
 

 
Child’s Name: ____________________________________________________________  Birth date:_____________________  Sex:   M   F 
  Last   First    Middle Initial 

Address: ___________________________________________________________________________________________________________ 
   Street       City   State  Zip 

Race: American Indian / Alaskan Native / Asian/ African American/ Black Hispanic or Latino / Native Hawaiian or Pacific Islander / White / White Hispanic or Latino / Refuse            

SS# _______-______-_________    Advance Directives: (Circle One)  YES   NO Language Preference:_______________________________ 
 

Tel Home:(        )_____________  Tel Work:( ___)_____-___________ E-mail: _______________________________________ 

How Did You Find Us: Newspaper   Yellow Pages   Hospital    Friend    Drive by      Referred by____________________________  Other: _________________________ 

List of Medications Patient is Taking Now?                Are You Allergic to any food or Medicine? 

___________________________________  _________________________________________ 

___________________________________  _________________________________________ 
 

 

Name:_________________________________________________________________________ Home Phone:_______________________ 
  Last   First   M. Initial 

Address:______________________________________________________________________________  Soc. Sec. #:______-____-_______ 
  Street     City   Zip       

Employer:__________________________________________________________________________________________________________ 
   Name       Address  

Employer’s Tel #:(       )__________________________ Relationship to Child:_____________________ Sex: M  F 

 

 
Self Pay: Yes No Medicare #:________________________________Eff. Date:_____________________ 

Medicaid #:______________________  Seq #:__________________  Control #: _______________________________  Eff. Date:______ 

Other Insurance :___________________________________________________________________________________________________ 
     Name       Address   Phone 

ID #:______________________________   Group #:____________________   Eff. Date:__________________ 

 
 

 

Name/Address:___________________________________________________      Relationship:____________________________________  

________________________________________________________________      Home Phone:(       )_______________________________ 

________________________________________________________________      Work Phone:(       )_______________________________  

 
 

I hereby authorize direct payment of medical / surgical benefits to A+ FAMILY HEALTH for services rendered by the doctors and staff.  

I understand that I am financially responsible for any balance not covered by my insurance. 

 
 

I certify that the information given by me in applying for payments is correct. I request that payment of authorized benefits be made on my 

behalf. 

 

 
I____________________________________, do hereby voluntarily consent to and/or authorize the performance of examinations, treatment, 

diagnostic procedures, blood tests and/or laboratory procedures, which the doctor(s) in attendance at the  A+ FAMILY HEALTH considers 

necessary and/or appropriate. I acknowledge that no guarantees have been made to me as to the effect of such examinations or treatment on my 

condition. This consent will remain in effect for as long as the patient remains a client of  A+ FAMILY HEALTH. 

 

I acknowledge receipt of  A+ FAMILY HEALTH, NOTICE OF PRIVACY PRACTICES and PATIENT CONSENT FORM. ( Please 

complete on back.) 

 

A photocopy of these assignments shall be valid as the original. 

 

SIGNATURE:_____________________________ PATIENTS NAME:_____________________________________ 

                                      Please Print   
   
 

AUTHORIZED PERSON: _____________________________________________    DATE:____________________________ 
    Please Print Name     Relationship. 

A+ FAMILY HEALTH CHILD I.D. SHEET 

PARENT OR LEGAL GUARDIAN’S INFORMATION 

 

INSURANCE INFORMATION 

EMERGENCY CONTACT PERSON 

CONSENT FOR TREATMENT 

ASSIGNMENT OF INSURANCE BENEFITS 

MEDICAID  --  MEDICARE 



 

A+ FAMILY HEALTH. 
 

Patients Name:__________________________________ 

 
Authorization and Consent for The Use and/or Disclosure of Protected Health Information. 

 

I have been given a copy of  A+ FAMILY HEALTH Notice of Privacy Practices that provides more detailed 

information about how they may use and disclose my protected health information. I have the right to read this Notice 

of Privacy Practices before signing the consent. 

