Crowley Primooy Care, L1C
PEZS Wright Avenue Suite A
¢ Hm%n § 79526

PH: 337 788-3032

Thank you very much for entrusting us with vour medical care!
We look forward to seeing you, and want vour visit here 1o be a pleasant experience for
VOUL

Enclosed s owr medical mformation packet. £ vou would help us by completing the
packet and returning it to us along with a copy of vour insurance card prior 10 vour
appointment, 1t would assist us wemendously.  This will allow the doctor w have vour
current medical information, and will allow our office stafl w0 set up vour insurance
mformation correctly,

Oy office is located n the [ower One buiid
in Crowley. We are located on the first floor in 8

'\"c;rzimi the Acadia General Tospiol

Should vou have any guestions or concerns. pleass feel free o call us at any time.

Sincerely.

/ﬂ/dj«:’:/;{i, Aﬂzf’%
I

fosure




REGISTRATION INFORMATION
{(please print)
Date Home Phone Celi

Patient

Last Name First Name Initial

Patient’s Social Security Number:

Street Address

City State Zip

Email Address
SexoM oF Age Birthdaie

o Full-Time Student o« Part~-Time Student Patient's School Name

o Employed
Patient employed By

Oecupation Employer Phone Number,

Employer Address

Spouse (or responsible party) Name Birthdate

Social Security Number of Spouse (or responsible party)

Spouse’s Employer ‘ Empiloyer's Phone
Address of Spouse's Employer
Who is responsible for this account? (please specify relationship)

in an emergency, whom should we notify? (other than spouse)

Phone Relationship to patient

(other than your own)
Do you have Medical Insurance oNo oYes if yes, please complete below:

Name of Primary Insurance Company

Member ID# Croup #

Secondary Insurance Company (if any)

Member ID# Group#

Is your condition related ic employraent? (current or previous) nNo o Yes
Is your condition rejated to an auio accident? -No o Yes

Other accident? cNo ©0Yes Please describe

Please list other doctors that you have seen within the past five years:
1. City/State

(General Practitioner, Specialist or other)



Reason for seeing

2. City/State
{General Practitioner, Specialist or other)

Reason for seeing

How did you learn of our practice?

Whom may we thank for referring you?

ASSIGNMENT AND RELEASE
L, the undersigned, have insurance with

: Name of Insuring Company
and assign directly to Crowley Primary Care, LLC all medical benefits if any, otherwise payable
to me for services rendered. I understand that I am financially responsible for all charges
whether or not paid by insurance. 1 hereby authorize the doctor to release all information
necessary to secure the payment of benefits. I authorize the use of this signature om all my

insyrance submissions whether manual or electronic. :

Signatire of Insured/Guardian Date

MEDICARE AUTHORIZATION

I request that payment of authorized Medicare benefits be made either to me or on my behalf to
Crowley Primary Care, LLC, for any services furnished me by those physicians. I authorize any
holder of medical information about me to release to the Health Care Financing Administration
and its agents any information needed to determine these benefits or the benefits payable for
related services. I uaderstand my signature requests that payment be made and authorizes
release of medical information necessary to pay the claim. If "other health insurance”" is
indicated in item 9 of the HCFA - 1500 form, or elsewhere on other approved claim forms or
elecironically submitted claims, my signature authorizes release of the information to the insurer
or agency shown. In Medicare assigned cases, the physician or supplier agrees to accept the
charge determination of the Medicare carrier as the full charge, and the patient is responsible
only for the deductible, coinsurance and noncovered services. Coinsurance and the deductible
are based upon the charge determination of the Medicare carrier.

Beneficiary Signature Date

MEDICAL CHART REVIEW PATIENT RELEASE FORM

Insurers and managed care caompanies occasionally review medical charts to insure compliance
with company procedures. I understand that my chart may be selected for such review and that
‘the confidentiality of the information in my chart will be preserved and I hereby consent to such
review and release these physicians and any such insurer or managed care company for lability
for any reasonable review of my chart.

