HIPAA Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ;ABO'BT YOU MAY BE USED AND DISCLOSED
AND HOW YOQU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices describes how we may use and disclose your protecied health information (PEI) 1o carry out
treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law. It also
describes your rights 1o access and control your protected health information. “Protected health information” is information
about you, including demographic information, that may identify you and that relates to your past, present or fisture physical or
mental health or condition and related heaith care services.

1. and Disclosures of Protected Healih rmati

Uses and Disclosures of Protected Health Information

Your protected health information may be used and disclosed by your physician, our office staff and others outside of our
office that are involved in your care and treatment for the purpose of providing health care services to you, 10 pay your health
care bills, to support the operation of the physician’s practice, and any other use required by law .

Treatment: We will use and disclose yoor protected health information to provide, coordmate, or Imamage your health cars and
any related services. This incindes the coordination or management of your health care with a thied party. For example, we
would disclose your protecied health information, as necessary, to 2 home health agency that provides care to you. For
example, your protected heaith infoomation may be provided to a physician {o whom you have been referred 1o ensure that the
physician has the necessary infonmation to diagnose or treat you.

Payment: Your protecied health information will be used, as needed, to obtain payment for your health care services. For
:xmnple,ohainingapprmmlfhrahoq:imlmaymwqﬁmﬂmmmmntmmmmmmdiﬁmwm
health plan to obtain approval for the hospital admission. ‘

Healthcare Operations; We may vse or disclose, as-needed, your protected health informstion in erder to suppont the business
activities of your physician’s practice. These activities include, but are not limited to, quality assessment activities, employee
review activities, training of medical smdents, licensing, and conducting or aranging for other business activities. For
example, we may’ disclose your protected health information to medical school students that see patients at our office. In
addition, we may use 2 sign-in shest at the registration desk where you will be asked to sign your name and indicate your
physician. We may also call you by name in the waiting room when your physician is ready to see you. We may use or disclose
your protected health information, as necessary, to contact you to remind you of your appointigent.

We may mse or disclose your protected health information in the following situations without your authorization, These
situations inclade: as Reguirad By Law, Public Heslth issues as required by law, Conannicable Diseases: Health Oversight:
Abuse or Neglect: Food and Drug Adminisiration requirements: Legal Proceedings: Law Enforcement: Coroners, Funeral
Directors, and Organ Donation; Research: Criminal Activity: Military Activity and National Security: Workers" Compensation:
Inmates: Required Uses and Disclosures: Under the Jaw, we must make disclosures to you and when required by the Secretary
of the Department of Health and Human Services to investigate or determine our compliance with the requirements of Section
164.500. :

Other Permitted and Requived Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity
to Object wnless required by law.

You may revoke this suthorization, at any time, in writing, except to the extent that your physician or the physician’s
practice bas taken an action in reliance on the use or dizclosure indicated in the authorization.



Your L8
Following is a statement of your rights with respect to your protected health information

Yoo bave the right to inspect and copy vour protected health information. Under federal law, however, you may not
inspect or copy the following records; psychotherapy notes; information compiled in reasonable amticipation of, or use in, a
civil, ¢criminal, or administrative action or proceeding, and protected health information that is subject tv Jaw that prohibits
access to profected health information,

You have the right to request a restriction of vour protected heafth information. This means you may ask vs not to use or
disclose any part of your protected health information for the purposes of treatment, payment or healthcare operations. You

may also request that any part of your protected health information not be disclosed to family members or friends who may be
involved in your care or for notification purposes as described in this Notice of Privacy Practices, Your request must state the
specific resiriction requested and to whom you want the restriction to apply.

Your physician is not required to agree to a restriction that you may request. If physician believes it ig in your best interest to
permit use and disclosure of your protected health information, your protected health information will not be restricted. You
then have the right to use another Healtheare Professional.
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will provide yon with a copy of any such rebuttal.

Weres&rveth:ﬁgmmchmgethemoﬂhismﬁoeandu&u inform you by mail of any changes. You then have the right to
object or withdraw as provided in this notice.

Complaints
You may complain to us or to the Secretary of Health and Human Servmesut‘yuu believe your privacy rights have been

violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. We will not retaliate
againgt you for filing a complaint,

This notice was published and becomes effective onfor befors April 14, 2003,

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and
privacy practices with respect to protected health information. If you have any objections to this form, please ask to
speak with our HIPAA Compliance Officer in person or by phone at our Main Phone Number.

