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Phone: 305 971-0510 Fax: 305 663-5929

Patient Information Form

Name: SSN: / / DOB:

Home Phone ( ) - Cell Phone () - Fax:( ) -

Religion: Race Ag?: Marital Status: ___ Single _ Married ___ Divorced ___ Widow
Address: Apt#:

City: State: Zip Code: Email:

Employer / School: Tittle: Work#: () -

Spouse: Age: DOB: / / SSN: - -
Employer / School: Tittle: Work #: ( ) -

Primary Language Spoken: Phone ( ) - Fax: ( ) -

Insurance Information

Primary Insurance: Policy/Subscriber:
Address: Date of Birth:

City, State, Zip: Insured Policy ID:

Plan Phone: Group Number:

Effective Dates: Patient Relationship to Subscriber:
Secondary Insurance: | Policy/Subscriber:
Address: Date of Birth:

City, State, Zip: Insured Policy ID:

Plan Phone: Group Number:

Effective Dates: Patient Relationship to Subscriber:




UROGYNECOLOQY

7300 SW 934 Ave Suite 200
Miami, Fl. 33173

Phone: 305 971-0510  Fax: 305 663-5929

Informacion del Paciente

Nombre: SSN: / / DOB:

Telefono Casa ( ) - Celular ( ) - Fax: ( ) -

Religion: Raza Edad: Estado Civil: ___ Solera___ Casada___ Divorciada ___ Viuda
Direccion: Apti#:

Ciudad: Estado: Codigo Postal: Email:

Empleador / Escuela: Titulo: Tel. Trabajo: ()

Esposo/a: Edad: DOB: .v / / SSN: -

Empleador / Escuela: Titulo: Tel. Trabajo: ( ) -
Lenguage Nativo: Referida por:

Doctor Primario: Telefono: ( ) - Fax( ) -

Informacion de Seguro

Seguro Primario: Polisa/Acegurado:
Direccion: DOB:
Ciudad, Estado, Zip: Nuxi;gero de Polisa:
Tel. Del Seguro: Numero de Grupo:

Fecha Efectiva: Relacion al Paciente:

Seguro Secundario:

Direccion:

Numero de Polisa del Paciente:

DOB:

Ciudad, Estado, Zip:

Polisa del Péciente:

Tel. Del Seguro:

Numero de Grupo:

Fecha Efectiva:

Relacion al Paciente:
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Miscellaneous Information Emergency Contact
What is your preferred Pharmacy: Emergency Contact:

Pharm. Name: Patient Relationship to contact?
Tel ( ) - Phone Number:

If Patient is a Minor, Please Complete the Following:

Father;s Name Mother’s Name

Home Phone ( ) - Cell Phone ( ) -

AUTHORIZATION OF MINOR TREATMENT
By signing this statement, 1 authorize examination, diagnosis and treatment to the above mentioned minor. This

authorization may include the release of records to insurance company and/or state/federal legal authorities.

Parent or- Legal Guardian Signature

Patient’s Signature Date
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Information De Farmacia Contacto de Emergencia
Cual es el nombre de su Farmacia Preferida Contacto de Emergencia:

Farmacia: Relacion del Contacto?

Tel. Farm, ( ) - ‘ Numero de Tel. del contacto:

Si la Paciente es una Menor de edad, Por Favor complete lo siguiente:

Nombre del Padre Nombre de 1a Madre

Tel. De la Casa ( ) - Tel. Celular ( ) -

AUTORIZACION PARA TRATAMIENTO MEDICO DE UNA PACIENTE MENOR DE EDAD

Al firmar esta forma, yo autorizo la examinacion, diagnostico y tratamiento a la paciente menor de edad mencionada en esta

forma. Esta autorisacion incluye el intercambio de sus documentos medicos a su aseguadora y/o a autoridades estatales y/o
federales.

Firma del Padre o Guardian Legal

Firma del Paciente Fecha
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LAB RESULTS: Effective immediately you can now access your lab results through Quest or LabCorp. You will have to
download the application to your phone. Please allow 5-7 business days for your results to upload. We will only be calling
patients with ABNORMAL results. However, if you have any questions regarding your results, please feel free to contact
our office at (305) 971-0510.

st ok s ke o oo o o ke ok o ok o b o ok e o e sk o ok o o8 o ok ok ke sk o ok s ke sk ke ok o ok e ok e sk el ok ok ke sk ke stk ok ke sk ke ok ke sk ke sk sk ok o ok ok sk ke ok sk ok sk ke okl ke sk sk e sk ak s ok sk ok ok sk ok ok skok ok ok

FINANCIAL POLICY:
Thank you for choosing I Anthony Cardella, M.D., LLC. The following is a statement of our Financial Policy.

