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Patient’s Name: Date of Birth:
Patient’s S/S # Age:

Address:

City: State: ____Zip Code:
Primary Phone: Alternate Phone:

__Male __Female Child Lives with: __Father __Mother __Both __Other

Parent’s Marital Status: __Married __Separated __Divorced __Other

Languages spoken at home: __English __Spanish __Other

Siblings in the office:

Mother’s Information:

Mother’s Name: Birthdate:

S/S #: DL#: State:
Address: City: State:__ Zip:
Primary Phone: Alternate Phone:

Does your phone accept text messages: (Yes / No) E-Mail:

Place of Employment: Occupation:

Work Phone:

Father’s Information

Father’'sName: Birthdate:

S/S #: DL #: State:
Address: City: State:___ Zip:
Primary Phone: Alternate Phone:

Does your phone accept text messages (Yes / No) E-mail:

Place of Employment: Occupation:

Work Phone:
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INSURANCE POLICY INFORMATION

Name of Insurance Company:

Name of Policy Holder: (Mom or Dad) Date of Birth:
Insurance ID #: Group #:
Is Insurance PPO: HMO: Other: Copay:

EMERGENCY INFORMATION

In case of emergency whom should we contact?

Name: Relationship: Phone:
Who other than the parents will bring child to Doctor? This is only for sick visits.

PARENTS MUST BE PRESENT FOR WELL VISITS,

AN ADULT MUST ALWAYS ACCOMPANY MINORS,
The adult accompany a minor is responsible for payment at the time of the visit.

Please note that if you schedule your appointment after 5:00 pm, this is considered an after-
hours appointment and there is an extra charge assessed to your claim of that day for sick
office visits or follow up appointments. Some Insurance plans cover this and some do not.

This office will need a minimum of at least 48 hours for the release of any forms or medical
records to be sent to a Doctor’s office or to the parents. We will release your child’s medical
records to your new physician at no charge. If you would like the medical records there is a
fee of $1.00 per page up to 25 pages and 0.25 per page thereafter.
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CONSENT FOR MEDICAL TREATMENT AND MEDICAL RELEASE OF A MINOR

We / |, the undersigned parent (s) legal guardian (s) of a

minor child, do hereby consent to the physical examination and care of said minor as deemed
medically necessary by Wellington Pediatrics including routine vaccination if not otherwise
declined.

In the event of an emergency or non-emergency situation requiring medical treatment, |

, hereby grant permission for any and all medical attention to
be administered to my child/ children, in the event of an accidental injury or illness, until such
time as | can be contacted. This permission includes but is not limited to, the administration of
first aid, the use of an ambulance, the release of patient health information and the
administration of anesthesia, under the recommendation of qualified medical personnel.

I, hereby certify that my primary insurance Company is:

We / | also understand and assume responsibility of making any applicable monetary payment as
required by my insurance company at the time services are rendered.

This consent shall remain in effect indefinitely or until revoked | writing and delivered to said
provider and / or said persons entrusted with the custody of the minor.

Signature: Date:

Relationship to minor:

Daytime/ Evening Phone:

Printed Name:
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Wellington Pediatrics, LLC
Michael L. Bruck, M.D. F.A.A.P.
Amy Z. Aqua,M.D. F.AA.P.
10115 W. Forest Hill Blvd., Suite 402
Wellington, Florida. 33414
Ph: 561-791-1935 Fax: 561-791-0115

REQUEST FOR RELEASE OF MEDICAL RECORDS

TO:

RE: DOB:

PLEASE SEND COPIES OF THE ABOVE NAMED PATIENT’S MEDICAL CHART

PARENT’S SIGNATURE: DATE:

WITNESS SIGNATURE DATE:

THE INFORMATION TRANSMITTED IN THIS ELECTRONIC COMMUNICATION 1S INTENDED ONLY FOR
THE PERSON OR ENTITY TO WHOM IT IS ADDRESSED AND MAY CONTAIN CONFIDENTIAL AND/OR
PRIVILEGED MATERIAL. ANY REVIEW, RETRANSMISSION, DISSEMINATION OR OTHER USE OF OR
TAKING OF ANY ACTION IN RELIANCE UPON, THE INFORMATION BY PERSONS OR ENTITIES OTHER
THAN THE INTENDED RECIPIENT IS PROHIBITED. IF YOU RECEIVE THIS INFORMATION IN ERROR,
PLEASE CONTACT THE SENDER AND THE PRIVACY OFFICE, AND PROPERLY DISPOSE OF THIS
IMFORMATION.
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MEDICINE REFILL POLICY

® Please call the office during office hours and leave a message for the nurse or send us a message via the
patient portal. She will get approval from the Doctor and refill will be called in to the pharmacy, if
appropriate.

® Absolutely no refills on antibiotics.

AFTER HOURS POLICY

® 24 hours Nurse triage by FirstCall. If concerned about child when we are closed, call our office number and it
will connect you with our Nurse triage for advice. You can always speak with the Physician, if you are not
satisfied with the Nurse triage, simply ask the Nurse.

® If the Nurse triage or Physician recommend child to be seen before the office reopens,
Please go to one of the facilities listed below:
Pediatric After Hours clinic on Lantana and Jog Road
Palms West Hospital Children’s ER on Southern Blvd
PLEASE DO NOT GO TO RETAIL CLINICS OR ADULT URGENT CARE CENTERS.

OFFICE CLOSURES

® During the week, our office is closed between 8:00 am - 8:30 am and between 12:30 pm - 1:30 pm. During
these times you will be directed to a voicemail. Only leave a message if it is an emergency and you need to
speak with the Physician. Otherwise call back when the office is opened.

PLEASE SIGN BELOW ACKNOWLEDGING UNDERSTANDING

Thank you

Signature:
Date:
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FINANCIAL POLICY

Thank you for choosing Wellington Pediatrics as your health care provider. We are committed to
building a successful physician-patient relationship. The following is a statement of our Financial
Policy. Our office will be happy to answer any questions or concerns you may have.

PAYMENT IS DUE AT THE TIME OF SERVICE ALL COPAYMENTS AND DEDUCTIBLES ARE DUE
PRIOR TO YOUR OFFICE VISIT.
WE ACCEPT CASH, VISA, MASTERCARD, DISCOVER AND AMERICAN EXPRESS

PROOF OF INSURANCE: All patients must complete our patient information form before seeing

the doctor. 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 carries. 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 the time of
service. Failure on our part to collect co-payments and deductibles from patients can be
considered fraud.

HMO/REFERRALS: It is the patient’s responsibility to obtain a referral form from us, your

primary care physician, if your insurance carrier requires it for your visits. Please allow 48-72
hours for processing referrals.

