New Patient Medical Information

Patient Name

Daycare/School

Date of Birth Grade Level

Parent(s)/Guardian(s)

Obstetrician name

Hospital

Birth Weight Age (weeks)

Pregnancy Issues

Allergies

llinesses since birth

Surgeries

Parent/Sibling

illnesses

Pharmacy

Date




patient Demographics |

Patient Information

Name: Date of Birth
o Male o Female | Lives with o Father o Mother o Other:
Parent/Guardian Name(s):
Address:
City: State: Zip Code:
Primary Phone: Alternate Phone:
Email Address:
Parent Marital Status: Language(s) Spoken at Home:
Who else can bring the patient to our office?
Siblings in our practice:

Insurance Iinformation

Policy Holder Date of Birth:
Address (if different from above):

City: State: Zip Code:
Phone Number: Last 4 of SSN:
Employer:

Other Parent Information (if available)

Name: Date of Birth:
Address (if different):
City: State: Zip Code:

Pharmacy Name/City:

| hereby authorize payment, directly to Mak Pediatrics, LLC of benefits due to me from my insurance company, otherwise
payable to me. | further authorize the release of any medical information required by my insurance carrier. | understand
that | am financially responsible for financial charges, lab work and vaccines not covered by my insurance as performed
in the office, and for any co-payments and/or deductible amounts as specified in my insurance contract. | acknowledge
that Private Health Information material (HIPAA) is posted, and available upon request.

Parent/Guardian Name Signature Date

Gh.

Elg[ﬂuﬂ[ilng



Consent To Treat Form P —

| authorize that the information contained in my chart,
on my registration form, is correct.

| understand this information is necessary for pracessing of my claims and to ensure proper medicel care. | authorize Mak Pediatrics,
LLC and its providers to treat me with a medically indicated examination. | authorize the release of my medical or any information
necessary to process any claims. | also request payment of governmental benefits either to myself or to the party who accepts
assignment and payments of medical benefits to Mak Pediatrics, LLC by my insurance company provided.

| agree that | am responsible for all charges which are not authoerized as covered by my insurance company or government agency.

Name (Print) Date of Birth

Patient or Authorized Person’s Signature Date




AUTHORIZATION TO RELEASE AND
DISCLOSE PATIENT MEDICAL RECORDS s S

4% TopLine MD Alliance

Patient Information

Patient’s Name: Date of Birth:
Address:
City: State: Zip Code:
Day Phone #: Social Security #:
Practice Information
Practice Name: Physician:
Address:
City: State: Zip Code:
Phone: Fax:
Where do you want the records to be sent?
Name: Mak Pediatrics, LLC
Address: 13115 W Linebaugh Ave, Suite 101
City: Tampa State: FL  Zip Code; 33626
Phone: 727-306-9050 Fax:  656-218-2401
What records do you want sent or released?
(Please specify the years of records you wish to be sent or released)
Record Name Years Record Name Years Record Name Years

“ENTIRE CHART****

How do you want the information delivered? (Requests take 7-10 business days for processing)
O Mail O Patient will pick up (fees apply) ®Fax O Pick up by: (fees apply)

Purpose of Release (Why is it needed?)
¥ Transfer of care to new physician O Continuing care/Second opinion O Other:

| hereby authorize the use of disclosure of my individually identifiable health information as described. | understand that this authorization is
voluntary. | understand that treatment, payment, enrollment or eligibility of benefits may not be conditioned on my signing this authorization. |
further understand that if the organization authorized to receive the information is not a health plan or health care provider, the released
information could potentially be re-disclosed and may no longer be protectad by federal privacy regulations. Therefore, | release Mak Pediatrics,
LLC from all liability arising from this disclosure of my health infermation. | understand and agree that | am financially responsible for the
following fees associated with my request: copying charges and postage related to the production of my information. For patients and

overnmental entities: 1.00 per page for the first 25 pages and 25¢ per page for each page in excess of the first 25 pages. For other entities: up to
8].00 per page for each page copied, in accordance with Florida Administrative Code 64B8-10.003.

BY SIGNING THIS AGREEMENT, | ACKNOWLEDGE THAT | HAVE CAREFULLY READ, UNDERSTAND AND AGREE TO THE ABOVE TERMS AND CONDITIONS.