PAYMENT IS DUE AT THE TIME OF SERVICE
ALL COPAYMENTS AND DEDUCTIBLES ARE DUE PRIOR TO YOUR VISIT

WE ACCEPT: CASH, VISA, MASTERCARD, DISCOVER, AMERICAN EXPRESS, AND PERSONAL CHECKS

PROOF OF INSURANCE: All patients must complete our patient information form. We must obtain a copy of your
driver’s license and current valid insurance to provide proof of insurance. If you fail to provide us with the correct insurance
information in a timely manner, you may be responsible for the balance of a claim. We are in network with most major
insurance carriers. However, it is the patient’s responsibility to verify that we are a participating provider of the insurance
plan. It is the patient’s responsibility to know and understand the requirements of their insurance plan. As part of the
contract with your insurance company, all co-payments, co-insurances and deductibles must be paid at time of service. If
you fail to provide us with the correct insurance information in a timely manner, you may be responsible for the balance of
the claim.

MINOR PATIENTS: The parent or guardian accompanying the minor is responsible for payment of services rendered.

NONCOVERED SERVICES: Please be aware that some — and perhaps all — of the services you receive may be non-
covered or not considered reasonable or necessary by Medicare or other insurers. You must pay for these services in full at
the time of visit.

RETURNED CHECKS: Any check returned for non-sufficient funds will be subject to bank fees (the amount the bank
charges the practice) along with a $25.00 NSF fee from the office.

COLLECTION POLICY: Should your account become past due, the patient/debtor assumes all costs of collection,
including but not limited to, collection agency fees, court costs, interest and legal fees. All unpaid accounts will be reported
to the credit bureau.

ADDITIONAL OFFICE FEES: Blood drawing, Injections, FMLA, WIC, Disability Forms are $15.00, Medical records
$1 dollar per page, Cord Blood collection fee $250, No Show $20.00

I HAVE READ AND FULLY UNDERSTAND the Financial Policy and all my questions regarding this policy have been
answered. I hereby agree to render payment in accordance with the terms and conditions set forth.

Patient Name: Date:

Patient/Responsible Party Signature:
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Patient Acknowledgement of Receipt of the Notice of Privacy Practices and Consent to Use and
Disclose Health Information

I acknowledge that it is my discretion to obtain a copy of I. Anthony Cardella, M.D., LLC. Notice of
Privacy Practices, describing how my health information may be used or disclosed under the federal
law. Provided that I Anthony Cardella, M.D., LLC continues to its good faith effort to comply with the
requirements of the Federal privacy law, I hereby consent to the use and disclosure of my Health
Information for the purposes and the activities permitted under the federal privacy law. I understand
that I should read the Notice of Privacy Practices carefully if I decide to obtain the information. I am
aware that the Notice may be change at any time. I may obtain a revised copy by calling I Anthony
Cardella, M.D., LLC office at (305) 971-0510.

I have been given a copy of Notice of Non Discrimination and Notice of Privacy Practice.
Reconocimiento de Aviso De Privacidad

Reconozco que a mi discrecion puedo pedir una copia a I Anthony Cardella, M.D.,LLC del aviso de
Privacidad. Entiendo que bajo el Health Insurance Portability and Accountability Act (HIPAA), tengo
ciertos derechos a la privacidad con respecto a mi informacion de salud protegida. Doy permiso a I
Anthony Cardella, M.D.,LLC de usar mi informacion de salud para las actividades permitidas bajo esta
ley. Reconozco que he recibido o he tenido la oportunidad de recibir una copia de su aviso de practicas
de Privacidad. Tambien entiendo que esta practica tiene el derecho de cambiar su aviso de practicas de
privacidad y que puedo contactar con la practica al telefono (305) 971-0510 en cualquier momento
para obtener una copia actual de la notificacion de practicas de privacidad.

Signature of Patient / Firma del Paciente Print Name / Nombre del Paciente

Patient Legal Representative (if applicable) Date / Fecha
Representante Legal (Si aplica)

I hereby give permission to disclose my Medical Information and records to:
Yo autorizo a la siguiente persona saber informacion sobre mi condicion medica:

Name Relationship to patient
Nombre Relacion con la Paciente
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Patient Record of Disclosure

In general, the HIPAA privacy rule gives individuals the right to request a restriction on uses and disclosures
of their protected health information (PHI). The individual is also provided the right to request confidential
communications or that a communication of PHI be made by means such as sending correspondence to an
address other than home,

I wish to be contacted in the following manner (check all that applies):

Home Telephone: Written Communications:
___OK to leave message with detailed information ___OK to mail home address
__Leave message with call back number only ___OK to mail work/office
___OK to fax to this number

Work Telephone: Other:

___OK to leave message with detailed information ___OK to email to this address:

Leave message with call back number only

Signature Date

Print Name Birth Date

The Privacy Rule generally requires healthcare providers to take reasonable steps to limit the use or disclosure
of, and requests for PHI to the minimum necessary to accomplish the intended purpose. These provisions do not
apply to uses or disclosures made pursuant to an authorization request by the individual.

