
UnOQYNECOLOQY

7300 SW 93"* Ave Suite 200

Miami, FI. 33173
Phone: 305 971-0510 Fax: 305 663-5929

Patient Information Form

Name: SSN: / / DOB:

Cell Phone ( )Home Phone ( Fax: (

Religion: Race Age: Marital Status: Single Married Divorced Widow

Address: Apt #:

City: Zip Code:State: 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 93"‘* Ave Suite 200

Miami, FI. 33173
Phone: 305 971-0510 Fax: 305 663-5929

Informacion del Paciente

/ DOB:Nombre: SSN: /

Telefono Casa ( Celular ( ) Fax:(

Estado Civil; Solera Casada Divorciada ViudaReligion; Edad;Raza

Apt #:Direccion:

Email:Ciudad; Codigo Postal:Estado:

Tel. Trabajo: (Empleador / Escuela: Titulo:

Edad: DOB: / / SSN:Esposo/a:

Tel. Trabajo: (Titulo:Empleador / Escuela:

Referida por:Lenguage Nativo:

Fax:(Telefono: (Doctor Primario:

Informacion de Seguro

Seguro Primario: Polisa/Acegurado:

DOB:Direccion:

Numero de Polisa:Ciudad, Estado, Zip:

Numero de Grupo:Tel. Del Seguro:

Relacion al Paciente:Fecha Efectiva:

Seguro Secundario: Numero de Polisa del Paciente;

DOB:Direccion:

Polisa del Paciente:Ciudad, Estado, Zip;

Numero de Grupo:Tel. Del Seguro:

Relacion al Paciente:Fecha Efectiva:
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Miami, FI. 33173
Phone: 305 971-0510 Fax: 305 663-5929

Emergency ContactMiscellaneous Information

Emergency Contact:What is your preferred Pharmacy:

Patient Relationship to contact?Pharm. Name:

Phone Number:Tel( )

If Patient is a Minor, Please Complete the Following:

Mother’s NameFather;s Name

Cell Phone ( )Home Phone (

AUTHORIZATION OF MINOR TREATMENT

By signing this statement, I 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

DatePatient’s Signature
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7300 SW 93"* Ave Suite 200
Miami, FI. 33173

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

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. For Favor complete lo siguiente:

Nombre del Padre Nombre de la Madre

Tel. De la Casa ( Tel. Celular (

AUTORIZACION PARA TRATAMIENTO MEDICO DE UNA PACIENTE MENOR DE EDAD

A! 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.
++♦♦♦♦*♦***♦***♦+*♦+******♦+++++*♦*****♦****♦**♦**************** ******♦*****♦**********************

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.

Date:Patient Name:

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.

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

Date / FechaPatient Legal Representative (if applicable)

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:

Relationship to patient
Relacion con la Paciente

Name
Nombre
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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:

 OK. to leave message with detailed information

 Leave message with call back number only
 OK to fax to this number

Written Communications:

 OK to mail home address

 OK to mail work/office

Work Telephone:

 OK to leave message with detailed information

 ̂ Leave message with call back number only

Other:
OK to email to this address:

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
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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:

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.

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.

1.

2.

3.

4.

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

DatePatient Name (Print)

Patient Signature



GENERAL CONSENT FOR

COMPREHENSIVE EXAMINATIONS

INVOLVING PELVIS AND/OR RECTUM

ARDELLA
LLC.

/V
TopLlne MD Alliance

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

(d A female Gynecological Exam which may include  a rectal exam and a pelvic exam.

(l4 An Ultrasound Exam which may include a probe placed in the vagina.

id A rectal exam only.

(^/ An Ultrasound Exam which may include a probe placed into the rectum.

( dI Other procedures as listed

(J) Examination of external genitalia
I. ANTHONY CARDELLA. MD.,LLC

This examination will be performed by any providerfrogy^fQ ^\/p ciiTTg 2nn
MIAMI, FU 33173

LLC.

The consent will remain active until I withdraw my consent in writing.