Patient Name (Please Print); Date:

Signature;

(Patient, Parent, Guardian or Legal Representative)



MAK PEDIATRICS, LLC
Office Policy

Our goal is to provide and maintain a good physician-patient relationship. Letting you know in advance
of our office policy allows for a good flow of communication and enables us to achieve our goal. Please
read each section carefully and initial. If you have any questions, do not hesitate to ask a member of
our staff.

Appointments

1) We value the time we have set aside to see and treat your child. We do not double book
appointments. If you are not able to keep an appointment, we would appreciate 24-hour notice.
There is a charge of $30 for missed appointments.

2) If you are late for your appointment (>15 minutes), we will do our best to accommodate you.
However, on certain days it may be necessary to reschedule your appointment.

3) We strive to minimize any wait time; however, emergencies do occur and will take priority
over a scheduled visit. We appreciate your understanding.

4) Before making an annual physical appointment, check with your insurance company as to
whether the visit will be covered as a healthy (well-child) visit.

Initial:

Insurance Plans
Please understand

1) It is your responsibility to keep us updated with your correct insurance information. If the
insurance company you designate is incorrect, you will be responsible for payment of the visit
and to submit the charges to the correct plan for reimbursement.

2) If we are your primary care physician, make sure our name or phone number appears on your
card. If your insurance company has not yet been informed that we are your primary care
physician, you may be financially responsible for your current visit.

3) It is your responsibility to understand your benefit plan with regard to, for instance, covered
services and participating laboratories. For example a. Not all plans cover annual healthy (well)
physicals, sports physicals, or hearing and vision screenings. If these are not covered, you will be
responsible for payment. b. For children younger than 2 years, there is a limit as to the number
of allowable well visits per year. If the number of visits is exceeded, your insurance company will
not pay; you will be responsible for payment.



4) It is your responsibility to know if a written referral or authorization is required to see
specialists, whether preauthorization is required prior to a procedure, and what services are
covered.

Initial:

Referrals

1) Advance notice is needed for all non-emergent referrals, typically 3 to 5 business days.
2) It is your responsibility to know if a selected specialist participates in your plan.

3) Remember, we must approve referrals before they are issued.

Initial:

Financial Responsibility

Forms

1) According to your insurance plan, you are responsible for any and all co-payments,
deductibles, and coinsurances.

2) Co-payments are due at the time of service. A $XX service fee will be charged in addition to
your co-payment if the co-payment is not paid by the end of that business day.

3) Self-pay patients are expected to pay for services in FULL at the time of the visit.

4) If we do not participate in your insurance plan, payment in full is expected from you at the
time of your visit. We will supply you with an invoice that you can submit to your insurance for
reimbursement.

5) Patient balances are billed immediately on receipt of your insurance plan’s explanation of
benefits. Your remittance is due within 10 business days of your receipt of your bill.

6) If previous arrangements have not been made with our finance office, any account balance
outstanding longer than 28 days will be charged a $X re-bill fee for each 28-day cycle. Any
balance outstanding longer than 90 days will be forwarded to a collection agency.

7) For scheduled appointments, prior balances must be paid prior to the visit.

8) If you participate with a high-deductible health plan, we require a copy of the health savings
account debit or credit card, or a copy of a personal credit card to remain on file.

9) We accept cash, checks, Visa, and MasterCard credit and debit.
10) A SXX fee will be charged for any checks returned for insufficient funds.

Initial:



1) We will gladly fill out required forms for your child at his or her well checkup at no charge.
However, if you need any forms or letters completed outside of your scheduled well-child
appointment, there will be a fee per child. Mak Pediatrics reserves the right to modify these
charges from time to time at our discretion. If a type of form presented for completion is not
included in this list, we reserve the right to apply a fee that we deem appropriate

2) Any additional school, camp, college or sports forms are subject to a $10-per-form fee.
FMLA/Disabililty forms are $25. Payment is due when the forms are dropped off. We require 3-

day turnaround time.
Initial:
Transfer of Records

1) If you transfer to another physician, we will provide a copy of your immunization record and
your last visit to your physician, free of charge, as a courtesy to you. We will need 48 hours’
notice.

Initial:

Prescription Refills

1) For monthly medication refills, we require 48 hours’ notice, during regular business hours.
Please plan accordingly.