MISSED APPOINTMENTS: Unless canceled 24 hours in advance, there is a $20.00 fee for
missed appointments during normal business hours, a $30.00 fee for missed appointments
after hours, an a $40.00 fee for any missed ADD/ADHD appointment.

RETURNED CHECKS: Any check returned for non-sufficient funds will be subject to a bank fee
of $36.00.

CONVENIENCE FEES: There is a flat fee of $5.00 for each set of School / Sports clearance forms
or letter of medical necessity that the office completes on your behalf.

COLLECTION POLICY: Should your account become past due, the patient/debtor assumes all the
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.

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

Patient Name: Date:

Responsible Party Signature:




AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

(Practice Name)

Patient Name: ID Number:

Date of Birth:

By my signature below, I hereby authorize the use or disclosure of my individually identifiable
health information as described below. I understand that this authorization is voluntary. I
understand that if the organization authorized to receive the information is not a health plan or

health care provider, the released information may no longer be protected by federal privacy
regulations.

Persons/organizations providing the information:

Persons/organizations receiving the information:

Specific description of information (including dates): | Purpose of requested use or disclosure:

The patient or the patient’s representative must read and initial the following statements:

Initials

1 understand that this authorization willexpireon __/  /  (DD/MM/YR). IfT fail

to specify an expiration date, this authorization will expire in six months.

T understand that I may revoke this authorization at any time by notifying the providing
organization in writing. I understand that the revocation will not apply to information
that has already been released in response to this authorization and will not apply to my

insurance company when the law provides my insurer with the right to contest a claim
under my policy.

I understand that my healthcare and the payment for my health care will not be affected
if I do not sign this form.

I understand that I may see and copy the information described on this form and will
receive a copy of this form after it is signed.

If T have questions about disclosure of my health information, I can contact the office
staff or the physician. ‘

Signature of Patient or Legal Representative Date

If Signed by Legal Representative, Relationship to Patient

Signature of Witness




CONSENT, PERMISSION AND RELEASE
FOR USE OF PHOTO, VIDEO AND /OR AUDIO

i hereby give permission to Simo and Bruck MDs, LLC to record the appearance, physical fikeness and /or voice on video tape,
on film, or digital video disk, or other means, and/or take photographs of the appearance of (print
name}) . , age (if minor)

Notwithstanding any prohibition as may be contained in Section 540.08 Florida Statutes, | hereby freely and voluntarily consent
to the use and publication of my mane, participation, picture, and or likeness by Simo and Bruck MDs, LLC and/or its employees
and/or agents, as well as the entity seeking this consent, and photographs, video and/or audio for any and all purposes
including, but not limited to, education, promotional, advertising, and trade, through any medium or format, including, but not
limited to, film, phqtogra ph, television, radio, digital, internet, or exhibition, at any time from this date forward untit | revoke
this consent in writing.

tacknowledge that Simo and Bruck, MDs, LLC is the sole owner of all rights in, and to, this visual and/or sound production
and/or photograph(s) and the recordings, thereof, and that it has the right to use or reproduce the resulting images and/or
sound as often as it finds necessary. | acknowledge that the photographs, video and/or audio may be used indefinitely by
television, radio, newspaper, magazines, newsletters, brochures, Internet, intranet, or in other media once released.

Simo and Bruck MDs, LLC has the right, among other things, to edit and/or otherwise alter the visual or sound recording, or
photographs, as needed. | understand | will receive no compensation for the appearance of the above-named person or for

. participation in said productions. | agree to hold Simo and Bruck MDs, LLC, its employees and other parties harmless against
claim, liability, loss or damage caused by, or arising from my participation in this production.

I have read this Consent before signing and fully understand the contents, meaning and impact of this consent. | understand
that | am free to address any specific questions and have done so prior to signing this Consent.

Name:

Address:

Telephone: Email address:

Signature: ] Date:

Name of Parent/ Legal Custodian {under age 18):

Signature of Parent /Legal Custodian (under age 18):

Witness Name:

Witness Signature: ‘Date:

I am revoking this consent. | understand that every effort will be made to remove the item from the site within a reasonable
timeframe. | also understand that this file may have been copied without permission, and 1 agree not to hold Simo and Bruck
MDs, LLC responsible for instances of these violations. '

Signature: . Date:
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Wellington Pediatrics, LLC
Michael L. Bruck, M.D. F.AA.P.
AmyZ. Aqua, M.D. FAA.P,
10115 W. Forest Hill Blvd., Suite 402
Wellington, Florida. 33414
Ph: 561-791-1935 Fax: 561-791-0115

GENERAL CONSENT FOR COMPREHENSIVE EXAMINATIONS INVOLVING PELVIS AND/OR RECTUM

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

() Afemale Gynecological Exam which may include a rectal exam and a pelvic exam.
{) An Ultrasound Exam which may include a probe placed in the vagina.

{ ) Arectal exam only.

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

{ ) Other procedures as listed

{X ) Examination of external genitalia.

This examination will be performed by any provider from Simo & Bruck MDs, LLC.

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

Name of Patient

Dob:

Signature of Patient’s representative if under 18 Date:




Simo & Bruck, MDs, LLC
Telehealth Informed Consent

Telehealth involves the use of secure electronic
communications, information technology, or other
means to enable a healthcare provider at one
location, and a patjent in another location to share
individual patient clinical information for the purpose
of consulting with, diagnosing, treating, prescribing,
and/or referring the patient to in-person care; as
determined clinically appropriate. This ‘Telehealth
Informed Consent” informs the patient ("patient,”
“you,” or “your”) concerning the treatment methods,
risks, and limitations of using a telehealth platform.

Services Provided:

Telehealth services offered by Simo & Bruck, MDs
[LC; and the Practice’s engaged providers Michael
L. Bruck M.D. and May Z. Aqua, M.D. or your may
include a patient consuitation, diagnosis, treatment
recommendation, prescription, and/or a referral to in-
person care, as determined clinically appropriate

Telemedicine services Your Provider will be licensed -

in the state where you are located at the time of your
consultation, or otherwise meet a professional
licensure exception under applicable state law.

Electronic Transmissions:

The types of electronic transmissions that may. occur

using the telehealth platform include, but are not '

limited to:
= Appointment scheduling;
= Completion of medical intake forms;

= Exchange and review of patient medical -

intake forms, patient health records, images,
diagnostic and/or lab test results via
asynchronous communications;

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

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

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

= Delivery of a consultation report; and/or

Other electronic transmissions for the purpose

of rendering clinical care to you.