Name of Patient

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



Notice of Privacy Practices
I. Anthony Cardella, MD, LLC

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS
TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.
HOW WE MAY USE AND DISCLOSE HEALTH

INFORMATION: Described ss follows ere the we
may use end'disctose health information that idehtrfles

you (Healh informafion). Except for the following
purposes, we wiD use and disclose Health Information

ordy with your written permleelon. You may revoke such

permission at any time by writing to our practice.
TreafmenC

VVe may use artd disdose Health Information for your
treatment and to provide you with treatment-related

health care services. For example, we may disclose
Health Information to doctors, nurses, technicians, or'
other personnel, including people outside our office, who
ere tnvotved in your merfical care and need the
information to provide you vdfo medical care.
Payment
We may use and drsdose Health Information so that we

or others may bill and receive payment from you, an
insurance company, or a third party for the treabnent and

sendees you receiv^. For example, we may give your
health plw Information so that th^ will pay for your
treatment

Heafthcan Operations:
We may use and efisdose Health Information for health
care operation purposes. These uses and disdosures are

necessary to make sure that all of our patients receive
quality care and to operate and manage cur office. For
example, we may use and disdose informatl(»i to make

sure the distetrical or gynecological care you receive Is
of the highest quality. We dso may share informafion
with other entifiW that have a relationship with you {for
^mple, your health plan) for their health care operab'on
acthnties.

Appointment Reminders, Treatment Alternatives and

Health Related Berrefits and Services, We may use
and disclose Health Information to contact you arxl to
remind you that you have an appoinlment with us. We
also may use and disdose Health Information to tdl you
^ut treatment altemativee or health-related benefits

and sendees that may be of interest to you.
Individuals Invahred In Your Care or Payment for
Your Cara. When ̂propriale, we may share Health
Infwmation with a person who is involved in your medical
care or payment for your care, sudi as your family or a
dose frieito. We also may rx>fify your femiiy about your
location or general condition or disclose such inf«inatioo

to an enfity aesnfing in a disaster reiiaf effort

Research. Under certain circumstances, we may use
and disclose Health Infonnation for research. For

example, a rese^ project may involve comparing the
health of petienfo who received one treatment to those
who received another, for the same condifion. Before we -

use or disdose Health Information for reeeardi, the

project will go through a spedal approval process. Even
without special approval, we may permit researchers to

look at records to hefo tf^ iden^ patients who may be
induded in their research project or for other similar

purposes, as lor^ as they do not remove or take a copy
of any Heallh Information.

FundraisingAcSvrdes. Wamayuseordisdoseyour
Protected Heallh Information, as necessary, in orc^ to
confact you for fundraising activities. You have the right
to opt out of receiving fondraising communications.
(Optional) If you do not want to receive these materials,
please submit a written request to ttie Privar^ Officer.

To Avert a Serious Threat to Health or Safety. We may use
and disclose Health Informafion when necessary to prevent a
serious threat to your health and safety or the'hedith and safety
of the public or another person. Oisdo^res, however, will be

made only to someone who may be able to he^ prevent the
threat

6(is/rtes9 Associates. We may disclose Heallh Information to
our business assodates that parform funefions on our behalf or

provide us with services if the information Is necessary for such
functions or services. For exairple, we may use another
company to perform billing services on our behalf.'All'of our

budneas associates are obligated to protect the privacy cfyour
information end are not allowed to use or disdose any
information other than sa specified in our oontnicL

Data Breach NoUfkatiott Purposes. We may use your
contact information fo provide legally-required notices of
unauthorized acqinsrllon, access, or disdosure of your health
informafion. We may send notice directly to you or provide
notice to Ihesponsorof your plan through which you receive
coverage.

Organ and Tissue Donation. If you are an organ donor, we
may use or release Health Informafion to organizations (hat
har^Ie organ procurement or other entitles engaged in

procurement; banking or transportation of organs, eyes, or
tissues to fodlitate organ, eye or tissue donation: and
transplantation.
Military and Veterans. If you are a member of the armed

forces, we may release Health Informafion as required by
military command authorities. We also may release Health
Informafion to fire a^ropriato foreign military authority if you
are a member of a foreign rrdiitary.
HbrAers* Compensation. We may release Health Information
for workers' compensation or dmilar programs. These
programs provide benefits for work-related Injuries or illness.
Public Health Risks. We may dtsdose Health Informafion for

ptfolie health activities. These acfivrlies generally induda
dsclosures to prevent or control disease, injury or disability:
report births and deafirs; report child abuse or neglect; report
teaefioRS to medicafions or problems with products; notify
people of recalls of products they may be udng; a person who
may have been exposed to a diseasa or may be at risk for
contracting or spreading a disease or condition: and the

appropriate government authority if we believe a patient has
been the vidim of abuse, neglect or domestio violenoe. We will

only make this disclosure If you agree or when required or
authorized by taw.