 

The Physicians and employees of  A+ FAMILY HEALTH will use and disclose your protected health information 

for the purposes of treatment, payment and health care operations unless you request a restriction as outlined in our 

Notice of Privacy Practices. 

 

1. I authorize the use and/or disclosure of my protected health information to: 

_________________________________________________________________________ 

 

My authorization applies to the following information, only this information may be used 

 and/or disclosed pursuant to this authorization: NAME & ADDRESS _______  PHONE # ______   

SS # ______  BILLING INFO ______  MEDICAL RECORDS______OTHER__________. 

 

2. You can authorize additional persons or classes to receive your protected health information. Without 

this authorization we are prohibited from divulging your health care information, even to your spouse or 

other family members. If you wish to allow others access to your health care information please include 

their name and relationship in the following area:-  

SPOUSE____  CHILDREN____  BROTHER/SISTER____  PARENT(S)____ OTHERS_______ 

 

Include Name(s)______________________________________  Relationship:________________ 

Name:______________________________________________  Relationship:________________ 

Name:______________________________________________  Relationship:________________ 

Name:______________________________________________  Relationship:________________ 

 

I understand that, if my protected health information is disclosed to someone who is not required to comply 

with the federal privacy protection regulations, then such information may be re-disclosed and would no  

longer be protected. 

 

I understand that I have a right to revoke this authorization at any time as outlined in the Notice of Privacy 

Practices. If applicable this authorization expires upon ________________________ 

 

I understand that I do not have to sign this authorization and that my refusal to sign will not affect my 

 abilities to obtain treatment from A+ FAMILY HEALTH, nor will it affect my eligibility for benefits. 

 

I understand that I have a right to inspect and copy my own protected health information to be used or 

disclosed, (in accordance with the requirements of the federal privacy protection regulations found under 45 

C.F.R. § 164.524) 

 

 

 

 ________________________________________  _______________________________ 

   Signature       Date 
 



FATHER MOTHER 

U 

CHILDREN SIBLINGS PARENTS 

U 

PARENTS 

U 

HISTORY & PHYSICAL 

NAME 	  

DATE 	 SS# 	  
ADDRESS 	  

OCCUPATION 	 PHONE (HOME) 	  

(WORK) 	 DATE OF BIRTH 	  

CHIEF COMPLAINT 	  

INSURANCE# 	  

VACCINE YEAR OF LAST VACCINE YEAR OF LAST TEST/EXAM YEN? OF LAST TEST/EXAM YEAR OF LAST 

TETANUS PNEUMONIA RECTAL/STOOL TUBERCULOSIS 

FLU OTHER CHOLESTEROL OTHER 

MEDICAL HISTORY 

U RINGING IN EAR 0 PEPTIC ULCERS 0 CONVULSIONS/SEIZURES 0 TETANUS 

0 EAR INFECTIONS - FREQUENT 0 ABDOMINAL PAIN -- CHRONIC 0 STROKE U CHICKEN Pox F-11 POLIO U MUMPS 

0 DIZZINESS/FAINTING CI GALL BLADDER TROUBLE 0 TREMOR/HANDS SHAKING MEASLES 0 RUBELLA 0 RHEUMATIC FEVER 

0 HAIR Loss 0 JAUNDICE/HEPATITIS 0 MUSCLE WEAKNESS 0 SCARLET FEVER 0 TUBERCULOSIS U HERPES 

0 FAILING VISION 0 CHANGE IN BOWEL HABITS 0 NUMBNESS/TINGLING SENSATIONS 0 OTHER 

0 EYE INFECTIONS LA DIARRHEA 0 CONSTIPATION 0 HEADACHES - FREQUENT 0 OTHER 

0 NOSE BLEEDS 0 DIVERTICULOSIS 0 CROHN'S/COLITIS 0 ARTHRITIS/RHEUMATISM Females - Please Complete 
D SINUS TROUBLE 0 BLOODY OR TARRY STOOLS 0 OSTEOPOROSIS PREGNANT? UI YES U NO 
0 SORE THROATS - FREQUENT 0 HEMORRHOIDS 0 BACK PAIN - RECURRENT PLANNING PREGNANCY? U YES LLI NO 
0 HAYFEVER/ALLERGIES CI HERNIA CI BONE FRACTURE/JOINT INJURY 