Expected Benefits:

Sirmo & Biriick MBs 107445 W. Farest Hill |
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= [mproved access to care by enabling you to
remain .in your preferred location while your
Provider consults with you. Our telehealth
services are available 3 hours a day, 5 days a
week. :

» Easy access for follow-up care. If you need to
receive non-emergent follow-up care refated to

please contact our Prowder by

Service Limitations:

» The primary difference between telehealth and
direct in-person service delivery is the inability to
have direct, physical contact with the patient.
Accordingly, some clinical needs may not be
appropriate for a telehealth visit and your
Provider will make that determination.

= OUR PROVIDERS DO NOT ADDRESS
MEDICAL EMERGENCIES. IF YOU BELIEVE
YOU ARE EXPERIENCING A MEDICAL
EMERGENCY, YOU SHOULD DIAL 9-1-
AND/OR GO TO THE NEAREST EMERGENCY
ROOM. PLEASE DO NOT ATTEMPT TO
CONTAC i  BROCKENES IR
YOUR PROV!DER AFTER RECEIVING
EMERGENCY HEALTHCARE TREATMENT,
YOU SHOULD VISIT YOUR LOCAL PRIMARY
CARE DOCTOR. '

= |f it is determined during the initial screening of
the telehealth visit that you should be seen in
person, either in your Provider's office or in a
recommended facility, you will not be charged for
the telehealth visit. Appropriate emergency
questions will be asked at the beginning of the
telehealth visit that will determine what will be
the best place for you to receive care.

Security Measures:

The electronic communication systems we use will
incorporate network and software security protocols
to protect the confidentiality of patient identification
and imaging data and will include measures {o
safeg ard the data and to ensure its integrity against
Ster-402 Weallington, FL-33414




Simo & Bruck, MDs, LLC
Telehealth Informed Consent

intentional or unintentional corruption.  All the
Services delivered to the patient through telehealth
will be delivered over a secure connection that
complies with the requirements of the Health

Insurance Portability and Accountability Act of 1996
("HIPAA™. -

Possible Risks:

= Delays in evaluation and treatment could occur
due to deficiencies or failures of the equipment
and technologies, or provider availability.

= |n the event of an inability to communicate as a
result of a technological or equipment failure,
please contact the Practice at 561-791-1935

= The quality of transmitted data may affect the
quality of services provided by your Provider.
Changes in the environment and test conditions

could be impossible to make during delivery of
telehealth services.

= In rare events, your Provider may determine that .

the transmitted information is of inadequate
quality, thus necessitating a rescheduled
telehealth consult or an in-person meeting with
your local primary care doctor.

= [n very rare events, security protocols could fail,

causing a breach of privacy of personal medical
information.

= In rare events, a lack of access to complete -

medical records may result in adverse drug
interactions or allergic reactions or other clinical
judgment errors.

Patient Acknowiedgménts:

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

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

2. | acknowledge that | have been given an
opportunity to select a provider; Or, | have
elected to consult with the next available

1458-6423.2

provider. | acknowledge that prior to the
consuitation, | have been given the provider's
credentials.

‘I understand there is a risk of technical

failures during the telehealth encounter
beyond the control of the Practice. | agree to
hold harmless the Practice for delays in
evaluation or for information lost due to such
technical failures.

. | understand that | have the right to withhold

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

. | understand that alternatives to telehealth

consultation, such as in-person services are

- available to me, and in choosing to patticipate

in a telehealth consuitation, | understand that
some parts of the Services involving tests
(e.g., labs or bloodwork) may be conducted
by individuals at my location, or at a testing
facility, at the direction of our Providers.

.l understand that | may expect the anticipated

benefits from the use of telehealth in my care,

but that no results can be guaranteed or
assured.

.| understand that it is necessary to provide a

complete and accurate medical history and
will update my medical heaith records
periodically, but no less than once a year.

.| understand persons may be present during

the consultation other than my Provider in
order to operate the telehealth technologies. |
further understand that | will be informed of
their presence in the consultation, and their
role, and thus will have the right to request
the following: (1) omit specific details of my
medical  history/fexamination  that are
personally sensitive to me; (2) ask non-
medical personnel to leave the telehealth
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Telehealth Informed Consent

10.

1.

12.

13.

14.

458-6423.2

examination; and/or
consultation at any time.

terminate the

(3)

I understand | have the right to object to the
videotaping of the telehealth consuitation.

I understand there is no guarantee that | will

be treated by our Providers. Our Providers
reserve the right to deny care for potential
misuse of the Services or for any other reason
if, in the professional judgment of our
Providers, the provision of the Service is not
medically or ethically appropriate.

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

| understand that federal and state law
requires health care providers to protect the
privacy and the security of health information.

| understand that Practice will take. steps to -

make sure. my health information is not seen
by anyone who should not see it. | understand
that telehealth may involve electronic-
communication of my personal medical
information to other health practitioners
engaged by Practice who may be located in
other areas, including out of state.

| understand that if |

participate in a

consultation, that | have the right to request a-

copy of my medical records and/or
consultation report, which will be provided to
me at reasonable cost of preparation,
shipping and delivery.

| understand that | may be asked if | have a
primary care doctor and, if so, whether |
consent to sending a copy of my medical
records and/or consuitation report to my
primary care doctor. Upon my consent,
Practice will send copy of my medical records
and/or consultation report to my primary care
doctor, which will be billed to me at

reasonable cost of preparation, shipping and
delivery.

Sifno:& Briek MDs 10115 W Forest

15.1 understand that my heaithcare information
may be shared with other individuals for
scheduling and billing purposes.

16. | understand that | may not be covered under

my current health insurance plan for
telehealth services.

Patient informed Consent

I have carefully read this form and fully understand its
contents, including the risks and benefits of the
telehealth services. | hereby give my informed
consent to participate in a telehealth consultation
under the terms described herein. By checking the
box associated with "Telehealth Informed Consent”, |
acknowledge that | understand and agree with the

above and hereby consent to receive Practice’s
telehealth services:

oACCEPT. By checking the Box for this

"TELEHEALTH INFORMED CONSENT' | hereby
state that ! have read, understood rgd“agree to the

If signing on behalf of a minor;

PARENT/LEGAL AL GUARDIAN'S

- Ste: 402 Wellington, £ 33414



ARBITRATION AGREEMENT RELATED TO MEDICAL CARE, TREATMENT & ALL DISPUTES
The patient and undersigned Medical Care Provider (“MCP”) — which includes any affiliated physicians, employees, any related medical
group, professional association, or any other entity or individual which has provided medical services in conjunction with the MCP — agree
to submit any dispute whatsoever to binding arbitration including without limitation any claim for malpractice, personal injury, battery,

breach of express or implied contract, loss of consortium, wrongful death or any payment or any other disputes relating in any way to past,
present or future medical care. Any dispute will go to binding arbitration.