Signature of Patient or Parest, if Minor



Patient Name: Date of Birth:

MEDICAL HISTORY QUESTIONNAIRE

1. Are you allergic to anything? Yes or No. If ves; please list allergies
here:

2. List any other current/past medical problems (example: high blood pressure,
diabetes, high cholesterol, cancer, etc.)
Current Medical Problems:

3. Listany surgeries vou have had in the past:

o

Past Surgeries:

4. Do you currently smoke? Yes or No. If Yes, how much do you smoke per
day?
If no, have you ever smoked? How long ago?

How long did vou smoke for (number of vears)?
How many packs/day during that time?

5. Do you drink alcohol? Yes or No. 1 ves, how often do vou
drink?__
If yes, what type of alcohol do you drink?




FAMILY HISTORY:

*Mom - Living? _ itsol list Mom's medical problems

here: -

Deceased? Ageattime of death: Cause of Death: -
*Pad - Living? I so. list Dad’s medical problems

here: '

Deceased?  ~ Ageattimeofdeath:  Cause of Death:

*Does anyone in vour immediate family have cancer? Yes or No. If ves. please list
relationship and type of cancer:

REwEEPLEASE BRING ALL MEDICATIONS WITH YOQU##*®¥#*
And fill in your medications below:




Crowley Primary Care, LLC
1325 Wright Avenue Suite A
Crowley, LA 70526
PH: 337 783-4043

FINANCIAL POLICY

Thank pou for choosing us as your healthcare providers. We value your trust in us and look forward 1o
accommodating your medical needs. In order 10 devote our full attention to vour health, we would like to clarify
our financial policy prior to vour treatment.

We would appreciate your reading and signing (all places indicated) the tollowing. Please feel free o speak 1o
our office staff or office manager regarding any questions that vou may have.

Our office operates on a cash basis. Payment is due at the time of service unless:
1. You possess a valid Medicaid card
2. You are insured through a contracted care agreement in which we participate and under which we have
been able to establish/verify the benefits prior to vour treatment.

For your convenience, we accept cash, checks, Care Credit, or Visa/Mastercard/Discover/American Express.
We are also able to do an automated payment to your checking account.

With regard to Insurance: (Private, Non-contracted care);

As a convenience (o you. our patient, we are happy o file insurance claims on vour behalt with certain insurance
companies. Although we are happy to provide this service whenever possible. please be aware that health
insurance is a contract between you and vour insurance company. Please notity us of any changes in vour
coverage.

With Regard to Insurance: (Contracted care):

We are pleased to be included as participating providers in many contracted care plans.

We are legally required to collect co-pays ar the time of euch visit as established under these plans.

Also. as with private insurance. we do need you to furnish us with current information on your insurance compiny
{such as company name, address and phone number) and a copy (front and back) of vour insurance card. We
must be able to establish these items as well as to verify the benefits under vour particular plan prior to your visit,
Pleasc notify us as well of any changes in vour coverage.

Credit Card Authorization for Qutstanding Balances
We ask that you provide us with an authorization for outstanding balances determined by vour healthplan o be
your responsibility. After filing your insurance, we will charge your credit card or checking account for any
amounts deemed to be your responsibility for one of the tollowing reasons:
¢ Deductible not met
e Your insurance has a copayment amount {or which you are personally responsible
e There is no coverage for the medical service under your policy


McKay Pellerin


e Your insurer voids or retrospectively terminates the benefits under your policy
Or
e There is a shift in payment responsibility [rom-vour insurer o vou. the patient.

Billing patients for remainder balances is one of the highest expenses in our oftice overhead. This credit debit
card authorization is meant to reduce these billing costs. and thus avoid having to pass this cost on (o yvou. our
valued patient. [t is our intent to provide the most cost-cificient care possible o our community. and (o only
increase our charges when absolutely necessary:

An easily identifiable example of this charge authorization practice is that of a hotel requesting your credit card
when checking in.  This authorization covers any incidental charges that the hotel may incur such as food.
beverages. internet, or whatever ¢lse may not be included in the hotel’s initial price. Likewise. medical practices
run the same risk in many instances. It has been our experience that on numerous occasions. our medical practice
has not been reimbursed for medical services and/or supplies (such as vaccines) rendered o the patient or insured.