Uses and Disclosures for Lifetime Health center may be permitted without prior consent in an emergency.
Healthcare entities must keep records of PHI disclosures. Information provided below will constitute this record.
Please list who we may disclose information to such as appointment times, lab results or medication information.

Disclose information to: Address or Phone #: Disclose this information

Office rev 01/2020



7300 SW 937 Ave Suite 200
Miami, F1. 33173
Phone: 305 971-0510 Fax: 305 663-5929

Dear Patients:

Unfortunately, the cost of malpractice insurance has become prohibitive and availability is very
limited. Accordingly, we no longer carry malpractice insurance, but rather are self-insured under
Physicians Financial Responsibility pursuant to Florida Status, Section 458.320.

Dr, I. Anthony Cardella and Dr. Eduardo Martinez, and our employees pride themselves on being
diligent, thorough and thoughtful. We do not commit malpractice. On rare occasions, though no
fault of our own, a patient may have a less than optimal experience. Complications are neither
negligence nor malpractice.

Accordingly we have adopted the following policy with respect to the malpractice suits:

1. All suits will be vigorously defended and taken to trial.

No settlements will be made under any circumstances.

Any and all legal means of discovery and investigation will be used to uncover evidence

beneficial to our defense.

4. When the suit is dropped or adjudicated in our favor, cost will be assessed against the
Plaintiff. Assessments of cost will be pursued aggressively and to fullest extent of the
law.
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If you are uncomfortable remaining under our care after this letter, we will be glad to refer you to
another physician. If you have read and understood this letter and agree to remain under our care,
please sign below.

Sincerely,

I Anthony Cardella, M.D. / Eduardo Martinez

Patient Name (Print) Date

Patient Signature



GENERAL CONSENT FOR

-- O
COMPREHENSIVE EXAMINATIONS L/‘ﬁzz\;l‘.}DELu\
INVOLVING PELVIS AND,OR RECTUM £ ToplLine MD Alliance

| understand the planned procedure and | consent to a medically indicated physical examination which
may include, but may not be limited to the following:

(lj A female Gynecological Exam which may include a rectal exam and a pelvic exam.
(14 An Ultrasound Exam which may include a probe placed in the vagina.

(b{ A rectal exam only.

("{ An Ultrasound Exam which may include a probe placed into the rectum.

( l/{ Other procedures as listed

(1/‘ Examination of external genitalia

I. ANTHONY CARDELLA, MD.,LLC
This examination will be performed by any provider fromng sw a3rp AvE., SUITE 200  LLC

MIAMI, Fl. 33173
The consent will remain active until | withdraw my consent in writing.

Name of Patient

Signature of Patient or Patient's Representative if under 18 Date



Notice zgf.,E,tiva‘i:yE Practices
. Anthony Cardella, MD, LLG

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU GAN-GET ACCESS
TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

HOW WE MAY USE AND DISCLOSE HEALTH
INFORMATION: Described es follows are the ways we

| may use enddisclose hédlth inforiation that identifes
you (Health informaion). Exoept for the following
purposes, we will use and disclose Health Infonnation
only with your writisn permission. You may revoke such
permission at any ime by wiiting to our practice.
Treatment

We may use and disclose Health Information for your
treatment and to provido you with treatment-related

| health care sarvices. For example, we may disclose
Health Information to docters, nurses, technicians, or *
other perconne, including people culside ous office, who
are involved tn your medical care and neod the
information to provide you with medical care.

Payment:

We may use and disclose Health Information so that we
or others may bill and receive payment fram you, an
tnsurance company, or a third perly for the treatmsnt and
services you received. For exampls, we may give your
heaith plen information so that they will pay for yeur
freatment.

Healthcare Oporations:

Woe may use and disclose Health Information for hsalth
care operation purposes. These uses and disclosures are
necessary to make sure that all of our patients receive
qualily care and to operate and manage our office. For
example, wo may use and discloss information to make
sure the obstatrical or gynecological care you receive is
of the highest qualily. We elso may shate information
with other entifies that have a relationship with you {for
eaqrr}pb. your heaith plan) for their heaith care operation

Appolntment Reminders, Troatment Altematives and
Health Rolated Benefits and Services. We may use
and disclose Health Information to contact you end to
remind you that you have en appointment with us. We
also may use and disclose Health Information to tefl you
about treatment altematives or health-related benefits
and services that may be of intarest to you.