BY SIGNING THIS CONTRACT, YOU AGREE TO HAVE ANY ISSUE OF ALLEGED MEDICAL NEGLIGENCE OR
BREACH OF CONTRACT BETWEEN YOU AND YOUR MCP DECIDED BY BINDING ARBITRATION IN WHICH
BOTH PARTIES GIVE UP THEIR RIGHT TO A TRIAL BY JURY, OR TRIAL BY A JUDGE.

The patient, and/or his or her spouse, bom or unborn children, parents, heirs, or anyone launching any legal or equitable action (hereinafter
“the Patient”) and the MCP agree that any complaint of any type which in any way relates to medical services shall without exception be
submitted to binding arbitration. The governing law shall be the Federal Arbitration Act, state law notwithstanding, It is the express
intention of the parties that any and all claims or complaints of any kind shall be submitted to and resolved by binding arbitration, which
will be the exclusive and sole remedy. It is the specific and irrevocable intention of the parties to submit any question concerning this
Agreement’s arbitrability to the arbitrators only and to no other person or entity. All issues regarding the validity, enforceability and scope

of this Agreement or any part of it shall also be subject to arbitration. If either party challenges the validity of this Agreement in court, the
prevailing party shall be entitled to attorneys’ fees and to costs as determined by the court.

The MCP and any affiliated medical service provider that chooses to join in this Agreement agree to be equally bound as the Patient is to
binding arbitration in the event of any dispute. Such disputes can be brought by the MCP against the Patient, including terms of payment,
services rendered, physical or emotional abuse, and other disputes. The Patient understands that any and all medical care provided is
sufficient consideration, and the Patient will be fully and legally bound by this Agreement. Both parties to this Agreement are giving up
their constitutional right to have any dispute decided in a court of law before a jury. All parties understand that they are giving up the right
to have any dispute decided by a judge or jury through the court system. Resort to the legal system by action at law or in equity will only-be

permissible if necessary to enforce any decisions reached through arbitration. The parties agree that any dispute about any provisions of this
Agreement will be decided through arbitration.

The parties hereby bind anyone whose claims may arise out of or relate to treatment or services provided by the MCP at the time of the
occurrence giving rise to the claim. In the case of any pregnant mother, the term “patient” means both the mother and the mother’s expected
child or children. The parties consent to the participation in this arbitration of any person or entity that would otherwise be a proper
additional party in a court action if they have been involved in any way in the care of the Patient. This mady include claims of the Patient

against another plrlysn‘,lan1 nurse or medical professional, or a hospital or other facility. Additionally, this Agreement is mtended to resolve
all claims for vicarious lability of the MCP. .

The signers agree that the maximum total amount of all non-economic and economic damages combined shall never exceed $250,000,
applied on a per case basis, regardless of the number of claimants seeking compensation, and regardless of the number of physicians,
professional associations, employees or entities named as defendants. The Patient agrees to waive any and all rights to any higher award.
This limitation applies regardless of whether another healthcare provider, such as a physician, a hospital or other facility or employees of
such a physician, hospital or facility are named as defendants in the binding arbitration or in any other proceeding. Non-economic means
damages for pain and suffering, disfigurement, embarrassment and anything else not representing loss of past or firture eammings, medical or
other costs. The arbitrators may choose to award damages in excess of $250,000 only when exireme hardship is demonstrated. As
consideration for the limitation on any awards, the MCP will pay up to and only the first $2,500 of attorney fees for the Patient. The parties
agree that if any punitive damages are awarded, they may not exceed three times any compensatory award. Save as required by
Medicare/Medicaid, the parties agree that any awards in excess of $10,000 shall be paid in equal annual payments over 10 years without
being reduced to present value. The arbitrators may reduce the time period in cases of extreme hardship. They will also consider any other
collateral sources of compensation (e.g., workers compensation, life insurance, disability, charitable, and governmental benefits, and other
monies paid to the injured patient or any other party) which shall diminish any awards for non-economic and/or economic damages. The
MCP shall be entitled to an off-set for any monies received by the Patient for claims against any other health care provider, if such claims
arise out of or relate in any way to the claims of the Patient against the MCP. The parties agree to the complete disclosure of all collateral

sources of compensation. Failure to promptly disclose any additional sources on request is agreed to be grounds for immediate and total
- dismissal of any claim.

Statute of Limitations: In no case shall the statute of limitations exceed 12 months from the date any alleged injury or problem could or
should have been discovered regardless of the age of the Patient. The arbitrators and their empowerment under the FAA shall determine any
question concerning the application of this provision. Severability: If any specific term or provision of this Agreement is determined by a
court of competent jurisdiction to be illegal, invalid, or otherwise unenforceable, the entire remainder of this Agreement shall be construed
to be in full force and effect, and all other provisions will still apply. The parties agree in general that any provisions so challenged will be
brought to the arbitrators to decide upon, and not to a judge or jury. Timing: The parties agree to {ry to resolve all issues within 9 months of
any complaint. Entire Agreement/Merger Clause: This Agreement represents the entire agreement made between the MCP and the
Patient. It supersedes any other agreements between the Patient and the MCP. Except as expressly set forth herein, there are no other
representations, promises, understandings, or agreements of any kind between the parties. The Patient signing this Agreement
acknowledges that he or she has not relied in any way upon any oral or written statements made to them besides what is contained within