Please rest assured that the information you provide us with us 1 secure. Your credit card information is not
stored in our system — only your authorization is.  Your credit card information is encrypted and stored in o
manner that is inaccessible to any of our staft. It is stored in its encrypted form with our contracted processing
service. which provides the highest level of service.

Acknowledgment of Payment Responsibility and Authorization to Charge Credit or Debit Card:

| hereby state that 1 am personally responsible for the payment of my own and/or my dependent’s medical care.
I authorize Crowley Primary Care. LLC to charge my credit or debit card for any medical services rendered to
me and/or my dependent named herein for charges that are not covered by my own and/or my dependent’s health
insurance policy. I hereby provide my credit or debit card information to Crowley Primary Care. 1.LLC as set Torth
herein.

I further understand that the payments for which I may be personally responsible include. but are not imited 1o,
co-payment(s) deductible(s) and/or any outstanding balances or fees that are not covered by my own and/or nn
dependent’s health insurance policy.,

1. . hereby authorize Crowley Primary Care to charge my credit or debit card
for the balance of charges not paid by my insurer in the event that there is an outstanding balance due after the
bills submitted to my insurance company for reimbursement were reviewed by my insurance company. | agrec
10 keep Crowley Primary Care notified of my current address and/or email address so that the appropriate receipt
for payment will be sent to me.

I am aware that if my insurer pays Crowley Primary Care after my credit or debit card has been charged. my card
will be reimbursed in the amount paid by my insurance company. In the alternative. i | so desire. | can request
that Crowley Primary Care retain all or some part of that amount. as a credit on my account for my next visit, 11
I have any questions, | can contact Crowley Primary Care at 337 783-4043.

I affirm that the statements contained herein are true to the best of my knowledge: that 1 am authorized to incuy
this charge to my credit or debit card. and that | hereby authorize futyre credit card charges necessary o pay

outstanding balances as stated above.

Patient name:

Signature of Patient and/or Legal Guardian:

Date:



Usual and Customary Rates

Our practice is committed to providing the best treatment for our patients and we charge what is usual and
customary for our area. Due to the complexity and ditferences in individual cases. prices for office visits and
procedures may vary. Should you wish to obtain a cost estimate. please feel tiee 1o ask our office stalt,

Treatment of Minor Patients

The adult accompanying a minor patient is responsible for payment. Rather thun becoming involved in custody
disputes. we simply require that arrangement for payment be made prior to the minor’s visit so that the
accompanying adult furnishes payment.

Thank you for your understanding of our Financial Policy. We ask that you please let us know if vou have am
questions or concerns.

I have read the Financial Policy ot Crowley Primary Care. | understand and agree to the terms of this policy .

X Date:
Patient or responsible party




Designation of Personal Representative (PHI) and Consent for Medical Care

Crowley Primary Care, LLC
1325 Wright Avenue Suite A
Crowley, LA 70526

PH: 337-783-4043

As required by the Health Insurance Portability and Accountability Act of 1996 (HIPAA) with regard to Protected Health
Information (PHI), you have a right to nominate one or more persons to act on your behalf with respect to your health
information. By completing this form, you are informing us of your wish to designate the named person as your personal
representative(s). You may revoke this designation at any time by signing and dating the revocation statement included at the
bottom of this form and sending a copy to us.

I (print name) with (date of birth), hereby give consent to the
physicians, practitioners, and other qualified medical personnel of Crowley Primary Care to treat me, recommend and/or order
tests as indicated for diagnosis of my medical condition, and obtain my medical and medication history from other providers and
facilities. I nominate the following person(s) to act as my personal representative with respect to decisions involving the use
and/or disclosure of health information that pertains to me.