Individuals Involved In Your Caro or Payment for
Your Care. When eppropriate, we may share Health
Information with a person who Is invalved In your medica!
care or payment for your care, such as your family or a
closs friend. We &lso may notty your family about your
location or genarel condition or disclose such information
to an enfily assisting in a disaster rellaf cffort
Research, Under oertaln clrcumstances, we may use
and disclose Health Information for research. For
axampla, a research project may involve comparing the
heelth of patiants who recelved onsa treatment to those

who recelved another, for the sams conditicn. Beforewe -

use or disclose Héalth (nformation for research, the
project will go through a spaciel approval pracess. Even
without special epproval, we may pemit researchers to
toak at records to help them idently patients who may be
included In thelr ressarch project or {or other similar
purposes, as long as they do not remove o t2ke a copy
of any Health Information.

Fundralsing Activities. We may use or disclose your
Protecled Heelth Information, as , lnorder to
contact you for fundreising ectivities. You have the right
to opt oul of recelving fundraising communications.
{Optional) If you do not want to receive these materials,
plaass submit a written request to the Privacy Officer.

SPECIAL SITUATIONS:

As Required by Law. Wo will disclose Heglth
tnformation when required to do so by intematione!,
federal, state or local law.

£

To Avert a Serlous Threat to Health or Safety. Wo may use
and discloss Health Information when necessary to preventa

"| serious threat to you heath and sifsty of the hedlth and sdléty

of the public or enother person. Disclosures, however, will be
mads only to someone who may be eblo to help prevent the

threat.

Business Associatss. We may disclose Hsalth Information to
our business associates thet perform functions on our behalf or
provida us with services if the information Is nacessary for such
functions or services. For example, ¥o may use another

" company to perform bifling services on our behail. All'of our

business associates are obligated to protect the privacy of your
Information and ere not allowed to uss or disclose any
information othar than as apecified in our contract.

Data Broach Notification Putposes. We may use your
contect information to provide legally-required notices of
unauthorized eoguisition, access, or disclosure of your health
informaticn. We may send notice directly lo you or provide
notice to the sponscr of your plan-through which you receive

coverage.

Organ and Tissuo Donatien. i you are an organ denor, we
may uso or release Health Information to orgenizations that
hand!s argan precurement or other entities engaged in
procurement; banking or trensportation of ergens, eyes, or
tissues to faclitate orgen, eye or issus donation; and
trensplantation.

Sfiitary and Veterans, if you are a member of the ammed
fores, vo may release Health Information as required by
military command euthorities. We elso may releass Health
Information to the appropriate foreign military suthority if you
ere a member of a foreign military.

Workers’ Compensation. We may release Haglth Information
forworkers' compensation or similar progrems. These
programs provide benefits for work-related injuries or illness.
Publlc Heatth Risks. We may disclose Health Informaftion for
public heatth ectivifes. These activilies generally include
disclosures to prevent or contro! diseass, injury or disabilily;
repert births and deaths; seport ohild ebuse or neglect; raport
reections to medications or problems with products; notly
people of recells of products they may be using; a person who
may have besn axposed to 8 diseasa or may be at risk for
contracting or spreading a disease or condition; and the
apprapriate govemmant authorly fwe belleve a patienthas
been the victim of abuse, neglect or domestis violence. We will
enly make this disclosure if you agreo or when required or
suthorized by law.

YOUR RIGHTS:

You have the following rights regarding Health Information we
have about you:

Access to electronic records. The Hezalth information
Technology for Ecanomic and Clinical Health Act HITECH Act
allows people to ask for electronic coples of their PHI contalned
in elsctronio health records or (o requast in writing or
electronioglly that another person receiva an electranic copy of
these records. The final omnibus nulss expand an individuel's
tight to access electronic records or to direct that they be sent
to enother person to include not only elsstronio heeith records
but also any records in one or more dasignated record sets, If
theindividual requests an elestroric copy, it must be provided
in the format requested or in @ mutually egreed-upon formal.
Covered entities may charge individuals for the cost of any
electronic media (such a3 @ USB flash drive) used to provide a
copy of the electronlc PHI.

Right to Inspect and Copy. You have aright to inspect and
copy Hezlth Information that may be used to make decisions
ebout your care or payment for your cere. This includes
madical and billing reccrds, other than psychotherapy notes.
Toinspect and copy this Haalth Information, you must make
your request, in writing.

Right to Amend. If you fee} that Heelth Information we
have is incommect or incamplets, you may ask us to
amend the Information. You have the fight to request
&n emandment for es long as the information Is kept by
or for our office. To request an amendment, you must
make your request, in witing.

Right to an Accounting of Disclostres. You have
the right to request a fist of certain disclosures we
made of Health Informafion for purposes cther than
treatment, payment and health care opetations of for
which you provided written authorizafon. To requestan
accounting of disclosures, you must make your
vequest, in writing.

Right to Requsst Restrictions. You have the fight ©o
request a restriction or imitation on the Health
Information we use or disclose for treatment, payment,
or health cere operations. You also have the right to
request a [imit on the Health [nformation we disclose to
somaone volved in your care or the payment for your
cate, like a family member or frisnd. For exampls, you
could ask thet we not share informatien abouta
particular diagrosis or treatment with your spouse, Te
requast a restriction, you must make your request, in

We are not required to agree to your request If we
agrea, we will commply with your request unless the
information is needed to provide you with emergency
treatment.