Right to Amend, if you feel that Health Information we
have is incorrector incomplete, you nray ask us to
amend the irifoimation. Youtiave'ttte fight to request
an amendment for as long as the Informafion is k^t by
or for our office. To request an emendmenl, you must
make your request, In writing.
fdght (0 an Accounting ofDlsciosures. You have

the right to request a list of certain disclosures we
made at Heallh Information for purposes other than

treatment, payment and health care operations or for
which you provided written authorization. To request an
accounting of disdosures, you must make your
request, in writmg.

to Request R9strktieBa.You hove the right to
request a restriction or fimitation on the Health
Infonnation we use or disdose fv treatment, payment
or health care operations. You also have the right to

request a limit on the Health Informafion we disclose to
someone involved in your care or the payment for your
care, like a fomify member or Mend. For example, you
could ask that we not share Information about a

particular diagnosis or traabnent with your spouse. To
request a restriction, you must make your request In
writing.
We are notrequbed fo agree to your request If we
agree, we will comply with your request unless the
information is needed to provide you with emergency
treatment

Kght to Request Conffdentiaf communhathn. You
have fire right to request that we communicate with you
about medical matters in a certain way or at a certain
location. For example, you can ask that we only

contact you by mail or at work. To request confidential
contmunicafion, you must make your request in
wrifing. Your request must ̂ dfy how or where you
wish to be contacted. We wS accommodate

reasonable requests.
fdght to a Paper Copy of This Notice. You have the
right to a paper copy of this notice. You may ask us to
give you a copy of this notice at any time.

CHANGES TO THIS NOTICE:

We reserve the right to change this notice end make
the new notice apply to Health Information we already
have 83 well ss any informafion we receiva in the
fuhire. We wiD post a copy of our current notice at our
offioe. The notioo will oonlain fire effootive date on the

first page, In the top right-hand wmer.YOUR RIGHTS:

You have the fotlowir^ rights regarding Health Informafion we
have about you:
Access to electronic records. The Health infonnation

Technology for Economic and Clinical Health Act HITECH Act
allows people to ask for ehcbvnc copies of their PHI contained
in electronic health records or to request In writing or
electronically that another person receive an electronic oopy of
these records. The final omnibus rules eiqiand an individuars
light to access electronic records or to direct that they be sent
to another person to indude not only electronic health records
but also any records to one or more designated record sets. If
the iridividuai requests an electronic copy, It must be provided
In the format requested or In a mutually agreed-upon formal
Covered entilies may charge in^iduals for the cost of any

electronic media (such as a USB flash drive) used  ot provide a
copy of the electronic PHI.
Rfghrto Inspect and Copy. You have a right to inspect and
co;^ Health Infonnation that may be used to make decisiorts
about your care or payment fix'your care. Thlslndudes

merfical and billing records, other than psychotherapy notes.
To inspect end copy this Health Infonnation, you must make
your request, in writing.

COMPLAINTS:

If you believe your privacy rights have been viofoted,
you may file a oomplainl vrilh our oflfoe or with the
Secretary of the Department of Hsaittr and Human
Setvicee. All complaints must be made In writing.

You not be penafized forfilinga complernl

Please sign the accompanying
‘‘Acknowledgement’ form

Silvia Fernandez

7300 SW 93rd Avenue, Suite 200
Miami. FL 33173

Oficina: (305) 971-0510
Fax: (305) 663-5929SPECIAL SmiATIONS:

4s Requited by Law. We wll disclose Health

Information when required to do so by International,
federal, stale or local taw.