Name of Personal Representative Phone Number Relationship
Name of Personal Representative Phone Number Relationship
Name of Personal Representative Phone Number Relationship
Name of Personal Representative Phone Number Relationship
Name of Personal Representative Phone Number Relationship
Name of Personal Representative Phone Number Relationship

This/these persons is/are to be afforded all the privileges that would be afforded to me with respect to my heath information.

I understand that I may revoke this designation at any time by signing the revocation section of my copy of this form and
returning it to the office of Crowley Primary Care, LLC at 1325 Wright Ave. Suite A, Crowley, LA 70526. I further understand
that any such revocation does not apply to the extent that persons authorized to use or disclose my health information have
already acted in reliance on this designation.

Patient’s signature Date

Parent or Guardian Print name/Signature Date

Revocation Section
I hereby revoke this designation of the following personal representative:

Personal Representative being Revoked

Signature Date



Crowiey Primary Care, LLC
1325 Wright Avenue Suite A
Crowiey, LA 70526
PH: 337 783-4043

POLICY ON PAIN MANAGEMENT

[t is the policy of Crowley Primary Care. LLC that any patient being seen by a pain
management doctor will not have his or her pain management medications filled in this
clinic. If you should discontinue your relationship with your pain management doctor.
Crowley Primary Care, LLC WILL NOT under any circumstances or any time refill any
pain management medications or assume responsibility for vour pain management needs.

If it is necessary, in the opinion. of one of the physicians of Primary Care, LLC. to
prescribe pain medication or other controlled substance to you for a condition he or she is
treating, please be aware that you should safeguard your script. If the seript for pain
medication or controlled substance is lost, it will not be replaced.

Signing this document indicates that you understand and will comply with this policy.
This document will be part of your medical record. Your cooperation is appreciated.

Print Patient Name

Date of Birth

Patient Signature

Date



Crowiey Primary Care, LLC
1325 Wright Avenue Suite A
Crowley, LA 70526
Phomne: (337) 783-4043
Fax: (337) 783-4053

Policy Regarding '"No Show, Rescheduled, and Cancelled" Appointments

It is our goal to treat our patients irr a caring, timely, and efficient manner. "No show"
appointments prevent us from seeing and scheduling patients in a timely manner, and also pose a
health risk to-patients.

In an effort to discourage "no show" appointments, the following policy has been implemented.
In the event that a patient does not show up for an appointment, cancels or reschedules an
appointment on short notice, a note will be made in his/her medical record. Not showing up for
three appointments can result in a patient's discharge from this practice.

Failure to give 24 hour notice of cancellation or rescheduling of an appointment or not
showing up for an appointment will result in a charge of $25 to your account. This charge is
not covered by your insurance company and it is your responsibility. Failure to pay a
no-show fee will be treated the same as our policy regarding any other unpaid balances
and will be subject to reporting to a collection agency if unpaid.

Please sign acknowledging your understanding of the above policy:

Signature Printed Name and Date



NOTICE OF PRIVACY PRACTICES

Crowley Primary Care, LL.C
1325 Wright Avenue Suite A
Crowley, LA 70526

PH: 337 7834043

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.

Purpose: The following privacy praclices are a#SpIEs te ensure that Troviey Prumary Cere. .0 anc tne office staff of Crowiey Pnmery Care. LLC comply fully with ail federal anc siate
pnvacy protection faws and negulations  Pratection of patient privacy is very Imanriant 10 dur Srganizaicn  Vaoiance:s of any of tnese prov:siens vaill result in severe disciphinary action

Effective Date: These oractices are in eiiect as of Apii 4, 2003

Expiration Date: These practices remam i effect unil amenced or cancefied,

Shuud you Mave any addtienai o
3

SuCNS regarding hese ractices. plea
€3-4043

1 C.

a0 Na»: oy Blriey Wik at

Crowtey Primary Care. LLC coliects heaith information from you and store :t i 2 chart and 0n a cormputer. The isicrmation compiled by Crowley Primary Care, LLC during the course of your
frreatment 1s your medical report (your ‘cnart’y  This medical report is the ciroperty of Crowtey Prinary Care. LiC. out the iformatior: in the report pelongs 1o you. Crowley Primary Care LLC
and her staff protect the privacy of your health informatier  The law permits Cicwiey ®Pamary Care LLC to use o distlose ycur health irformation for the follewing purposes.