Right to Request Confidentief communication. You
have the right to request that we communicate with you
ebout medica) matters in a cestzin way or at a ceriin
location, For example, you can ask that we only
conteot you by mail or atwork. To request confidental
communication, you must make your request, in
writing. Your request must specify how or where you
wish ¢ be contactad. Wo will goccommodate
reasoneble requests.

Right ¢o a Paper Copy of This Netice. You have the
right to a paper copy of this notice. You may ask us to
give you a copy of this notice at eny time.

CHANGES TO THIS NOTICE:
Wo ressrve the right to ohanga this noice end make

the new notice epply to Health tnformation we already
have as well 8s eny informafion wo receive in the
futire, We will post a copy of our current nolice al our
offioe, The notios will oontein the sffoctive dats on the
first page, In the top right-hand comer.

COMPLAINTS:

if you belleve your privecy rights have been vioiated,
you may fle @ complaint with cur cffice orwith the -
Secretary of the Department of Health and Human
Sanvices. All complaints must be made tn writing.

You will notbe penalized for fling a complaint

Please sli;n the accompanying
“Acinowledgement” form

Slivia Femandez
7300 SW 93rd Avenus, Sulte 200
Miami, FL 33173
Oficina: (305) 9710510
Fax: (305) 663-5929

2013
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Aviso De Pricticas De Privacidad
I. Anthony Cardella, MD, LLC

ESTE AVISO DESCRIBE COMO LA INFORMACION MEDICA SOBRE USTED PUEDE USAR Y DIVULGADA Y COMO USTED
PUEDE OBTENER ACCESO A ESTA INFORMACION. POR FAVOR, LEALA CON ATENCION.

Cémo pedemes usary divulgar su Informactén médica: So
desoribe oomo sigue es las maneras en que podemos usar y
divulgar nformacién de salud que lo identifica a usted
{informacién do salud). Exoapto para los sigulentes propésitos,
vamos a utlizar y divulgar su informacién médica sélo con su
parmiso por escrito, Usted puede revocar tal autorizacitn en
cualquier momento por esorito a nuestra préctica.
Tratamionto:

Podsmos usary divulger su informacién médica para st
tratamiento y para proporcionarie los servicios de selud
relecionadas con el tatamiento. Por ejemplo, podemos divulgar
informacidn médica a doctores, enfermeras, tienioos y atro
persongl, Incluyendo personas fuera de nuestra oficina, que
participan en su atencién médicay necesitan ta (nformasitn para
proporcionarie atencin médica.

Pago:
| ‘Podemos usar y divulgar su informacién médica para que
nosotros u olres podemss facturer y recibir pago de ustsd, una
compafila de seguros o un tercero para el fratamiento y los
servicles que recid. Por ejsmplo, podemos dear su informacién
de plan do salud para que pagarin per su tratamiento.
Operaclones.de atencién médicos:

Podemes utiiizer y divuigar Infomacién médica para fines de
atencién médica do la operacién. Estos uscs y divulgacionss son
necesarios para asegurarse de que todos nuestros pacientss
reciban atencién de calidad y para operer y administrar nuestra
cficina. Por ejemplo, pedemos utifizar y divulgar informacién para
da qua el cuidedo obstélrica o ginecaldgico qua
reche as da la més elta cafided. También podemos compartir
Informacién con otras entidades que tienen una relacitn con
usted (por ejemplo, su plan do selud) para sus actividades do
alencién médica do la operecitn.
Recordatorics do citas, safudy afternativas de tratamianto,
beneficlos y servicios rejacionates. Podemos uliizery
divulgar informecién médica para contactarte y recordarta que
usted tiana una cita con nosotres. También podemos usery
divulgar informacién médica para informarle sobre altemativas
de tratamtsnto o bensficlos relecionados con la salud y sarviclos
que puedan serde su interds,
Individuos Involucrados en su culdado o of pago de su
atencién. Cuando sea apropiedo, podemos compatir
informacién médica con una persona que participa en su
atenolén médica o el pago de su atencién, como su femfia o un
emigo cercano. También podemos notificar a su familia sobre su

ubloacién o condlelén general o divulger dicha Informacidna una |

entidad en un esfusrzo de alivio de desasire.