2) ADHD medications are controlled substances. Refills require regular office visits every 3
months for patients stable on medication. Any changes to dosage or change in medication
require office visit.

Initial:

I have read and understand this office policy and agree to comply and accept the responsibility for any
payment that becomes due as outlined previously.

Patient Name(s)

Responsible Party Member’s Name Relationship

Responsible Party Member’s Signature Date

On completion, we will provide you with a copy for your records.



E-mail Consent & Acknowledgment Form

The LLC and its Staff Membersshallbe referredtothroughout thisconsent formas "Provider".

1. RISK OF USING E-MAILTO COMMUNICATE WITH YOUR PROVIDER:
unity to communicate by e-mail. Transmitting patient information

Provider offers patients the opport
Id consider before using e-mail communication.

by e-mail has a number of risks that patients shou
These include, but not limited to, the following risks:

E-mails can be circulated, forward, and stored in numerous paper and electronic files.

a.

b. E-mails can be immediately broadcast worldwide and be received by unintended
recipients.

c. E-mail senders can easily type in the wrong email address.

d. E-mailis easier to falsify handwritten or signed documents.

Backup copies of e-mail may exist even after the sender or recipient has deleted his or her

copy.
f. Employersandon

through their system.
£-mail can be intercepted, altered, forward, or used without authorization or detection.

_line services have a right to archive and inspect e-mails transmitted

h. E-mail can be usedto introduce viruses into the computer system.

i.  E-mail can be used as evidence in court.

2. CONDITIONS FOR THE USE OF E-MAIL:
Provider will use reasonable means to protect the security and confidentiality of e-mail information

sent and received. However, because of the risks outlined above, Provider cannot guarantee the
security and confidentiality of e-mail communication, and will not be liable for improper disclosure
of confidential information that is not caused by Provider’s intentional misconduct. Thus, the
patients must consent to the use of email for patient information. Consent to the use of e-mail

includes agreement with the following conditions.

a. All e-mails to or from the patient concerning diagnosis or treatment will be printed out and
made part of the patient’s medical record. Because they are part of the medical record, other
individuals authorized to access the medical record will have access to those e-mails.

b. Provider may forward e-mails internally to Provider’s staff and agent necessary for diagnosis,
treatment, reimbursement, and other handling. Provider will not, however, forward emails to
independent third parties without the patient’s prior written consent, except as authorized
or required by law.

c. The patient is responsible for protecting his/her password or other means of access to e-mail.
Provider is not liable for breaches of confidentiality caused by the patient or any third party.

d. Provider shall not engage in e-mail communication that is unlawful, such as unlawfully
practicingmedicine across state lines.

e. lItis the patient's responsibility to follow-up and/or schedule anappointment.



E-mail Consent & Acknowledgment Form

3. PATIENT RESPONSIBILITIES AND INSTRUCTIONS:
To communicate by e-mail, the patient shall:

Limit or avoid using his/her employer’s computer.
Inform Provider of changes in his/her e-mail address.

Confirm that he/she has received and read the e-mail from the Provider.

Put the patient’s name in the body of the e-mail.

® a 0o T o

Include the category of the communication inthe e-mail's subject line, for routing

purposes (e.g. billingand questions).
Take precautions to preserve the confidentiality of e-mail, such as using screen savers and

safeguarding his/her computer password.

—h

g. Withdraw consent only by e-mail or written communication to Provider.

4. TERMINATION OF THE E-MAIL RELATIONSHIP
The Provider shall have the right to immediately terminate the e-mail relationship with you if
determined inthe sole Provider’s discretion, that you have violated the terms and conditions set forth

above or otherwise breached this agreement, or have engaged in conduct which the Provider
determines to be unacceptable.

PATIENT ACKNOWLEDGEMENT AND AGREEMENT

Ihave discussed with the Provider or his/her representative and | acknowledge that |have read and
fully understand this consent form. lunderstand the risks associated with the communication of e-
mail between the Provider and me, and consent to the conditions herein. | agree to the instructions
outlined herein, as well as any other instructions that my Provider may impose to communicate with

patients by e-mail. Any questions Imay have had were answered.