this Agreement All parties acknowledge and understand that this Agreement cannot be changed, altered, or modified in any way except by
an instrument in writing, signed by all parties. Pronouns and Headings: The singular shall be held to include the plural, the plural held to
include the singular, and the use of any gender shall be held to include every gender. All headings, titles, subtitles, or captions are inserted
for convenience only, and are to be ignored in any construction of the provisions-hereof. Governing Law and Payment and Selection of
Arbitrators: This Agreement, its substantive provisions, the scope of the Agreement, the authority granted to the arbitrators and the
limitations contained in this Agreement, are to be governed by, and interpreted pursuant to the Federal Arbitration Act, any conflicting state
law notwithstanding. To the extent not inconsistent with the FAA, it shall also be governed by the provisions of the Revised Uniform
Arbitration Act as adopted in the principal state where the MCP practices. The parties agree that any dispute between them shall be
determined by a panel of three arbitrators. Each party shall select one arbitrator from lists of qualified legal/medical experts provided by the
MCP. All arbitrators will hold either medical or both medical and juris doctor degrees. - The two arbitrators selected shall then select a third
arbitrator from the same list. Each party may remove the other’s chosen arbitrator only once. The three arbitrators shall resolve any and all
disputes between the parties generally pursuant to the National Arbitration Forum Code of Procedure or such procedures as they may jointly
decide. All arbitration hearings shall be conducted by videoconference; the MCP will provide equipment and pay all costs of
videoconference bridging and of the arbitrators. The parties shall adopt rules of evidence such as the arbitrators may see fit. The MCP
shall pay the full costs of the arbitration, but shall not be responsible for paying any fees or costs charged to the Patient by their attorney
save the first $2,500 as indicated above. Reasonable discovery will be permitted by both sides. The parties agree that the arbitrators are to
render a written decision with reasons stated for the decision. Right of Counsel & Rescission: The Patient understands that this Agreement
is a legal document, and the Patient has the right to consult with an attorney before signing it if desired. Your MCP encourages you fo
consult an attorney prior to signing or during a 15-day rescission period. You may rescind this Agreement for 15 days after signing if; you
agree that it will be in full force and effect until the date received at the MCP’s office. To rescind it, return a copy to the MCP by certified
mail-return receipt only with “CANCELED” written on the first page, and signed by you underneath that word. The Agreement will then
be rescinded for all future care, but you agree it will be valid for any and all care provided by the MCP to the Patient for the entire period of
all medical services up to rescission. Authority to Sign: The Patient represents that he or she does in fact have the authority to sign and
execute this document on his/her own behalf (if signed by the Patient), or on behalf of the Patient (if signed by a person or persons other
than the Patient.) No Undue Influence: The individual signing this Agreement hereby acknowledges that he or she has not been pressured,
induced, coerced, or intimidated in any way into signing this Agreement, and has signed it of his or her own free will and accord and not
under duress of any kind. The parties agree that they have been given every opportunity to ask questions and receive answers concerning
the specifics and intent of this Agreement. Frivolous Legal Actions: The Patient agrees that under no circumstances will a frivolous action
or claim be brought against the MCP, and the MCP agrees to not bring any frivolous action or claim against the Patient. If two or more
Arbitrators rule that any action or claim brought against either party is frivolous in nature, the prevailing party shall be entitled to economic
and non-economic damages, including loss of wages or other compensation, damage to reputation, full attorneys’ fees and punitive
damages. Mediation: At the MCP’s sole expense, upon any complaint or alleged injury, the parties agree to promptly mediate in good faith

with a qualified mediator prior to any Arbitration hearing. A qualified professional mediator with medico-legal background shall be
mutually agreed upon.

BY SIGNING THIS CONTRACT, YOU AGREE TO HAVE ANY ISSUE OF ALLEGED MEDICAL NEGLIGENCE OR
BREACH OF CONTRACT BETWEEN YOU AND YOUR MCP DECIDED BY BINDING ARBITRATION IN WHICH
BOTH PARTIES GIVE UP THEIR RIGHT TO A TRIAL BY JURY, OR TRIAL BY A JUDGE.

I hereby agree that all provisions of this Agreement are in full effect, and no word, sentence, paragraph or provision may be crossed out
excised or removed.

['— To be completed by the Patient, Parent, or Authorized Representative

Name of Patient:

Your relationship to Patient (check one): o Mother
0 Father
o Other (please specify)

Date:

SIGNATURE of Patient, Parent, or Authorized Representative of Patient

MEDICAL CARE PROVIDER'S CONSENT TO ARBITRATION: In consideration of the execution of this Binding Arbitration
Agreement, the undersigned, as the legal representative of the Medical Care Provider, hereby agrees to be bound by all the terms set forth

above. M
P
4 - /1/ C//'m«‘y Date:

SIGNATURE of Medical Care Provider — Michael Bruck, M.D., individually and on behalf of Simo and Bruck Pediatrics, PLLC




Notlce of Privacy Practices
Simo & Bruck, MDs, 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,
HOWWE BAYUSEAND DISCLOSEREALTH | To Averd & Seckous Threat (o Heallh of Safely, We may use
t and distioss Healllh Information when necsssary lo preventa
sarious theeat b your health and safety or the hea(lh and salely

x Dascrbed as {oflows e hhe ways we
may use and disclose health infoomation fat denifas
you {Hestth lnformation). Except for the fefowing
purposes, we v uss and dlscioss Heatth Infamaton
onfy wht yous willian pamissor. Yol mey revoke soch
permiasion at any me by wriling (o our praciics,
Trestment:

We may use and disciosa Health Information for your
ireatment and {a provide you with featmant-refaled
hentth cara setvices, Fer sxampla, we may dlacloss
Heallh (nformation to doctors, nursss, technlclans, or
ather persanael, Inciuding pecpls ovtside aur cffica, who
are involved in your madlcal care and need e
Information to provide you with medical cara,
Payment:
We may usa and discloss Heallh Information to that we
or othars may bl and recsive payment from you, an
Insurance campany, of 8 thixd party for fha ireaiment andt
sevices you racalvad, For exsmpls, ws may ghve your
heallif plar: informalion o thrat thay will pay for your
- lrealment.
Hoallhoara Oporafions;
We may use and diaclose Health Information for heallh
care operafion purposes, These uses and disclosires ara
necessary lo make sure tat &l of our patents recalve
queakty care and [ ogerale snd manags our offica, For
oxampla, wo rmay vse and disiose infarmalion (o make
Aure the peadiafre care you zacelva [s of the highest
quialtly, We also may shara ilormalon wilt othec anlides
that have & relailonship wilh you {for esample, your
health plan) for helr heallh care operaon sciviles,
Appolatment Reminders, Trea(mentAarnefives snd
Health Refatod Banafits and Servicar. We may use
and disciase Heallh Information lo confact yoit and lo
ramind you thalyou have an appolniment with us, We
also may usa and dlscioae Health informatian to alf you
about freatment allemadvos or heallh-ralsted banafils
and seryices that may be of lnterest lo you,
Indlvidusfs Involved In Your Care of Paymentfor
Your Sare, When approprials, wa may shaca Hoalth
Information with a penson whe (s involved it your medical
cate or payment for your care, such as your famfly or &
closs fdand, We also may naify your famlly about yous
locailan or ganeral condiflon or daciass such information
to an sallty assisting In a dlsaster rellaf offoct
Resdarch. Underceriali drcumstances, we may use.
arvt dlsciasa Heallh informalion fof ressarch, Fot
2 iple, & reseach pioject may lnvalve compadng b
fealth of paiants who racaived ana trediment fo hosa
o ratelvad anohe, for the same condilen, Bofom wa
s of disclosaHealth Informatian lof resenrch, tha
wrofect wll go Brough & spaciat appraval peocass, Evan

b spacial sporoval, we mey parmi cesearcharsto -

fook K reconds o help em Kanity pationts who may he
nichuded b thelr rasaagch projsol o for ol shmilar
plaposes, a1 fongas thay da ol ramova of lake a copy
of any Heallh (nfomalion,