Investigaci6n. Bajo clertes clrcunstancies, podemos usery
divulgar Informacién médica para la Investigacién. Por ejemplo,
un proyecto de investigacién puada involucrer comparer la selud
do los pacientes que recibieron un tratamiento a equellos que
recibleron otro, para la misma condicion. Antes de que usemos o
divulguemos informacion madica para ta investigecion, el
proyecto pasari por un prooaso do aprobacién especial. Incluso
sln autorizacitn espectal, podemos permitir los investigadores
registres para ayudarles a identificar a los pacientes que pueden
inclulrse en su proyecto de investigacion o pera olres propdsitos
similares, sfampro y cusndo no retire ni tomar una copla de
oualquier informacién de salud. .
Las sctividedes do racaudacién do fondos. Podamos utiiizer o
divuigar eu informacién médica protegida, segim sea necesasio,
pare podar ublearte parg actividades dg recaudacién de fondos.
Usted tiana e! deracho de optar por no rechir comurdcaciones de
recaudacidn de fondos. (Opcicnal) Si no quieres recibir estos

.| matesiales, por favor envle una solicitud por escrito &l oficial do

privacided.

S LES: -
Requerides per fa ley. Divulgaremos informacién de selud
cuando esf lo requisre la ley intemacional, federel, estatel o
local. -

Para evitar una emenaza grave para fa salud o seguridad.

Pwmmymmwmmmmm
unaamernaza grave a su salud °
lasaludy dad ded publico u otra persona. Rwetac{onesw

embargo, se hara sélo a algulen que puede ayudar a pravenirla

amenaza.

Asoclados de negocies. Pedemos divulgar informacién médica a
nuestros asociados de negocics qua reafizan funoclones en nusstro
nombre o nos proposcionan senviclos et la informaclon es necesaria
pera dichas funciones o servicios. Por ¢jemplo, podemos utfizar otra
compafila para reeizer la facturecién de sarvicios en nusstro nombre.
Todos russtros asoclados do negocics estin obligados a proleger la
privacidad de su informacién y no se les permits user o divulgar
cualquler informacitn que como se especifica en el contratn.
Violacldn de datos con finas do natificacién. Podemos ufilizar su
informacién de contacto para proporcionar avisos requeridos
legalmente de adquisicldn no autorizada, €l acceso o la divilgadidn de
su informacidn médica. Podemas enviar aviso direstaments a usted o
nofificar al patrocinador de su plan a través del cal recibe cobertura.
Donaclén de Grganos y t8fido. Sl usted es un donants do éiganes,
podemos utilizar o divulgar informacién de salud a organizaciones que
ransjan la edquisicion de drganes u otras entidedes que participan
en licitaclones; banca o trensporte de drgancs, ojos o tefidos para
feciliter do érgenos, ojos o tefidos donacitn; y trasplants.

Miiitares y vetorenos. Si usted es un miembro do las fuerzes
amadas, podemos divulgar informacién médica segin lo requerido
pcrlasautmdadesdeeomndo militar. También podemos divuigar
infarmecitn médica & la euteridad mifiter extrenjara comespondienta si
eres up miembro de un ejército extranjero.

Compensaclén. Podemos divulger informacién de salud para la
compsensacién de trebajadores o progremas similares. Estos
p:ngtameggmpotciman beneficios por accidente de trebajo o

anfam

Safud pdbca rfesgos. Podemos divulgar informacién médica para
aofividades de salud piblica. Estas ectividades gensralimente inoluyen
reveleciones para prevenir o controlar enfermedades, lesiones o
incapacidades; necmisntos da informe y muertes; ebuso da informe o
negligencia; reacclones de informe a medicamentos o problemas con
productos; nofificer a lag persanas retiradas de productos que pueden
ester usando; una persona quo han estedo expussta a una
enfermedad o puede estar en riesgo do contrear o propagar una
enfermedad o condicién; y la autoridad de gobiemo epropiada si
cresmos que un pacients ha sido vicima de ebuso, negligencia o
violencia doméstica, Sclamente haremos esta divulgecién si usted
est de ecuerdo o cuando o requlera o autorice la ley.

SUS DERECHOS:

Usted tiene los siguientes derechos con respecto a la informecitn
médica que tenemos sobre usted:

Accsso a registros efectrénicos. La tscnologla de la informacién de
salud para la salud econdmica y clinica. Ley de alta tecnologla
permite a las perscnas pera pedir coplas efectronicas de su PHI
contenida en registros electronicos do salud o soficltar por escrito o
clacrénicaments ofra pergona reciba una copla electrdnica do ealos
registros. Las regles finates do émnibus amplian el derecho de una
persona para accedar a [08 registros electrdnicos o dirigir que ser
enviado a otra persona para incluir no 360 registros electrdnicos de
safud sino también todos {08 registros en uno o més conjuntos de
reglstres designados. S| la persona soficlta una copia elecirénica,
deben ser proporcicnedo en el formato solicitado o en un formato de
ecuerdo mutuo. Endades cublertas pueden cobrer a individuos por el
costo de cualquier media elsctrinico (cama una unided flash USB)
utilizado para proporcionar una copla de la PHI de la efectrénica.
Derecho a Inspaccionary copler. Usted tians el derecho do
inspeccionar y coplar informecién de saltd que pueden utilizerse pera
tomar decisiones sobre su cuidado o 6! pago de su atencion. Esto
incluye reglstros médioos y de facturecién, excepto Iss notas de
psicoterapla. Para lnspeccionar y coplar esta informacién do salud,
debe hacer su peticin, por escrito,