I3 PNEUMONIA D URINE INFECTIONS - FREQUENT Li GOUT 
Menstrual Flow: 

0 BRONCHITIS/CHRONIC COUGH 0 BLOOD IN URINE 0 FOOT PAIN 0 COLD NUMB FEET 
Regular 0 Irregular U Pain/Cramps 

U ASTHMAAA/HEEZING URINATION-0 OVERNIGHT > THAN TVVICE 0 RASHES CI HIVES Days of Flow 	Length of Cycle 

0 CHEST PAIN 0 PAINFUL D Loss OF CONTROL 0 PSORIASIS 0 ECZEMA Date-1st day of last period 

0 HAIR Loss D DECREASE IN FORCE/FLOW 0 NERVOUSNESS 0 DEPRESSION U Pain/Bleeding during or after sex 

0 HIGH BLOOD PRESSURE U KIDNEY STONES 0 MEMORY Loss Number of: 

0 HEART MURMUR U VENEREAL DISEASE 0 MOODINESS - EXCESSIVE Pregnancies 	Abortions 

0 SWOLLEN ANKLES U URETHRAL DISCHARGE 0 PHOBIAS Miscarriages 	Live Births 

0 LEG PAIN - WALKING U CHRONIC FATIGUE 0 MENTAL ILLNESS Birth Control Method 
0 VARICOSE VEINS/PHLEBITIS U WEIGHT Loss - RECENT 0 LACTOSE INTOLERANCE B.C. Pill (Name) 
0 Loss OF APPETITE U ANEMIA 0 BRUISE EASILY 0 PROSTATE DISEASE 0 Flushing/Menopause 
D DIFFICULTY SWALLOWING U CANCER 0 SEXUAL/MENSTRUAL DYSFUNCTION Date of Last PAP Test 
0 INDIGESTION OR HEARTBURN U DIABETES D FREQUENT INFECTIONS 0 Normal 0 Abnormal 
0 PERSISTENT NAUSEA/VOMITING U THYROID DISEASE 0 DIPHTHERIA Date of Last Mammogram 

Normal 0 Abnormal 

FAMILY HISTORY 

ALCOHOLISM 

ASTHMA 

BLEEDING DISORDER 

CANCER 

DIABETES 
GLAUCOMA 

EPILEPSY/CONVULSIONS 

HAIR Loss 
HEART DISEASE 

FATHER'S MOTHER'S 

MOTHER CHILDREN SIBLINGS PARENTS PARENTS 

O HIGH BLOOD PRESSURE 

• KIDNEY DISEASE 

O MENTAL ILLNESS 

CI MIGRAINE 

• OSTEOPOROSIS 

O STROKE 

• THYROID DISEASE 

O OTHER 

HABITS 

FATHER 

U 

• ALCOHOL: TYPE 	  1:i SLEEP: DIFFICULTY FALLING ASLEEP 	 

AMOUNT 	CONTINUITY DISTURBANCES 	  

U DIET SALT INTAKE  	EARLY MORNING AWAKENING 	 

FAT INTAKE  	DAYTIME DROWSINESS 	  

OTHER  	OTHER 	  

O SMOKE: PACKS DAILY 	 U COFFEE: CUPS DAILY 	  

How LONG 	OTHER CAFFEINE 	  

INTERESTED IN STOPPING? 	  

O EXERCISE ROUTINE: 	  

HOSPITALIZATION OR SURGERY 

DATE 'REASON DATE 

, MEDICATIONS 

FATHER'S MOTHER'S 

REASON 

/ REVIEW OF SYMPTOMS



VITAL SIGNS 

OFFICE TESTS 

HT. 