Treatment: Crowley Pnmary Care, LLC will use yous mfonsaton sheat your hears hisiory sneet. and any notes that fis nurse or Hie takes gurirg his examination of you to make a diagrosis of
your conditicn He may then prescribe medicine. SC diagnostic lestng such as x-rays. 'ad sts. ete. Tt ion that Crovdey Primary Care, LLC obiain in the course of therr
treatment of you may neec to be shared with a pharmasy for authcnzation of filing prescripucns for ycu, of with another prysician 'whem he feels you nexed to see. ft 1s possible that your
medical records may need to be mailed or faxed i0 anotrier physician wrid 1S GoiNg 1o partiCicate in your Care, Or {0 an Insurance company of ouiside source such as a hosgital or treatment
facility that we may be sending youto We may alsc neec to discuss these reoras and ye.ir reatment wihi the dhysician or authorized reoresentative at that outside source

Pavment: We may use and disclose healih informalion aoout you sSC trat ine ireatmers 2nd sefvices you "ecesve ffCisy us can be tilled tc anc payment coflected from you. an insurance
company Or athird party. £0r example, we may need 0 give your heallr: piant Infermaton avout your ofiice visa 0 thal your healts ptan will pay us or reirnburse you ‘o a visit  We may aisc
tell your heaith plan about a treatment you are going ¢ recave tn order Ic obian prior 200:6vai O detennine whether your pian will cover this treatment

For Health Care Operations: We may use and dicciose health infore: T 2C0UL Y tens Sf cur Nealin care pracice 1 hese uses anc disclosures are necessary 10 sun our practice
ard tc make sure that all of our pailents recerve Gually care  For exampmiz, we may use t C 7evIEV; Oul atment arc services and to evauale the pertermance of our staff in
caring for our patients  Also. there arz imes when we may b monitered Or audned by vanous iNsurance sorpanes At such umes representatives freis: those companies may come in and
randcmiy cull chans in order to monitor such things as cuality of care record keeping. eic

Health-related Services and Treatment Aitematives
be of interest to you

We may use anc aistiose neaith information o ted you amcut mealth-related seraces or recormmenc pPessitie treatment couons that may

Research. We may disclose ycur health infonnation (o researcners conauiing researcs I

nas Leern apsroves by an 11skiukonal Review Boarg.

Public Health and Safety g ssen 2 senous and immirent threat ¥ the health or safety 0f @ parucuiar
person cr the general pu5 1T, .

Notification and Communication With Familx Vve may isclose your Hezinn nfcrmation i nobty of as: er. your perscnal representative. or ancther gerscn
responsibie for your care about your location of your general condition. i ycu are available to agree or ODJec: rofess:icnals will use ther best judgment In communication vah your
famiy and Others. Please understand that this cffice will not violate your privacy nights if at all possible  Normally. we wiii have a signcd consent defore disclosing your information. but there
are arcumstances that a-e beyond our control and hmes whers we Mmay Neec (o Cortact cthers regardng your nealin care

N0 YING

Health Cversight Activities We may disclese your hea'th iniormation

galth agena

16 the course of suars mvestigations. inspecuens hcensure and otner proceedings.

Judicital and Administrative Proceedings We may cisticse your nealin |

the course of any aciumsieative of [ud

Law Enforcement: We may disciose your heaitr: information: to a iaw enforsemem: ofiic:al for sursoses such as idenutymg or 1ocaung a suspect. fugitive, materniai witness ¢ imISsiNg Person
camply:ng with a court order or subpoena 2nd othezr law cnfcrcemert Durpuses

Deceased Person information We may discicse your neaith infonmation © Coroners

Organ Donation VVe may disclose your health sniormaticn (0 erganizations avcived
Uses and Disclosures of Protected Heaith Information .