2013

Refercoee Policy iV 201
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Aviso De Practieas De Privacidad
I. Anthony Cardelia, MD, LLC

ESTE AVISO DESCRIBE COMO LA INFORMACION M^DICA SOBRE LISTED PUEDE USAR Y DIVULGADA Y COMO USTED
PUEDE OBTENER ACCESO A ESTA INFORMACibN. POR FAVOR. AU CON ATENCION.

Como podomos usary diwigarsulntdrmachn midica: So
descfS» como sigue es [as maneras en gue podemos usar y
divuigar informaddn de salud quo le identifica a usted
(informadbn do salud). Excepto para los siguientes prtpdsrtos,
vanios a ulflizar y divuigar su lnformacl6n mddica s6lo con su
permiso por escrito. Usted puede ravocar tal aubrizaddn en
cualquier momento por escrito a nuestra prdctica.
Tratam/errfa'

Para evttarunaamenaxagraw para la salud osegurtdad.
Podemos usary divuigar su informactdn medica cuarKlo sea
necasaiio para prevenir una amenaza grave a eu salud y seguridad o
la salud y sagurtdad del piiblloo u otra persona. Revelaciones, aln
embargo, se hara sdio a alguien que puede ayudar  a prevenir la
amenaza.
Asoclados de negoeles. Podmos divuigar Infyrmadon m6dlca a
nuestros asociados de nagodos que realizan fundones en nuestro
Rombre o nos propordonen servidos d la informaddn es necesaria
para dichas bndones o servidos. Por ejenpio, podemos utillzar otra
compania para reaUzar la facturadon de servidos en nuestro nombte.
Todos nuestros asodados da rtegodos estin obligados a proteger la
privacidad de su informadon y no se les pemiite usar o divuigar
cualquier informadbn qua como se especifica en el contrato.
Viol^6n de datas con fines de notlfieaclon. Podemos utilizar su
informaddn da contacto para prcpordonar avisos requeridos
legalmente de adquiddbn no autorizada, el acceso  o la divulgadbn de
su informaddn mddica. Podemos enviar aviso directemente a usted o
notificar al patrodnador de su plan a travra del cual recS>e cobertura.
Donaef6n de organot y tejlde. SI usted as un denante de organos,
podemos uIHEar o divuigar informsd6n de salud e organizadones que
mane]an la adquisidon de organos u otras enlidades que partic^
en lidtadones: banca o Iransporte de drgattos, cjos o tejldos pare
fttdlitar de drganos, ojos o tsjidos donadon; y trasplante.
Wiftares y veteranos. Si usted es un miembro de las fuo7as
armadas, podemos divuigar infomiadon m^ca sagun lo requerido
por las Butoridades da comando militar. Tambi4n podemos (Vulgar
irdonnaddn m^ca a la autoddad militar extranjara coirespondiente  d
eres un miembro de un ejerdto extranjero.
Cempensaclon Podemos divuigar informed6n de salud para la
con^ensadbn de Irabajadores o ptogramas sitmleres. Estos
programas proporcionan benefidos por acddente de trabajo o
entermedad.
Salud pub//ca riesgos. Podemos divuigar informadon medica para
actividades de salud piiblica. Estas actividades generelmente iriduyen
revelaciones para prevenir o controlar enfermedades, ledones o
incapacldades; nacimientos de informe y muertes; abuso de Infomie o
negliganda; reacdones da informe a medicamentos o pxoblemas con
pn^uctos; notificar a las personas retiradas de productos que pueden
estar usando; una persona quo han estado expuesta  a una
enfermedad o puede estar en riesgo de contraer o propagar una
enfermadad o condiclon; y la autoridad de gobtemo apmpiada si
creemos que un pscienie ha sido vicQma de abuso, negligenda o
violencia domtetica. Sclamente heremos esta divulgacibn a usted
estd de acuardo o cuando to requiera o autorice la ley.
SUS DERECHOS:
Usted tiene los siguientes derechos con respecto  a la informadbn
m&fica que tenemos sobre usted;
4cceso a reglstros eledrdnlcos. La tecnologia de (a infomiBcton de
salud para la salud econdmica y clinica. Ley de alta tecnologia
permite a las personas para perfir copias elecbonhas de su PHI
contenlda en regisiros etectr^cos de salud o soltcitar por escrito o
electrdnioamenta otra persona rectba una copia electrdnica de eatos
regisiros. Las regies finales de omnibus emplian el derecbo de una
persona para acceder a los reglstros electrdnicos  o dir^ir que ser
wviado a otra persona para induir no sdio reglsbos electrdnicos de
salud sino tambidn todos los reglstros en uno o mds conjuntos de
reglstros dedgnados. SI la persona solicila una copia electrdnica,
deben ser proporctonado en el ̂ xmato solictbdo o en un formato de
acuerdo mutuo. Entktades o^iertas pueden cobrer a Indhriduos por el
costo do cualquier mediq electrdr^ (como una unidad flash USB)
utilizado para prcpordonar una copia de la PHI de la etectronica.
Dereeho a Insp^onary coplar. Usted tiene el derecho de
inspecctonar y copier informadPn de salud que pueden utinzeree para
tomar deddones sobre su cuidado o el pago de su atendm. Esto
induye reglstros mMicos y de fecturaddn, excepto las notas de
psicoterapla. Para Inspecdonary coplar esta informadon de aaiud,
debe hecer su petictdn, por escrito.