URINALYSIS- 
COLOR 

WT. 	 BP 
	

BP 
SUPINE 
	

SITTING 

S. GR 	PH 	PROT 	GLUC 	KETO BILI 	BLOOD 	NITRITE 	UROB 	MICRO 

PULSE RESP 

RATE 

TEMP 

DISTANT (R) 	(L) 

(UNCORR)  

STOOL 

O.B. 

DISTANT 	(R) 	(L) 	NEAR 	(R) 	(L) 

(Co R R) 
	

(UNCORR) 

NEAR 	(R) 	(L) 

(CoRR) 

TONO 	(R) 	(L) 

METRY 
VISION 

Hbg 

COLOR 

VISION 

HISTORY ftt PHYSICAL 

NAME 	  

DATE 	  

AR 
N E 
O C 

PHYSICAL EXAM 

CAROTID BRUITS 	0 0 	  
EARS 	 0 0 	  
EYE MUSCLES 	ID 0 	  
FUNDI 	 CI 0 	  
HEAD, SCALP 	 U 
LIDS-SCLERA-CONJ. 	U 0 	  
NECK GLANDS 	 0 0 	  
NOSE/SINUSES 	 D 
PHARYNX 	 D 
PUPILS 	 U 0 	  
TEETH/Gums 
THYROID 	 LI 0 	  
AXILLARY NODES 	U 
BREASTS & NIPPLES 

CHEST-LUNGS 	 C3 
HEART-APEX (LOCATION) 
HEART SOUND 	 U 0 	  
MURMURS/THRILLS 	U D 	  
ABDOMINAL BRUITS 	U 0 	  
ABDOMINAL MASSES 0 U 	  
ABDOMINAL TEND 	D 
HERNIAL RINGS 	U LI 	  
INGUINAL NODES 	CI 
LIVER/SPLEEN  

VU LVAA/AG I NA 	 U U 	  
ADNEXAE 	 D 	  
CERVIX 	 D 	  
UTERUS 	 J 	  
UTERO/RECTOCOELE 	U 	  

YES 
PAP TEST (DONE) 	 n 	 
GENITALIA - (MALE) 	D 

- PROSTATE 	 U 0 	  

ANO-RECTAL 	 U 	  
SIGMOIDOSCOPY 	  

SKIN LESIONS 
	

J 	  
NAIL BEDS - FINGERS 
	UU 	 

- TOES 
	

j 	  
ST WK AB 

PULSES-FEMORAL 	0 U 0 	  

ST WK AS 
Popliteal 	D U U 	  

ST WK AS 
Post Tibial 	0 0 DI 

ST WK AB 
Dorsalis Pedis U U CI 

V. VEINS 0 0 Edema U L.1 
CYANOSIS 0 0 CLUBBING U 0 

ANKLES/FEET 	 U U 	  
BACK 	 UU 	  
ELBOWS 	 0 
FINGERS 	 U D 	  
HIPS 	 UU 	  
KNEES 	 U 0 	  
NECK 	 UU 	  
SHOULDERS 	 0 
WRISTS 

BABMSKS 
CRANIAL NERVES 	U 
GAIT 	 0 0 	  
MOTOR 	 0 0 	  
MUSCLE ATROPHY 	D 	  
PARALYSIS 	 0 
POSITION 	 0 0 	  
RIGIDITY 	 U D 	  
ROMBERG 	 D 
SENSORY 	 0 0 	  
TENDON REFLEXES 

TREMOR 	 0 CI 	  
VIBRATION 	 0 0 	  

0 
0 

g 
0 
Z 2 5  

   