it i the policy of Crowiey Pamary Ca

The individuai who 1$ the subgect ¢

iniermatior 12 the “subject indwvidual™) has authe:ized the use or distosure

2 The indivicual who s the subject of the information nas cersented to tHe use or disclosure and the use ¢r discicsure 1S for ireatment, payment or heatth <are
operations

3. The :ndividual wio 15 the subject of the infcrmaticn does NGt Object (o ihe aisciosure and e disclosure 15 > persons involved i ine health care of the individual o icr
facHity drectory purposes

4 The disclosure :s to the indivicuai whic iz the formiahen or 16 HHS haree-relaied ounsises

3 The use or disclosure s icr one of the: HIPAA e requred by ¢

Deceased Individuals
it 1s the policy of Crowley Primary Care (i inat orvacy proleCions exErs 1o mnisirmalion ton

WG Geseased ndivicuals,
Notice of Privacy Practices

15 the policy of Crowiey Primary Care. LLC that a riolice of Srivacy gracices mnust be pudlished, inat ths nouce and any reviSions to it V€ prowviaec 1o all subject Indivrruats at the
earhest practicadle time. and that all uses and disclosures of protected heaitn omMation te done In 2ccore with tnis erganizaticn’s notce of Crivacy practices

Restriction Requests

It is the poticy ot Crowley Primary Care. LLC hat sericus cansigerancr: must be given to ail requests for restrictions on uses and disciosures of protected healtn infermaticr as

puphshed mn this orgarizatior’'s notice of Lrivacy practices I s jurthermere e polCy of this crgamzancn that if 2 particular restriction 15 agreed io. then ihis organization s bouns
by that restriction




[} y Disc e of Protected Health Infonnation
It is the policy of Crowley Pimary Care LI.C that (excep: for cisciosures madie for troaiment purpoces) ail isSiosures of protected health information must be imited to the
miimum amcunt of information ne<ded 1o acccmphish the purpese Of the ciscissure 1 15 s tne pokicy of this orgamization that all requests for grotected health infenmat:on
fexcept requests mace for reatment purcoses) must be meec 12 the munmum amaoun: of in‘crmaticn nzeded 1o 23complish the purpose of the request
A to Pr d Health inf. on

I is the policy of Crowley Primary Care. LLC that access to prolectea health: mfzrmation must be granted ic each employee or contractor Basec on the assignec job functians ¢f
the employee or contractar s also ihe policy of this orgamization that such access privileges sheuld nct exceed those necessary to accomplish the assigned job function

Access to Protected Heaith information by the Subject individual
It s the policy oi Crowiey Primary Care, LLC that access to crotecied health informaion must be granted 1o the Derson whe is the subjeci of such infermation when such aceess s
reguested

Amendment of Incomplete or incorrect Protected Health Information
it 1s the policy of Crowley Primary Care. LLC that incorect zretectec nealth
this crganization that rotice of such correctiens will be given te anv organizatio!

icmmaten mamanes Sy
* whick NCOrCeCt 1

srganization wil. og corrected i a bmely fasiion It s also the pcicy ¢
ren2tion has beer: shared.

Access by Personal Representatives
11 is the pciicy of Crowley Primary Care, LLC that access v crotectad nealih aformaten must o5&
individusls,

#ed G personai representaives of subject individuals as specified by subject

Confi ial G icati Ch )
It1s the policy of Crowley Primary Carg, LG th

al commii

HONS

WESICT Dy SUDJES wdiviGuals, to the exient possidie

Disclosure Accounting
1 is the oolicy «f Crowley Primary Care, LLC Inat 27 accour

o of ali Gisciosures Of Draiscles heaith INiormation D grven 18 subiect ndiaduals wnenever such an accouriting i

recuested

Complaints
itis the policy of Crowiey Pamary Care. LLC that aif compi of heatth inf :d and resclved m 2 imely fashicn