Derecho a enmendar. Si usted cree que ta
infonTisdon de salud que tenemos es incorrecta o
mcompleta, pisda pedimos que enmendemos la
informadon. Usted t'ene el derecho de pedir una
enmienda mlentras la Informadon sa mantiene por o
para nuestra ofidna. Para soDdtar una enmienda,
usted debe hacer su petldbn, por escrito.
Derecho a una contabSldad da acceaos. Usted
tiene el deredto de solldtar una lisfo de dertas
reveladones que hidmos de InformadOn mddica
para fines que no sean de tratamiento, pago y
operadones da atenddn mSdtca o que
propordonaste autorizaddn por escnto. Pera - .
solidtar una conlabiiidad de eccesos, usted debe
hacer su peliddn, por escrito.
Derecho a soUcharrestilcclones. Usted tiene el
derecho a soGdler una restricddn o limitaddn en la
informadOn m^ca que utilizemos o revelamos para
tratamiento, pago u operadones de atendOn
mddca. UsM tanfoim dene derecho a solidtar un
ilmite en la InformadOt) de salud que divulguemos a
alguien involuciado en su cuidado o el pago de su
atenddn, ccxno un tamiliar o amigo. Por ̂emplo,
usted puede pedir qua no comparfomos informadr^
sobre un determina^ diagnbstico o tratamiento con
su cbnyuge. Pera solicilar una resbicdon, usted
debe hacer su peCcfon, por escrito.
No estamos obligados a aceptarsupetlclon. Si I
estamos de acuerdo, cumpliremos'con su pedddn a
menos que la informadon es necesaria pare
propordonarie tratamiento de emergenda.
Derecho a la comunhacldn medlante sollcitud
confidenclal. Usted tiene el derecho a solidtar que
nos comunlquemos con usted acerca de asuntos j
medicos de una derta manera o en derto lugar. Por
ejemplo, usted puede eolidlar que solo te
contactamos per cerreo o en el traba]o. Para sdidtar 1
comuniceddn confidenclal, usted debe hacer su
pelicldn, por escrito. Su pefleibn debe e^edficar
cbmo 0 dbnde desaa ser contactado. Acomodamos
las peb'dones razoftables.
Derecho a una copia impresa de esta
ttodficacldn. Usted Gene el derecho a una copia
Impresa de esta notificaddn. Usted puede pedimos
que le darh una copia do este aviso en cualquier
momento.
CAMBIOS A ESTE AVISO;
Nos reservamos el derecho de camblar este avisora
la nueva notificadbn se aplica a la Informaddn de
salud que ya tenemos asi como cualquier
Informaddn que redbamos en el future.
Publlceremos una copia de nuestra notificaddn
actual en nuestra ofidna. La notificaddn contsndra
la fecha de vigenda en la prtmera pdgina, en la - ^
esquina stqrerior derecha.
QUEJAS;
Si usted crae que sus derechos de privaddad han
sido violados, puede presenter una queja con
nuestra ofictna o con el Secretario dd Departamento
de salud y servidos humanos. Todas las quejas
deban hctoorad por escrito.
Usted no sard penaflzado por presenter una queja.