Fundralsing Astivilles. We may tisa or disclose your
Profectad Hoalh Informatior, a3 necessary, n ardar o
canlact you for fundralsing acluifies, You hiave the right
to opt otil of racelving fundralslng communications,
{Oplionai} If you da not want i tacelva these malarlals,
please subme & wiitian raquest to the Prvacy Officar,

SPECIAL SITUATIONS:

As Roquired by Law, Wa wh dlsclose Health
Informatiac when required to dosa by inlamational,
“adagd], slate or local faw,

of tha pubdio o snofher person, Disclosuras, howavar, wit be

mad:ﬂm!ytommmmayhubla o biolp prevent the
re

Business Assocnles. Wa may discloss Haalth Informaton fo

cuebusioass assoclales thal perfom kinctlons on our behall or
provida ua wih sacvicss ¥tha [nfomation fs nacsssary for such

functions or secvices, For exa

wa may yse saolier
company o perfom bfing

an ot behalf. AN of oup

husiness assacates sre obByaiad fo protect the privacy of your

Informiaiton and are not sfowed fo use of diackas any
Information other thar 88 specied n our conlrack

Dala Bresch Nollfication Putposes, We may usa your
contact Infarmaton ko provids legaty-requked nolices.of
unautictized a
Informatfon, Wa may send nolice dlreclly to you or provida
notioa to the aponsac of your pian Birough which you recsive
covarage, ‘

Organ and Tlssus Donaffon, If you am an organ donof, we
Mmay uss of refsase Healh Informalion (o organizations fal
handle organ procurement or olkec eniflias engagad in
procurament; banking of Yansportation of srgans, syey, o
Tssues to faclliala organ, 4y ¢f Rsue donallon; and

{ransplaniaon. ,

Military and Yatorans. |f you 2rs & membar of the anmad
forcas, we: may reloass Health Informalion as taquirad by
miltary command sulhoriles; We also may ralasse Health
(nformietion o the sppropriata facalyn millary authodly ¥ you
are amemberof aforalgn millary, =

Workers' Compensadlon, We may releasa Haallh Infomation
for warkons' compangation or sknilar programe, These
programa provide banefls for work: refated nfuries of tiness,
Pubiie Healfh Rsks, We may disclose Heallh Infommafion for
putilo hoalth sctvilas, These aciiviles generally include
disclosures to prevent ac controf disesse, njury or disabifly;
repart bicha snd deafhs; taport chiid abuse or neglack report
reactions {o medlcallans or problams wilh producls; notfy
peopla of recalls of products they may bausing; a person who
may have basn exposed to a diseass or may be af sk lor
conlracting or spreading a disease of condiflen; and tha
appropiiats gavamyment auficly ( we bulleva a pallanthas
heen fie vicdm of abusa, neglact or domesia viokancs, We wit
ol maka thia disdostrs [ you agree orwhen raquited o
authorfzed by law,

YQURRICHTS; .
Yau fiavs fhe following righta regarding Heallly Informaton wo
have abaout you:

Access (o efectronfe racorde, The Heallh Information
Tachnology for Ecoromio and Clinfeal Heallh Act HITECH Ast

atiows peoplo 1o ask for efeelrontt coples of thelr PHI contalned

In alecironis health racords o ko requast in willlng of
steciranically thed another parson recelva an elecironic copy of

thesa secords, The insf omnibisg rules axpand an individuaf's ™

fght o accass elactronlo racords or 1o dict that thay be sant
{0 another person ia Inciuda not only sleckonle heallh racords
but also any recards n ens of move daskmatad record sals, If
tha Indhddus! requasts an sléckonic capy, Rmuat be provided
In the format requastad or In & mufualy agread-upon {omat
Covared anfles may charge Indlviduals for the cost of any
elaclronic modia (such ae A UISB Nash drive) usad fo provide
copy of tha electronic PHL

Rlght to Inspect and Copy, You hava a ght o Inspect and
copy Hoalh Information that may be used to make decisions
about your cara ar payment lor your care, This includes
madical and billog reconds, ather (han psychotherapy nofes,
To apect and copy this Health Informalion, you must make
your requast, In wriling.

cquishlon, eccess, of disclosure of your health

Righ(To Amend, tyou leef fial Heallh information wo
have Ia Incomeed or Incomplels, yoy may usk ys to
amend the information. You fisve the right fo requast
uny amendment for s fong as the information Is kept by
af for our offfea, Ta requast an amendmest, you must
ke your requast, In wailing,

Right fo an Accounting of Disclosures. Yous havs
the tight (o request a llat of certain disclostros we
mada of Haalth information for paasss other hea
{reatmend, paymand and health care aperaBons offor
which you provided wrilen authorlzaton, To request an
sccounling of disclosuras, you must maks your

requast, in writing, _

Right to Request Res{rictians, You have he fght to
raquest a.raxkdcon or fimitalion on the Health
{nformation ws ute or diaclosa for feaknent, paymenl,
or health caro sparallons, You else have ha tightio
raquest & Smit on the Health [nformation we discloss lo
someane involved I your cate or the payment forgour
cara, fa & famlly marber or filend, For example, you™
totiid aek thatwe not share lnformation about 1
pariculor dlagnosls o {realment with your spouse, Te
request a raalrictlon, you must maks your request, In

Wdﬂ'ﬂﬁ.

We o nof caquired {o agres { yourrequast, fwa
agroa, wo.wii comply with Your raquasl uniess the
ﬂmﬂoﬁ {3 naedid {o provida you witk emergency

alment,
Right ta Requast Confldantial communieatlon, You
have ha right lo raquast (hat we comumimiate with you
about madical mallacs In & cortaln way of al 2 cerlaln
localion. For example, you can aak that wa only
confact you by mal o al work To request confidential
communication, you must make your raquest, in
wiiting. Your requast musst spectly how orwhera you
wish {o ba confacled, Wa wil accommodals
reasonabla requests, .
Right fo a Paper Copy of This Notive, You have Be
fight o a papar copy of B3 nalles. You may-ask us fo
give you & copy of this notkea atany dme,

CHANQES TO THIS NOTICE:

Wa resetve the ight & change his nolea and make
tha new nolice apply fo Health Information we alreddy
heve as wall as any lnformation wa racslve ln the
fukurs, Wa wi post & copy of our curmant nalice at oy
office. Tha notica wii contaln te effeciva date on the

st page, In the top right-hang comer,

COMPLAMTS: * »