Prohibited Activities
1 1s the policy of Crowley Primary Care. LLC tha: no employee o contracter may engage in ary inimidaling or resahatory acts agamst persens wio file cemplainis o ctherwise
exercise thew nghts under HIPAA regulations. Itts also the poicy of this crgar:zaiien that no empioyee or contracicyr May condition treatment. paymant. enrolimert Or ehgibiiity tor
benefits on the provision of an authorizaticn (0 disclose protected heaith information

Responsibility

NG 2nd imeiemenung sreceaures (o implement this policy hes with the chief grivacy oficer 1=

it 15 the policy of Crowley Pnmary Care, LLC that the resporsitility for
PO}

Verification of identity
1t is e policy 0f Crowley Prmary Care. L.C thar the ider

TOCMENCT: O€ verifiea cefcrz sucn access is granied

Mitigation
itis the poiicy of Crowley Primary Care, |

ny urautionzed Wse O SISCiosure OF Proteciec neakh nformatcn be mitigated (0 the extent possible

Business Associates
It is the policy of Crowley Pnmary Care. LLL nat busmess associales must be contractuaily ound to protect heaitn information to the same degree as set forth in this policy

Cooperation with Privacy Oversight Authorities
It 1s the poticy of Crowley Pnmary Care. LLC that oversigni agencies such as
cooperaton in their etforts to ensure the protecticn of heaith infcrmaticn withr
2l privacy compiiance reviews and nveshgaions

fice for Civi Rights of the Department ot Heaith and 1-uman Services be given ifull suppcrt &nc
1s orgarmzation it is aiso 1ne pohicy of this organization that ait personnel must ccoperate futly win

t hereby acknowledge rece:pt of & copy of the above Notics: ¢f Privacy Poticy

Signature & Date



LOMIIERTANA

DEPARTMENT OF
HEALTH

Authorization to Release or Obtain Health Information
(including paper, oral and electronic information)

Name Request Date

Mailing Address ) Date of Birth

City/State/Zip Medicaid # or Social Security #
l authorize:

Name: Crowley Primary Care (Drs. Robert Aertker. Stephen Cannon, Claire Ronkartz, Nancy Walker, and Megan Chachere, FNP-C)

Mailing Address: 1325 Wright Ave, Suite A

City, State, Zip Code: Crowley, LA 70526

Relationship: Provider Telephone Number:337-783-4043 (Fax: 337-783-4053)
(0 TO RELEASE Information TO OR (J TO OBTAIN Information FROM
(Place an "X in the box that indicates if the information is being released OR requested.)

Name:

Mailing Address:

City, State, Zip Code:

Relationship: Telephone Number:
The Purpose of this Authorization is indicated in the box(es) below. (Place an “X” in the box(es) that apply.)

O Further Medical Care O Personal ~ [J Legal Investigation or Action (3 Changing Physicians
O Research related treatment 3 Creating health information for disclosure to a third party.
3 Other: (Specify)

I authorize the release of the following protected health information.

(Place an “X”in the box(es) that apply to the information you want released or you want to obtain.)

03 Entire Record (0 Medical History, Examination, Reports [ Surgical Reports [ Treatment or Tests
O Prescriptions (3 Immunizations (J Hospital Records including Reports {3 Laboratory Reports

0 X-ray Reports (O MR/DD Records ~ (J Other:

In compliance with state and/or federal laws which require special permission to release otherwise
privileged information, please release the following records.

O3 Alcoholism 1 O Drug Abuse T J Mental Health ~ OJVocational Rehabilitation 3 HIV (AIDS)

O Sexually Transmitted Diseases (O Genetics 03 Psychotherapy Notes

O Other
This authorization shall expire on (date or event) and
is needed for the period beginning and ending

I understand that if T do not specify an expiration date, this authorization will expire six (6) months from the date
on which it was signed. I acknowledge that I have read both pages 1 and 2 of this form.

Signature of Individual or Personal Representative Authorized by Law ~ Date
Signature of Witness (If signed with an "X or mark) Date

or LDH Use When Requesting Records |
disclosure. Documentation on the above Personal Repres

‘am authorized to receive tative has been obtained.

Signature and Title of Agency Representative Date

T provider shall be given a copy of signed document that acknowledges their receipt of Federal Rule 42 CFR § 2.32 - Prohibition on
redisclosure.