Podemos usar y divuigar su informaddn mddica para su
tratamiento y pera propordonarte los servidos de salud
reladonados con d tratamiento. Por ̂ mpto, podemos divdgar
Informaddn mddica a doctores, enfermeras, telcos  y otro
persona], induyendo personas fuera de nuestra ofidna, que
partidpan en su atenddn mddea y necesltan (a Informaddn para
prcyrerdonarla atenddn mddica.
Pago;
Podemos usar y divuigar su informaddn mddica para que
nosotros u otros podemos tedurar y recibir pago de usted, una
oompaflia de segiuos o un tercero para el tratamiento y los
servidos qus rsoibid. Por ejemplo, podemos dar su informaddn
de plan de eatud para que pegaran por su tratamiento.
Operechnesde atenddn midlcos:
Podemos util&er y divuigar Inforniaddn medica para fines de
atenddn mddica de 1a operaddn. Eetos usos y divulgadonss son
necesarios pera asegurarse de que todos nuestros padentes
redben atenddn de calidad y para operar y administrar nuestra
ofidna. Por ejemplo, podemos uGlizar y divuigar Informaddn para
asegurarse de que e! cuidado obstebico o ginecoldgico que
redbe ea de la mas alta calidad. Tambidn podemos compart'r
informaddn con otras enlidades que tienen una reladdn con
usted (por ejemplo, su plan de salud) para sus actividades de
atenddn mMca de la operaddn.
Recordatorios de ettas, salud yattemattvas de tratamiento,
bene^ctosyse/vfo/os reladonados. Podemos utilizary
divuigar informaddn mddica para oontactarfa y recordarfe que
usted tierie una tita con nosotros. Tambidn p^emos usar y
divuigar informaddn mddica para intormarfe sobre aitematiras
de tratamiento o benefidos ralBctonados oon 1a aaiud y servidos
que puedan serde su tnterds.
IndMduos Involucrados en su cuidado o e/ pago de su
atenddn. Cuando sea ̂ roplado, podemos con^aitir
informaddn mddlca con una persona que partidpa en su
atenddn mddica o el pago de su atenddn, como su familia o un
amigo cercano. Tambten podemos noGficar a su femilia sobre su
ubicaddn o condiddn gerrer^ o rfivulgar dicha Informaddn a una .
enGdad en un esfuerzo de altvio de desastra.
Imestigaddn. Bajo dertas drcunstancias, podemos usary
divuigar (nformadi^ medica para la InvesGgaddn. Por ejemplo,
un proyecto da invesGgaddn puede (nvoiucrar comparer la salud
de los padentes que reefoieron un tratamiento a equdlos que
recfoleron otro, para la misma oortdiddn. Antes de que usemos o
divulguemos Informaddn medica para la InvesGgaddn, el
proyecto pasara por un proceao de aprobaddn ospedal. Induso
sin autorizaddn espedal. podemos pemiiGr los tnvesGgadores
reglstros para ayudarles a IdenGficar a los padentes que pueden
induirsa en su proyecto de investigaddn o para otros propdsitos
similares, sfen^re y cuaiKlo no reGre ni tomar una copia de
cualquier informaddn de salud.
Lms actMdades de recaudaddn de fondos. Podemos uGlizar o
divuigar su informaddn mddica protegkla, s^iin sea necesario,
pars podor ubkartB para acGvidadoa de recaudaddn de fondos.
Usted Gene ei derecho de optar por no recibir oomunicaclones de
recaudaddn de fondoe. (Opcionel) Si no quieres recibir estos
materiales, por favor envle una soDdtud por escrito el ofxial de
privaddad.

Por favor firmer el 'Reconoclmiento’

SUvfa Fernandez
7300 SW 93rd Avenue, Suite 200

Miami, FL 33173
ORcina; ̂05)971-0510
Fax: (305) 663-5929

SITUACIONES ESPECtALES:
Requeridas p(s la ley. Divulgaremos informaddn de selud
cuando asI k> requiere la ley intemadonal, fodera), estatal o
local.
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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

o 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

as:

o 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/ocr/Qffice/file/index.html.