Signature below is only acknowledgement that you have received this Notice of our Privacy Practices:

Print Name: Bigmature Date




Stephan A. Silva, D.P.M.
6971 N. Federal Hwy, Suite 306

Boca Raton, FL 33487
(561)241-9447
(561)241-4324 Fax
First Name LI Last Name DOB
Age Heifght Weight Shoe Size Resson for visit

How long has this baan a problem? When does it occur? Morning  Afternoon Evening Off and On All Day

TREATMENTS: Plezss list previous rreatments (either prescribed or home remeadies):

is this visit relatad to gn accident/injury? ¥ N If yes, date of injury,

LIST CURRENT SPORTS/ACTIVITIES:
MEDICATIONS: Please list [or 2tiach a list) of your current medications and their dosages:

ALLERGIES: Do you have a history of allergies/skin reaction/sickness following the administration of any of the following: )
v N =* |f yes, list REACTION

Y N =* I yes, 1ist REACTION

Adhesive tape © __  __ Foods U
Anesthesia AN = lodins o Bl
Aspirin dr Latex —
Caffeine W e Local Anesthetics __  __
Codeine S Penicillin T
Cortisone ez bl Sulia Drugs o P I
Demerol Rsnay A Other, please list:
MEDICAL HISTORY:
___Alcohol/Orug addiction/dependency ____GERD (Refiux}/Gl ulcers {circle) ___ Pragnancy:are you cufrently
___ Alzheimer's/Dementia ___Heedaches / Migraines pregnant? Due date:
___Anemia-type ___ Hearing Problems ____Pagor Circuletion/PVD
____Arrhythmias — type ___ Heart Disease ____Rheumatic Fever/5Scarlet Favar
___ Arthritis~type _____Hepatitis A 8 C/Liver Diszsasa ____Schizophrenia
___ Asthmea circle (adult or childhood) Hizn Blood Pressure ___ Seizures/Epiiepsy
—_ Bleeding/Clotting Problems — typa ___ High Cholesteral ____STD's {sexually transmitted ds.)
____Cancer-iype __ HIV/ Aids/ARC ____Sickle Cell Trait/Diszase
___ Depression/Anxiety disorder/Bipolar ____Kidney/ Renal Disease ___ Stroke/TIA's

depression/other __ lung Disease/Pulmonary Embalus ___ Thyroid Preblems (Hyper__Hypa__}
____ Diabetes (how long? ) __Lyma’s Disease ____Tuberculosis
____Emphysame/COPD _____Nervous Condition (type?) ___ Dther, Please Specify
____Glzucama ____ Ostecporosis/Osteopeniz (circle) ____Other, Please Specify
___ Gout __ Phlebitis (blood clots in legs) ___ INONE of the abave
PLEASE FILL OUT COMPLETELY ALCOHOL USE:
SMIOKING: Da you or did you ever drink alcoholic beverages? Y N
Do you or have you evar smoked? Y Haow rany drinks will you consume inadey? _ Week?
ITyes, how many years? How long sgo did you quit? How long sgo did you quit?

RECREATIONAL DRUG USE:

Do you or have you ever used illicit/recrestionz| drugs? YES NO
Ifyes, which onegs?
How long ago did you quit?
HOSPITALIZATION: V N If yes, please list:
SURGICAL HISTORY: ¥ N Ifves, please list the surgeries you have had in the past 7 vearz:

RPEASE READ AND SIGN: The information on v intaka farm(s) is correct to the best of my knowledps. | understand that throughaut my trealment, | am ]
r=sponsiole for notifying the physician and/er medical staif of any and 2l updates to the information listed above. (Assignment of Benefits): | authorize paymenl of
medical benefiis o ihe practice namad above. (Relesse of Information): | authorize the release of any medical information necessary to process this claim,

{HIPAA Privacy): | ackrowisdge that | received my HIPAA Privacy Practices Notice. (Medicaiion History): | 2uthorize the Dactor's afiice to retrieve my medicalion

history.

Signature of Responsible Party : Date
Relationship {if not patient)




PATIENT INFORMATION SHEET

. First Name Ml
Date of Birth / / Email addrsss:

Social Secunty #

*# Brimary Care Dr.

Gender: M/F Ethnicity:
Mailing Address:

== Date Last Seen by Primary Care

Last

Marital Status Div/M/S/Wid

State Iip

Home Phone# { )

Cell Phone# ( )

Work Phone# () Best Way to Reach You:
Employer. Phone# [ )
Emergency Coniaci: Phone#
Pharmacy Name Phone#

How did you learn about our office? Referral from: Physician’s name/Friend/Yellowpages/internef)

Primary Insurance Company Information

Company Name

Address

Insurance,

Group#

Effective Daig

Do you have a Specialist Copay? Yes Amt$

Policy Holder's Name

Paolicy Holder's S5+

Dolicy Holder's Date of Birth

No

Secondary Insurance Company Information

Company:.

Address

insurance

Group#

Effective Date

Do you have a Specidlist Copay?z Yes Amt$___ No

Policy Holder's Name

Policy Holder's S§#

Policy Holder's Date of Birth

HIPAA DISCLOSURE/AUTHORIZATION TO RELEASE INFORMATION: My signature below denoies my acceptance of

podiatric medical care. | authorize release of information to my refering physician or other providersasan

eces;bry part of

the course of medical diagnosis and treaiment. Authorization is also given fo release information 1o insurance comparnies
necessary fo the completion of insurance claims, review of services or receipt of benefits.

Today's Date:

Patient's Signaiure