HOLD HARMLESS

| agree to indemnify and hold harmless the Provider and its trustees, officers, directors, employees,
agents, information providers and suppliers, and website designers and maintainers from and against
all losses, expenses, damages and costs, including reasonable attorney's fees, relating to or arising
from any information loss due to technical failure, my use of the internet to communicate with the

Provider, and any breach by me of these restrictions and conditions.

Patient Name (Print) :

Patient Signature : Date :

Patient Email:




Notice of Privacy Practice Acknowledgement

Mak Pediatrics, LLC

18115 W Linebaugh Ave
Suite 101
Tampa, FL 33626

-

I understand that under the Health Insurance Portability and Accountability Act (HIPAA), I have
certain rights to privacy regarding my protected health information. I acknowledge that I have
received or have been given the opportunity to receive a copy of your Notice of Privacy Practices. I
also understand that this practice has the right to change its N otice of Privacy Practices and that I
may contact the practice at any time to obtain a current copy of the Notice of Privacy Practices.

Patient Name or Legal Guardian (print) Date

Signature

Office Use Only

We have made the following attempt to obtain the patient’s signature acknowledging receipt of
Notice of Privacy Practices:

Date: Attempt:

Staff Name:




THIS NOTICE D

Notice of Privacy Practices
Mak Pediatrics, LLC

TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

ESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS

INFORMATION: Described as follows are the ways we
| may use and disclose heaith information that identifies
you (Health mformation). Except for the following
purposes, we will use and disclose Health Information
anly with your written permission. You may revoke such
permission at any time by writing to our practice.
Treatment:
We may use and disclose Health Information for your
treatment and to provide you with treatment-related
heaith care services. For example, we may disclose
Haealth Information to doctars, nurses, technicians, or
other personne!, including people outside our office, who
| zre involved in your medical care and need the
information to pravide you with medical care.
Payment:
We may use and disclose Health Information sc that we
or others may bill and receive payment from you, an
insurance company. or a third party for the treatment and
services you received. For example. we may give your
heaith plan information so that they will pay for your
treatment
| Healthcare Operations:
Wa may use and disclose Health Information for health
care operation purposes. These uses and disclosures are
necessary to make sure that all of our patients raceive
quality care and 1o operate and menage our office. For
| example. we may use and disciose information to make
sure the medical care you receive is of the highest
quality. We also may share information with other entities
that have & relationship with vou (for example, your
| health pian) for their health care operation activities.
Appointment Reminders, Treatment Alternatives and
Health Related Benefits and Services. We may use
and disclose Health Information to contact you and to
remind you that you have an appointment with us. We
also may use and disclose Health Information to tell you
about treatment alternatives or health-related benefits
and services that may be of interest to you.
Individuals involved in Your Care or Payment for
Your Care. When appropriate, we may share Health
Information with & person who 1 involved in your medical
care or payment for your care, such as your family or 8
close friend. We also may notify your family about your
location or general cendition or disclose such infarmation
to an entity assisting in a disaster ralief effort,
Research. Under certain circumstances, we may use
and disclose Health Information for research. For
example, & research project may involve comparing the
health of patients who recewed one treatment to those
who received another, for the same candition. Before we
use or disclose Health information for research, the
project will go through a special approval process. Even
| without special approval, we may permit researchers to
look at records to help them identify patients who may be
included in their research project or for other similar
purposes, as long &s they do not remove or take a copy
of any Health Information.
| Fundraising Activities. \We may use or disclose your
| Protected Health Information, as necessary, in order o
comtact you for fundraising activities. You have the right
1o opt out of receiving fundraising communications
{Cptional) If you do not want to receive these matenals,
please submit 8 written requast to the Privacy Officer.

SPECIAL SITUATIONS:

| As Required by Law. We will disclose Health

| Information when required to do 5o by international,
federal, state or local law

To Avert a Serious Threat to Health or Safety. We may use
and disclose Heelth Information when necessary to prevent a
serious threat to your health and safety or the health and safety
of the public or another person. Disciosures, however, will be
made only to someone who may be able to help prevent the
threat.

Business Associates. We may disclose Health Information to
our busingss associates that perform functions on our behalf or
provide us with services if the information is necessary for such
functions or services. For example, we may use another
company to perform billing services on our behalf. Al of our
business associates are abligated to protect the privacy of your
information and are not allowed to use or disclose any
information other than as specified in our contract.