-A



Spanish Notice of Nondiscrimination / Aviso espanol de no discriminacidn

Esta practica medica cumple con las ieyes federates de derechos civiles aplicables y no

discrimina por motives de raza, color, nacionalidad, edad, discapacidad o sexo. Esta prdctica

medica no excluye a las personas ni las trata de forma diferente debido a su origen etnico, color,

nacionalidad, edad, discapacidad o sexo.

Esta practica medica:

● Proporciona asistencia y servicios gratuitos a las personas con discapacidades para que

se comuniquen de manera eficaz con nosotros, como los siguientes:

o Interpretes de lenguaje de senas capacitados.

o Informacion escrita en otros formates (letra grande, audio, formates

electronicos accesibles, otros formates).

● Proporciona servicios lingtiisticos gratuitos a personas cuya lengua materna no es el

ingles, como los siguientes:

o Interpretes capacitados.

o Informacion escrita en otros idiomas.

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

Si considera que esta practica medica no le proporciono estos servicios o lo discrimino de

otra manera por motives de origen 6tnico, 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 electrdnico. Si necesita ayuda para hacerlo,.

el administrador de la oficina esta a su disposicidn para brinddrsela.

Tambien 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 electronica a traves de Office for Civil

Rights Complaint Portal, disponible en https://oci'DOvtal.hhs.20v/ocr/portal/lobbv. isf 0 bien, por

correo postal a la siguiente direccidn 0 por telefono a los numeros que figuran a continuacion:

U.S. Department of Health and Human Sei-vices

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

httD://ww\v.hhs.gov/oci7office/file/index.html.



Notice of Nondiscrimination Taglines

Spanish / Espanol:

ATENCION: si habla espafiol, tiene a su disposicibn servicios graluitos de asistencia Hngdistica. Llame al 1-877-

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

French Creole (Haitian Creole) / Franse kreyol (kreyol ayisyen)

ATANSYON: Si w pale Kreyol Ayisyen, gen sevis ed pou lang ki disponib gratis pou ou. Rele 1-877-

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

Vietnamese / Ti^ng Viet:

CHO Y: Neu ban n6i Tiing Viet, c6 cic djeh vy h6 trg ng6n ngCl miln phf d^nh cho ban. Gyi so 1-877-696-6775

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

Portuguese/ portugues:

ATENQAO: Se fala portuguSs, encontram-se disponiveis seivi9os lingulsticos, gratis. Liguepara 1-877-696-6775

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

Chinese / 4";$^:

1-877-696-6775 (TTY : 1-377-696-

6775)

French / franfais:

ATTENTION : Si vous parlez 6aii9ais, des services d’aide linguistique vous sont proposes gratuitemeni. Appelez le

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

Tagalog:

PAUls'AWA: Kung nagsasalita ka ng Tagalog, maaari kang guinamit ng mga serbisyo ng tulong sa wika nang

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



Russian / pyccKiiii:

BHHMAHHE: Ecjih bbi roBopHxe na pyccKOM asLiKe, to BaM flociynHW 6ecruiaTHiiie ycjiyrH nepcBOfla. 3bohht6

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

Arabic /

1 -877-696-67751 i lill js)jS ̂j*ill o^UjuJI jjji jSil tluS li)

.(1-877-696-6775 :^'jf

Italian / italiano:

ATTENZIONE: In caso la lingua parlata sia Titaliano, 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 Ihnen kostenlos sprachliche Hilfsdienstleistungen zur VerfUgung.

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

Korean /

S?, ̂0\ XIS! MHIriil 0|§5i^ 4 SieUa. 1-877-696-6775 (TTY:

l-877-696-6775)S®S SmoH 4^A|£.

Polish / Polski:

UWAGA: Je±elim6wiszpopolsku, moteszskorzystaizbezplatnej pomocyj?zykowej. Zadzwoh pod numer 1-

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

Gujarati /

rtil oUc-idl H, dl (Hmi dHUL Hll SUGIO^ h, |ld

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

Thai /

i5ou: (^if]tu>3ammlyu)f3cufnui3ol‘Bmmiil')m>iaovinfmnVW5 Iyis 1-877-696-6775 (TTY: 1-877-696-6775).