{fyou hallave your privacy dghls hava heen violated,
you may (e a complalat with our office orwith lhe
Secratary of the Dapariment of Heeflh and Human
Satvices, All complalnts must ba mads In wiling,

.You wii nol be psnafized for fifng & complaint,

Ploasd sign the accompanying
*Acknowledgement” form

AngatLaninsge
10145 W, Forest HEBivd,, Sulla 402
Welilngton, FL 33414
Olflce: {561) 7914925
Fax: (561) 7940443

2013

Refecence Palley # 201




Aviso De Précticas De Privacldad
Simo & Bruck, MDs, LLC

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

.$mo podsmos usery divulgar su Informacion midice: S»
«asciihe coma sigua e I8 manaras en que podamos usary
divuigar informacitn ds safud que ls [deniflca g usled
(nformackén e salud), Excepte para los sigulentes propdatios,
vamos & utilzar y divuigar suinformacin médkca a8 con st
pamuisa por ascrfo. Usled pueda revacar (! aulorizaciSn en
cumlqular maran(o poc escifio @ nuasina priciea,

Tratamfanfo:

Pademos usary divulger su hinemacln médica pers su

ketamlento ¥ para proporcionarte lag servclos ds sahud

relaclonados con el iratamisnfo. Por slemplo, pademos dhwigar

lnformaciSn médica & doclores, anlemerss, cnicoa y obo

pecsonal, keluyenda personas fuera ds nuestia olcina, gue

partiipan ea au alencidn médlca ¥ nacesiian la informecidn para

proporcionarie atencion médica.

Paga: :

Poderos usary divulgar su iformacitn médica pare qus

nozolros u olros podemas {aclurar y recibr pago datsted, una

mla da angurms o un fescero para of ralamiento ¥ los

3 qua racihid, Par ejamplo, podemes dar suinfomaciéa
da plan do salud para que pegarda pof su ratamienta,

Opsraciones de stenciSn médicos:

Pademos uiNzery divdgar lnfopmaciin médiea para fnas de

afencin médlea ds la.operacin, Estos usos y dadjaciones sen

i6ceanrios park assgurares da que fodes ruesiros paciontes
reciban atencin da callded y para aperar y adminislear nuasira
aficina, Par ejamplo, podemos utlfzar y divuigat Informacktn para

“aysqurasse da que of culdado padistrico que tacke a8 de famés

" glla ealidad, Tambisa podemcs compartir informackin con okias
snfidadas que Danan una relacida con uatad (por elamplo, su

" plan da salud) para sps acthidades da alenclén médicadala
opamcidn, .

Recordatorlos de cllas, salud y el{emativas da.fratamlsnfo,

¥ sflelos y serviclos rafuclonados. Podarcos ulfizacy -

b gar lnfomoacin médica para contactarie y tecudate que
irsted tfena una cila can nosaics, Tambidn podemas vsary
dheulyar Informackn médica para informarte sohre alferalvas

“da fralamlento o haneficlos relacinagos can la sakid y sardclos
quie puadan sac de su [nferds,
individuos favafucrados en sy culdado o of pago de su
afencién, Cuapdo sea apropiado, podamoy compate
lnformacién médica con una parsona que parlicipa en sy
atencion médlca o sl paga da au atencidn, como st famiia o un
amigo carcano, Tambldn padamas acftcar & su (amila schre 3¢t
ublcacikde o condicion genaral o dhukger dicha infomacifia a bna
arlidad an un esfusrzo da alilo do desaaks,

Tis eallgacién, Bajo clerlas dreunafanclas, podemos usary

dheuigagnformecién médica para la lvealgaciin, Por ejemplo,

{in proyecio da Investigectan pueds lnvohicras comparar la saltd

Ha low paclentos que rachieron un tatamienis a aqrellos qus

‘eiblton olra, para [ misma condickin, Andas da quaussmes o
* dhviguemos Informacion médica parm I wesfigackin, el
 prpynclo pasard par un proceso de sprohiaciin espacial, Inclisa

sl aufOrizacin espoctal, podamos pemmll ks investigadores

‘teglsiroa para zyudades a kienliicar a los padanles que pueden

nclulrsa en U proyecto da ivastigaciin a pare olros popdalios

slm¥ares, slemgre y ciando o refrs ol fomar una capla de

cunlgular Informacion do saked, .

Lag dctivicades de racaudaciSn de fondos, Pedamos ulzar o

divuigac su Informacién médlea prolegide, segln 264 necesaro,

para poder ublcarle para actvidades da recaudackin da fondog,

{ssted tlone ol daracha de aplar por oo racib comenicaciones de

tacaudackn de fondos, (Opdanal) &1 na quiares recitir eslos

“ovafsttales, por favor eavie uma sollcitud por esestlo al ofilal da
pavactdsd, |-
sjrHen SPECIALES:

R ias poria ley, Divuigaramos Infomacida 96 salud

cusing asf lo requlera la lay lemaclonal, federat, estatal o

local,

Para evilar una smensze grave para ia $afid o soguridad,
Podamas tsary deuigar su informacin médica cuando ses -
fiecasario para pleverlr und amanaza grave A st ealud y 3equiidad o
I salud y seguridad del pabco w olra persana, Revelaclones, sin
smbaro, 16 hars sblo & slgulan que pueda ayudar a'pravank i
amenszn,

Asoclsdos de nagaafos, Podemos dlvulgar Informacién médica s
mwastros asoclados de angaclos qua realizan kunclonses en nueatre
nombie a nos proparcionan saiviclos il la Informacion es necasarda
pars diches funckines a serviclos. Por efemplo, podamas ultfzar ofta
compafia paca realfzas s fachurrckin de seeviclos en nussica nombra,
Todos nirasiron asaciados de negocios estn abigadas & prolagerfs
peivacidad do su lnformacida ¥ no se fes parmlte usar o divuigar
culquler Informacitn que comd se espaciica en ol conlrata,
Violacton de dufos con ffnes da notlfiaaciin, Podsmos ulllzar su
Informacién da contacto para proparcionar aviaos requeridos
legalmenta de edquisicn no aulorzada, of acceso ¢ Ia. divuigacida de
su informacitn médice, Padamos envisr eviso dracfamente a usted o
nofBear af patrodnadar de su plan & lravés daf cval ractha coberlwa,
Donecl6n ds dnganos y (efido, §1 tsled es un donanle de éayanos,
podamos ubitzer o dvuigar informackin de salud & organfzaclones qure
manean i adauisicidn ds dryancs U ofres enlidades que pariicipen
an feilaciones; banca o keansporta de drganos, ojos o fefidos para
factttar de degancs, oos o lefidos donseiSn; ¥ irmaplania,