Derecho a enmendar. Si usted cres que la
Incomp! deﬁ?mpeﬁlm esm tao
sta, puede pedimos que enmendemos
informacién, Usted ﬁenae!d?mdwdepedtt una
enmlenda mientras fa infermacidn se mantiene por o
para nusstra oficina. Pera solicitar una enmienda,
usted debe hacer su peticién, por escrite. .
Derecho a una contabiildad de acceses. Usted
tisne e} derecho de sollciter una lista de ciertas
revelaciones que hicimas de Informacién médica
para fines que no sean de tratamisnto, pagoy
opsraciones de atancldn médica o que
proporclonaste autorizacién por escrito, Pera - -
solicitar una contebilided de accesos, usted debe
hecer su peticién, por escrito.
Deracho a soficltar restrfeciones. Usted tisne e
derecho & scficitar una restriecién o imitacién en la
informacitn médica que utilizemos o revelamos para
tratemiento, pago u opereciones de atencién
médica. Usted también Gena derecho a solicilar un
fimite en la Informacitn de salud que divulguemos a
alguien involucrado en su culdado o el pago de su
atenclén, como un tamiller 0 emigo. Por ejemplo,
usted puede pedir que no compartamos informacién
sobre «n determinado diagnéstioo o tralamiento con
su cdnyuge. Para scficiiar una restriccién, usted
debs hacer su paticitn, per escrito.
No estamos ohfigados a aceptar su peticlén. Si ]
estamos de ecuerdo, mmllmmmmnmpaﬁdéna
menos que fa informacién es neceseria para
proporcionarie tratamiento de emergencla.
Derecho a ta comunicacién medianto solicitud
confidenclal. Usted tiene el derecho a solicltar que
nos comuniquemos con usted acerca de esuntos |
médicos de una clerta mansra o en clerto lugar. Por
ejemplo, usted pueda soficitar quo sélo te :
contactamos por comeo o en el trabajo. Peraeoﬂdht
ocomunicacién confidenctal, usted debe haoer su
peticlén, por escrito. Su peficidn debe especificar
mommwmmmm“
las peticilones razonablas.
Derecho a una copia Impresa do esta
notificacién. Usted tieno el derecho a una copia
Impresa do esta naofificacién, Usted puode pedimos
que te dani una ocpla de este aviso en cualquler
momsnto.
CAMBIOS A ESTE AVISO:
Nos reservamos el derecho de camblar ests avisoa
la nueva nofificacién so eplica a la informacién de
selud que ya tenemos asi como cualquier
Informacién que restbamos en el futuro.
Publicaremos una copla ds nuestra notificacién
actual en nvasira oficing. La notificacién contsndra
tafecha devigencia enlaprimerapigina, enla- -1
esquina superior derecha.
QUEJAS:
$i usted crea qus sus derechos de privecidad hen
sldo viotedes, puede presentar una queja con
nuestra oficina o con el Secreterio de! Departamento
do salud y servicios humanes. Todas las quejas
delien hagarsa par esarita.
Usted no seré penefizgdo por presentar una queja,

Por favor firmar o) *"Reconccimiento™

Slivia Fernandez
7300 SW 93rd Avenue, Sulte 200
Miami, FL 33173
Oficina: (305) 971-0510
Fax: (305) 663-5929
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English Notice of Nondiscrimination

This medical practice complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. This medical
practice does not exclude people or treat them differently because of race, color, national origin,
age, disability, or sex.

This medical practice:

* Provides free aids and services to people with disabilities to communicate effectively
with us, such as:

o Qualified sign language interpreters
© Written information in other formats (large print, audio, accessible electronic
formats, other formats)

* Provides free language services to people whose primary language is not English, such

© Qualified interpreters
o Information written in other languages

If you need these services, contact the office administrator.

If you believe that this medical practice has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, or sex,
you can file a grievance with the office administrator. You can file a grievance in person or by
mail, fax, or email. If you need help filing a grievance, the office administrator is available to
help you.

You can also file a civil rights complaint with the U.S.-Department of Health and Human
Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint
Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/acr/office/file/index.html.



Spanish Notice of Nondiscrimination / Aviso espafiol de no discriminacién

Esta prictica médica cumple con las leyes federales de derechos civiles aplicables y no
discrimina por motivos de raza, color, nacionalidad, edad, discapacidad o sexo. Esta préctica
médica no excluye a las personas ni las trata de forma diferente debido a su origen étnico, color,
-nacionalidad, edad, discapacidad o sexo.