TESTS ORDERED 

CI AIR CONTRAST. OBSTRUCTION SERIES 	 0 CHEST X-RAY 	 0 FLEXISIGMOIDOSCOPY 	
 
O TB TEST 	  

O BARIUM ENEMA 	  DI COLONOSCOPY 	  0 KIDNEY X-RAY 	
 

• 

UGI SERIES 	  

O BLOOD TESTS 	  U ELECTROCARDIOGRAM 	  U LIVER BIOPSY 	 0 OTHER 	  

O CBC 	 0 ERCP 	 D MAMMOGRAM 	  

/ REVIEW OF SYMPTOMS



Payment Policy 
 

Thank you for choosing A+ FAMILY HEALTH as your primary care provider. We are committed 

to providing you with quality and affordable health care. Because some of our patients 

have had questions regarding patient and insurance responsibility for services rendered, 5 
we have been advised to develop this payment policy. Please read it, ask us any questions 

you may have, and sign in the space provided. A copy will be provided to you upon request. 

 

1. Insurance. We participate in most insurance plans, including Medicare. If you are not 

insured by a plan we do business with, payment in full is expected at each visit. If you 10 
are insured by a plan we do business with, but don’t have an up-to-date insurance card, 

payment in full for each visit is required until we can verify your coverage. Knowing your 

insurance benefits is your responsibility. Please contact your insurance company with any 

questions you may have regarding your coverage. 

 15 
2. Co-payments and deductibles. All co-payments and deductibles must be paid at the time 

of service. This arrangement is part of your contract with your insurance company. Failure 

on our part to collect co-payments and deductibles from patients can be considered fraud. 

Please help us in upholding the law by paying your co-payment at each visit. 

 20 
3. Non-covered services. Please be aware that some – and perhaps all – of the services you 

receive may be non-covered or not considered reasonable or necessary by Medicare or other 

insurers. You must pay for these services in full at the time of visit. 

 

4. Proof of insurance. All patients must complete our patient information form before 25 
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.  

 30 
5. Claims submission. We will submit your claims and assist you in any way we reasonably 

can to help get your claims paid. Your insurance company may need you to supply certain 

information directly. It is your responsibility to comply with their request. Please be 

aware that the balance of your claim is your responsibility whether or not your insurance 

company pays your claim. Your insurance benefit is a contract between you and your 35 
insurance company; we are not party to that contract. 

 

6. Coverage changes. If your insurance changes, please notify us before your next visit so 

we can make the appropriate changes to help you receive your maximum benefits. If your 

insurance company does not pay your claim in 45 days, the balance will automatically be 40 
billed to you.  

7. Nonpayment. If your account is over 90 days past due, you will receive a letter stating 

that you have 20 days to pay your account in full. Partial payments will not be accepted 

unless otherwise negotiated. Please be aware that if a balance remains unpaid, we may 

refer your account to a collection agency and you and your immediate family members may be 45 
discharged from this practice. If this is to occur, you will be notified by regular and 

certified mail that you have 30 days to find alternative medical care. During that 30-day 

period, our physician will only be able to treat you on an emergency basis. 

 

8. Missed appointments. Our policy is to charge for missed appointments not canceled 50 
within a reasonable amount of time. These charges will be your responsibility and billed 

directly to you. Please help us to serve you better by keeping your regularly scheduled 

appointment. 

 

Our practice is committed to providing the best treatment to our patients. Our prices are 55 
representative of the usual and customary charges for our area. 

Thank you for understanding our payment policy. Please let us know if you have any 

questions or concerns.  

 

I have read and understand the payment policy and agree to abide by its guidelines: 60 
 

 

______________________________________  ______________________ 

Signature of patient or responsible party   Date 
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  A+ FAMILY HEALTH 
NOTICE OF PRIVACY PRACTICES  

 
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. 

 

 

Uses and Disclosures 

 
Each time you visit a healthcare provider, a record of your care is created. Typically, this record contains medical information such as 

your symptoms, examination, test results, diagnoses, treatment and/or treatment plan and billing-related information. This information is 

considered protected health information (PHI).  
 

