above and hereby consent to receive Practice’s teleheaith services:

ACCEPT. By checking the Box for this "TELEHEALTH INFORMED CONSENT" | hereby
state that | have read, understood, and agree to the terms of this document.

Patient’s name Parent/Legal guardian’s name
Patient’s signature Parent/Legal guardian’s name
Date Date

# \ ToplLineMD
® # Allionce