Esta practica médica:

» Proporciona asistencia y servicios gratuitos a las personas con discapacidades i:ara que
se comuniquen de manera eficaz con nosotros, como los siguientes: '

o Intérpretes de lenguaje de sefias capacitados.
o Informacion escrita en otros formatos (letra grande, audio, formatos
electrénicos accesibles, otros formatos).

» Proporciona servicios lingilisticos gratuitos a personas cuya lengua materna no es el
inglés, como los siguientes:

o Intérpretes capacitados.
o Informacion escrita en otros idiomas.

Si necesita recibir estos servicios, comuniquese con el administrador de la oficina.

Si considera que esta practica médica no le proporcioné estos servicios o lo discrimin6 de
otra manera por motivos de origen étnico, color, nacionalidad, edad, discapacidad o sexo, puede
presentar un reclamo a la siguiente persona: el administrador de la oficina. Puede presentar el
reclamo en persona o por correo postal, fax o correo electrénico. Si necesita ayuda para hacerlo, .
el administrador de la oficina est4 a su disposicién para brindérsela.

También puede presentar un reclamo de derechos civiles ante la Office for Civil Rights
(Oficina de Derechos Civiles) del Department of Health and Human Services (Departamento de
Salud y Servicios Humanos) de EE. UU. de manera electrénica a través de Office for Civil
Rights Complaint Portal, disponible en https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, o bien, por
correo postal a la siguiente direccién o por teléfono a los nimeros que figuran a continuacién:
U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room 509F, HHH Building
Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)

Puede obtener los formularios de reclamo en el sitio web

http://www.hhs.gov/ocr/office/file/index.htm].



Notice of Nondiscrimination Taglines
Spanish / Espaiiol: ——
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingtifstica. Llame al 1-877-

696-6775 (TTY: 1-877-696-6775).

French Creole (Haitian Creole) / Franse kreyol (kreydl ayisyen)
ATANSYON: Si w pale Kreydl Ayisyen, gen sévis €d pou lang ki disponib gratis pou ou. Rele 1-877-

696-6775 (ITY: 1-877-696-6775).

Vietnamese / Tiéng Viét:
CHU Y: Néu ban néi Tiéng Viét, ¢6 cac dich vy h8 trg ngdn ngt mién phf danh cho ban. Goi sb 1-877-696-6775

(TTY: 1-877-696-6775).

Portuguese / portugués:

ATENGAO: Se fala portugués, encontram-se disponiveis servigos lingulsticos, grétis. Ligue para 1-877-696-6775

(TTY: 1-877-696-6775).

Chinese / 3:
EE - OREERERPI mﬂuﬁﬁﬁﬁ%ﬁ%ﬁwjﬂm ° Eﬁ&% 1-877-696-6775 (TTY : 1-877-696-

6775)

French / frangais:

ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le

1-877-696-6775 (ATS : 1-877-696-6775).

Tagalog:
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang

walang bayad. Tumawag sa 1-877-696-6775 (TTY: 1-877-696-6775).



Russian / pycexmii:
BHUMAHME: Ecnu BbI roBOpHTE Ha PyCCKOM s3biKe, TO BaM AOCTYNHBI GeCIUIATHEIE YCyr# nepesojia. 3BOHATE

1-877-696-6775 (tenetaitn: 1-877-696-6775).

Arabic / 3y »ll; .
#52) 1-877-696-67751 83 el hanally &l il 55 4 salll Sacliadll ileas (8 Aadll JSH Craati S 1) :dds sala

{(1-877-696-6775 :pSall 5 paaall iila

Italian / italiano:

ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza linguistica gratuiti.

Chiamare il numero 1-877-696-6775 (TTY: 1-877-696-6775).

German / Deutsche:
ACHTUNG: Wenn Sie Deutsch sprechen, stehen [hnen kostenlos sprachliche Hilfsdienstleistungen zur Verfigung.

Rufnummer: 1-877-696-6775 (TTY: 1-877-696-6775).

Korean/ &t=301;
F9: IR E MBBINE F2, %0 XX MHIAE S22 0|80l & UASLIC 1-877-696-6775 (TTY:

1-877-696-6775)B12 2 ®gtall TN 2.

Polish / Polski: )
UWAGA: Jezeli méwisz po polsku, mozesz skorzysta¢ z bezplatnej pomocy jezykowej. Zadzwon pod numer 1-
877-696-6775 (TTY: 1-877-696-6775).

Gujarati / 9Ll
YUsil: % AR YA cll ot 8, Al (965 st AslaA Al ML M2 Gucott B, Flot
52 1-877-696-6775 (TTY: 1-877-696-6775).

Thai / ns:

Sou: dagannnnuqorunselduinsswmBannmnld Ins 1-877-696-6775 (TTY: 1-877-696-6775).