This Notice is intended to advise you about the ways we may use and disclose medical information about you. It also describes your 

rights and certain obligations with regard to your medical information and applies to all of the records of your care generated by your 

healthcare provider(s) for our organization.  
 

Our Responsibilities: Our Practice is required to maintain the privacy of your health information and to provide you with a description 

of our legal duties and privacy practices regarding your health information that we collect and maintain. We are required by law to 

abide by the terms of this Notice and notify you if changes are made. We reserve the right to make changes to the Notice and make the 

new provisions effective for all protected health information we maintain. Copies of our Notice are available in our main reception area. 
 

How We May Use and Disclose Medical Information About You.  

 

The following describes examples of the way we may use and disclose medical information:  
 

For Treatment: We may use medical information about you to provide, coordinate and manage your treatment or services. We may disclose medical 

information about you to other healthcare professionals such as physicians, nurses, technicians, clinical laboratories, imaging centers, medical students, 

or other personnel who are involved in your care. We may communicate your information using various methods, orally, written, facsimile and 

electronic communications. We may contact you to remind you of your appointment by telephone or reminder card unless requested otherwise.  

 

For Payment: We may use and disclose medical information about your treatment and services to bill and collect payment from you, your insurance 

company or a third party payer. Examples may include contacting your insurance company for referrals, verification or preapproval of covered 

services.  

 

For Health Care Operations: We may use or disclose, as needed, your health information in order to support our business activities. These activities 

may include, but are not limited to quality assessments, employee review activities, licensing, legal advice, accounting support, information systems 

support, and conducting or arranging for other business activities such as lab or radiology interfaces within the EHR, and through a Health Information 

Exchange (HIE) program. We may use or disclose, as needed, your health information within a medical group to support your care. 

 

We may also provide other healthcare professionals who contribute to your care with copies of various reports and information to assist him/her and 

ensure that they have appropriate information regarding your condition/treatment plan and diagnosis.  

 

Business Associates, BA: Provide services for our organization through written contracts and/or service agreements. Examples of these services 

include billing and collection and software support. We may disclose your health information to a BA so they can perform the services we have asked 

them to do such as billing your third-party payer for services rendered. The BA is also required by law to protect and safeguard your health information 

which is clearly defined through our Business Associate Agreement and written contracts/service agreements.  

 

Breach Notification: In the event that there has been a breach of unsecured protected health information (PHI) identified on behalf of our organization 

or a BA you will be notified within 60 days of the breach. In addition to your individual notification we may be required to meet further reporting 

requirements set forth by state and federal agencies.  

 

Uses and Disclosures That May Be Made With Your Consent, Authorization or Opportunity to Object: We will not use and disclose information 

without your written authorization, except as described in this Notice or as required by applicable laws. Written authorization is required for, most uses 

and disclosures of psychotherapy notes; PHI for marketing purposes unless we speak with you and disclosures that constitute a sale of PHI. If you 

provide an authorization to use or disclose medical information about you, you may revoke that authorization, in writing, at any time. If you revoke 

your authorization, we will no longer use or disclose medical information about you for the reasons covered by your written authorization. However, 

we are unable to take back any disclosures we have already made with your authorization.  

 

Individuals Involved in Your Care or Payment for Your Care: Unless you object, we may release medical information about you to a friend or 

family member who is involved in your medical care or who helps to pay for your care. In addition, we may disclose medical information about you to 

an entity assisting in a disaster relief effort so that your family can be notified about your condition, status and location. 

 

Future Communications: We may communicate with you via newsletters, mailings or other means regarding treatment options and 

information on health-related benefits or services; to remind you that you have an appointment; or other community based initiatives or 

activities to include limited marketing or fundraising initiatives in which our facility is participating. You have the right to opt out at any 

time if you are not interested in receiving these communications, please contact our Privacy Officer.  