Miftaros yvalerancs, 8t uiled s un mlembro de las fuerzas
anmadas, podamos divigerinfomnacin médica sagln lo requedde
poras avioridndes da comando millar, También podemeos divuigar
infotmacion médica a la sutoddad millar extranjora comuspondlanta
o165 tin mismbro ds un ofércllo exiranjsto, :
Compensacidn, Podemos divuigar nfonnacln a selud para la
compansatibn da tabajadores o programas similaras, Esfos
grogramas proporcinan benafclos por accidents da bmbajo o
aenfermedad,

Sthud pdbilex rlesgos, Padamos diaiger nformaciin médlea para
aclvidadas de salud philes, Estas acividades gensraimente incluyen
ravelaclonss para prevenir o confroler enfarmedadas, leslones o

- Incapacidades; naclmienios de Infonme y mieries; abuso da Informe o
negllgencia; reaccionas da Informe & medicamentos o problamas con
prodctos; noliicas afas personas refradas de peoductas que pusden
oslar usando; wna persona quie han aefado expuesfa & una
enformedad o puede estac en rleage da conlraer o propagaruna

-1 anfarmedsd o candiclbn; y fa autordad de goblema spropfada of

creemos qua un paclents ha sldo vielma de abuso, negligencia o
viclenels doméstics. Solamente haremos asia divulgeciin sl usted
sl da acuards o cuando lo requfara o antorfee la lay, -

{3 Cl .t

$U6 DERECHOS: s

Uslad {ane los sigulenlas dicachos con respachs &l Inkviaclon
médlca qua tepemos sobra wsled:

Accasa 8 roglstran efac{rénicos, La teenologla de la.lnformacién de
salted pata la salud scondmica ¥ clnea, ey da alla laenclogin °.
permils a las personas para padiy coplae alscldnlcas do suPHI
confenida en reglakos elecirintcas de sahnd o solelfar poc aserilo o
alactrinicamants olra parsona (echd una copla slactinicade eslos
raglafros, £as roglas fnales de dmalbus smpllen of derscho de ung
parsona para accader 4 foz reglstroe eleckénkos o dirglr qus ser
anviado a otra parsona para inekily no sdlo raglatras efacicénicos de
salud 3lno lambidn lodos los reglalras en una 6 més oanjunfoa do -
reglskos designados, §t la parsons sollcila una copla gloctdénica,
deban ser praparcionatio an of fomale soficltada o 80 un foavalo da
acuanda mwuo. Enfldndes cublorias pueden cobrar 2 individos por of
coslo da cualquter media sleairdnleo {omo ina unkiad flash USB)
ufifzado peca pragoreionar una copla da b PH de T elecldniea,
Daracho a fnspaceionary coplar, Usted flane ¢f deracho de
Inspacclonar § copler Infomaciéa de salud qua pusdoa uillzarse pars
fomar decislanes sobte su culdado ¢ of pago de su alenclin. Este
Incluya reglstos médios ¥ da fachwactdn, excaplo las nolas de
pelcolerspla, Para specsionar ¥ coplar osta [nformacidn de salud,
dehe hacer su peticidn, por ascdfo.

Darecho & enmendar, 8l usled cree quo ks
gfmpm m fenenmos ox ln:omw? 0
complala, mos que snmandenics [a
Informacisn, Uslad Gene of darecho de pedi una
onmiands misntras {a fomacitn s8 manfiens por o
pars nuastrs oficina, Para salkckar una mmboﬁ
usted debe hacar su paticiin, por esarfte.
Derscho & uns confablidad de accesos, Usled
Uene af darecho de solfcliar una fista de darfas
tavelaciones qus hickmos de informacitn média
par flaas que no seaq ds imiandento, pagay
operaciones de atencién madica o qus
propercionaste autorzackin por escrio, Para
salcliac una confabiidad da acceses, Usted debs
hiacer su pelkiln, por escrko,
Daracho 4 sallcllsr resiriccones, Usted tana of
detecho a soficllar una cesiriociba o fmisclin enla
{nformaciSn médica qua utizamoes o revelamos pam
tratamiento, pago & oparackiaes da alenciin
médica, Usled lamblan Usne darecho a salickar yn
{fmite en la Informacidn ds asiud que dvukmemos 4
algulen tnvolucrado en su cvkdado o ef pagode

- afeneldn, como un (ami¥er o amigo, Por ejemple,

ustad puads pedir que no compartamas informacién -
sabra tn dalenminado diagndsion o alamisnto con
54 obiyuge, Pata sollolar una rasidecidn, stad
debs hacar ¢ palicldn; por eserll, .
Na ssfamos obllgedos & acep(ar su peficlin, 8. |
astamos da scuerdo, cumpEremos con su pelloifn &
menos quolalnformacldn es necasarapam
proporclonads (miamlento da emergancle,
Darecho & [x comunleactdn mediante salloliud
canfldenclal, Usiad Uena & daracho a soficltar qus
nos comuiriquemos con stad acerca de ssunios
médicos de tna clorta menera o en clado fugar, Por
sjamplo, usted puede solicllar que siin la
¢ontaclamos par carrea ¢ an of kabalo, Para salliter
camunlcaciin confidenclal, usted daba hacar sy
patiién, por axorilo, Su patkitn debe espuckficar
¢cdma o dénde dasea ser conlaciado, Acomodames
tas paciones cazonabies, )

Derechio a una cop/a Impresa de ests
nofifTcacton, Ustad Usne of darecho a una corla
improaa da esla nofllcacién, Usiad pusds pedimos

qua ja dard una copla de esta avisg en cualquler
momenfo,
CA ESTE 4

Nos reservamas of derechada camblar asle aviso 8
1a nueva nollflcacidn ae aplica a i Inforraacién de
safud que ya lenemmos asf como cualqular
informaclén qua rackanmos en of futuco,
Publicaramos tna copfa de nussira notificacién
achual on wieata ofcina, La nolfficackn confendrd
Ia facha da vigendia en 1a prmera pégina, en le
asquina supstior dstacha,

QUEJAS;

S1 uated cree gire sus decachos de privackiad ban
slda Wolados, pusda peasentar una quafa con
nuasira oficina o con af Secrelado def Deparfemenlo
da salud ¥ sarvicios humanoa, Todus (83 quejss
deben hacarse poc esedio,

Uated no serd penalizado por presantar ina quele.

Por favor fltmar of *Reconocimlsnto®

Angel Latrinaga
16118 W, Forast Hill Bivd,, Sufta 402
Welllngton, Fl, 33444
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