Data Breach Notification Purposes. We may use your
contact information to provide legally-required notices of
unauthorized acquisition, access, or disclosure of your health
infarmation. We may send notice directly to you or provide
notice to the sponsor of your pian through which you receive
coverage.

Organ and Tissue Donation. |f you are an organ donor, we
may use or release Health Information to organizations that
handle organ procurement or other entities engaged in
procurement; banking or transportation of organs, syes, or
tissues to facilitate organ, eye or tissue donation. and
transplantation.

Military and Veterans. I you are 8 member of the armed
forces, we may release Health Information as required by
military command authorities. We aiso may release Health
Information to the appropriate foreign military authority if you
are & member of a foreign military.

Workers' Compensation. We may release Health Information
for workers' compensation or similar programs. These
programs provide benefits for wark-related injuries or iliness.
Public Health Risks. We may disclose Health Information for
public health activities, These activities generally include
disclosures to pravent or control disease, injury or disability;
repott births and deaths; report child abuse or neglect; report
reactions to medications or problams with products; notify
people of recalls of preducts they may be using; a person who
may have been exposed to & disease or may be at risk for
contracting or spreading & disease or condition, and the
appropriate government authority if we beligve a patient has
been the victim of abuse, neglect or domestic violence. We will
only make this disclosure if you agree or when required or
authorized by law.

v

YOUR RIGHTS:

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

Access to electronic records. The Health Information
Technology for Economic and Clinical Health Act. HITECH Act
allows people to ask for electronic copigs of their PHI contained
in electronic health records or to request in writing or
electronically that another person receive an electronic copy of
these records. The final omnibus rules expand an individual's
right to access electronic records or to direct that they be sent
to another person to include not only electronic health records
but also any records in one or more designated record sets. If
the individual requasts an electronic copy, it must b provided
in the format requested or in a mutually agreed-upon format.
Covered entities may charge individuals for the cost of any
electronic media (such &s & USB flash drive) used to provide a
copy of the electronic PHI.

Right to Inspect and Copy. You have a nght to inspact and
capy Heslth information that may be used to make decisions
about your care or payment for your care. This includas
madical and billing records, other than psychotherapy notes.
To inspect and copy this Health Information, you must make
your request, in writing.

Right to Amend. If you fee! that Health Information we
have i§ incormect or incomplete, you may ask us fo
amend the information. You have the right to request
an amendment for as iong as the information is kept by
or for our office. To request an amendment, you must
make your reguest, in writing,

Right to an Accounting of Disclosures. You have
the right to request a list of certain disclosures we
made of Health Information for purpases other than
treatment, payment and heaith care operations or for
which you provided writien authorization. To request an
accounting of disclosures, you must make your
request, in writing.

Right to Request Restrictions. You have the right to
request & restriction or limitation on the Health
Information we use or disclose for treatment, payment,
or health care operations. You also have the right to
requast a limit on the Health Information we disclose to
someone invalved in your care or the payment for your
care, like & family member or friend. For example, you
could ask that we not share information about @
particular diagnasis or treatment with your spouse. To
request a restriction, you must make your request, in
writing

We are not required to agree to your request. [fwe
agree, we will comply with your request unless the
information is needed to provide you with emergency
treatment.

Right to Request Confidential communication. You
have the nght to requast that we communicate with you
about medical matters in & 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
communication, you must make your request, in
writing. Your request must specify how or where you
wish to be contacted. We will accommodate
regsonable raquests

Right to @ Paper Copy of This Notice. You have the
right to @ paper copy of this notice. You may ask us to
give you & copy of this notice at any time

CHANGES TO THIS NOTICE:

We resarve the right to change this notice and make
the new notice apply to Heaith Information we already
have as well as any information we receive in the
future. We will post a copy of our current notice at our
office. The notice will contain the effective date on the
first page, in the top right-hand comer.

If you believe your privacy rights have been violated,
you may file a complaint with our office or with the
Secratary of the Department of Haalth and Human
Services. All complaints must be made in writing.

You will not be penalized for filing a complaint.

Mak Pediatrics, LLC
13115 W Linebaugh Ave, Ste 101
Tampa, FL 33626
7273069050

Please sign the accompanying
“Acknowledgement” form

i
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