Marketing and Fundraising initiatives, if applicable are limited and may require a separate authorization. 
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Uses and Disclosures That May Be Made Without Your Authorization or Opportunity to Object: We may use or disclose your health information 

in the following situations without your authorization or without providing you with an opportunity to object. These situations include:  

 

As required by law: We may use and disclose health information to the following types of entities, including but not limited to:  
 

 

 

 

 

mand Authorities  

 

 

 

 

 

 

If you are not present, able to agree or object to the use or disclosure (such as in an emergency situation), then your healthcare provider may, using 

professional judgment will determine whether the disclosure is in your best interest. In this case, only the information that is relevant to your health 

care will be disclosed.  

 

Law Enforcement/Legal Proceedings: We may disclose health information for law enforcement purposes as required by law or in response to a valid 

subpoena or court order.  

 

State-Specific Requirements: Many states have reporting requirements which may include population-based activities relating to improving health or 

reducing health care costs, cancer registries, birth defect registries and others.  

 

Your Health Information Rights Although your health record is the physical property of the practice that compiled it, you have the right to:  

 

Inspect and Copy: You and/or your personal representative have the right to inspect, review and receive a copy of your medical information. 

Electronic copies are available and may include various electronic means such as a patient portal or other reasonable accommodations requested. We 

may deny your request to inspect and copy in limited circumstances to include release of psychotherapy notes or information compiled in reasonable 

anticipation of, or for use in, a civil, criminal, or administrative action or proceeding. If you are denied access to medical information, you may request 

that the denial be reviewed.  

Requests to copy and/or a review must be submitted in writing to our practice. There will be a fee charged for all applicable copying and producing 

copy of portable media (CD, USB) up to the maximum amount as prescribed by governing law.  

 

Amend: If you feel that the medical information we have is incomplete or incorrect, you may ask us to amend the information by submitting a request 

in writing.  

We may not agree or be required to agree to your request(s) for specific reasons, if this occurs, you will be informed of the reason(s) for the denial.  

 

An Accounting of Disclosures: You have the right to request an accounting of our disclosures of your medical information; the list will not include 

disclosures to carry out treatment, payment and health care operations. Our Practice will provide the first accounting to you in any 12-month period 

without charge, upon receipt of your written request. The cost for subsequent requests for an accounting within the 12-month period will be up to the 

maximum amount prescribed by governing law. 

 

Request Restrictions: You have the right to request a restriction or limitation of your medical information we use or disclose about you for treatment, 

payment or health care operations.  

Restrictions from your health plan (insurance company): You have the right to request that we restrict disclosure of your medical information to your 

health plan for covered services, provided the disclosure is not required by other laws. Services must be paid in full by you, out of pocket 

 

Other Restrictions, Limiting Information: You also have the right to request and limit any medical information we disclose about you to someone who 

may be involved in your care or the payment of your care, such as a family member or friend. We ask that you submit these requests in writing.  

We may not agree or be required to agree to your request(s) for specific reasons, if this occurs, you will be informed of the reason(s) for the denial.  

 

Request Confidential Communications: You have the right to request that we communicate with you about medical matters in a certain way or at a 

certain location. We will agree to the request to the extent that it is reasonable for us to do so. For example, you may request that we use an alternate 

phone number or address. We ask that you submit these requests in writing.  

  

To exercise any of your rights, please submit your request in writing to the practice’s privacy officer indicated below.  

 

For More Information or to Report a Problem  
If you have questions and would like additional information please contact the Privacy Officer. If you believe that your (or someone else’s) privacy 

rights may have been violated, you may file a complaint with the Privacy Officer at the contact number below or with the Secretary of Health and 

Human Services. All complaints must be submitted in writing within 180 days of when you knew that the act or omission occurred and there will be no 

retaliation for filing a complaint.  

 

Privacy Officer:        ALNUR MASANI 

Address:                   5010 Mile Stretch Drive 

City / State / Zip:      Holiday, FL. 34690 

Telephone Number: (727) 943 9080 

Fax Number:            (727) 937 8411.       Effective Date: February 1, 2016. 