HIPAA 402P

Page 1 of 2

Issued 4/14/03

Revised 10/29/2015 - Redisclosure



We may need your authorization to use, disclose or obtain your health information for some of our
services.

You do not have to sign this form. If you agree to sign this authorization to release or obtain
information, you will be given a signed copy of the form.

A separate signed authorization form is required for the use and disclosure of health information
for:

= Psychotherapy notes

=  Employment-related determinations by an employer
= Research purposes unrelated to your treatment

= Substance Use (Alcohol and Drug Use)

When required by law or policy, LDH may only obtain, use and disclose your health information if
the required written authorization includes all the required elements of a valid authorization.

An authorization is voluntary. You will not be required to sign an authorization as a condition of
receiving treatment services or payment for health care services. If your authorization is required

by law or policy, LDH will use and disclose your health information as you have authorized on the
signed authorization form.

You may be required to sign an authorization before receiving research-related treatment.

You may be required to sign an authorization form for the purpose of creating protected health
information for disclosure to a third party. Example: In a juvenile court proceeding where a parent
is required to obtain a psychological evaluation on their minor child by LDH, the parent may be

required to sign an authorization to release the evaluation report (but not the psychotherapy
notes) to LDH.

You may cancel an authorization in writing at any time. LDH can not take back any uses or
disclosures already made before an authorization was cancelled.

Information used or disclosed by this authorization may be re-disclosed by the recipient and will
no longer be protected by LDH privacy policies.

YOUR RIGHT TO FILE A PRIVACY COMPLAINT
You may contact the privacy office listed below if you want to file a complaint or to report a
problem about how LDH has used or disclosed information about you. Your benefits will not be
affected by any complaints you make. LDH cannot punish or retaliate against you for filing a

complaint, cooperating in any investigation, or refusing to agree to something that you believe to
be unlawful.

Your Privacy office contact is:

State of Louisiana - Louisiana Department of Health
Office of Secretary - Privacy Office
Post Office Box 629
Baton Rouge LA 70821-0629

Email: privacy-LDH®la.gov

HIPAA 402P
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Crowley Primary Care, LLC

Your information.
Your Rights.
Our Responsibilities.

1325 Wright Avenue Suite A

Crowley, LA 70526

PH: 337-783-4043

Website: www.crowleyprimarycare.com

This notice-describes how medical information about
you may be used and disclosed and how you can get
access 1o this information. Please review it carefully.

You have the right to:

° Get a copy of your paper or electronic medical record

= Correct your paper or electronic medical record
» Request confidential communication
e Ask us to limit the information we share

» Get a list of those with whom we've shared
your information

» Get a copy of this privacy notice

» Choose someone to act for you

» File a complaint if you believe your privacy
rights have been violated

» See page 2 for
more information on
these rights and how
to exercise them

\

You have some choices in the way that we
use and share information as we:

 Tell family and friends about your condition

e Provide disaster relief

e include you in a hospital directory

* Provide mental health care

» Market our services and sell your information
e Raise funds

» See page 3 for
more information on
these choices and
how to exercise them

We may use and share your information as we:

» Treat you

» Run our organization

» Bill for your services

» Help with public heaith and safety issues

» Do research

» Comply with the law

» Respond to organ and tissue donation requests

« Work with a medical examiner or funeral director

* Address workers’ compensation, law enforcement,
and other government requests

= Respond to lawsuits and legal actions

¥ See pages 3 and 4
for more information
on these uses and
disclosures
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When it comes to your health information, you have certain rights.
This section explains your rights and some of our responsibilities to help you.

Get an electronic or
paper copy of your
medical record

Ask us to correct
your medical record

Request confidential
communications

Ask us to limit what
we use or share

Get a list of those
with whom we’'ve
shared information

Get a copy of this
privacy notice

.........................

Choose someone
to act for you

.........................

File a complaint if
you feel your rights
are violated

° You can ask to see or get an electronic or paper copy of your medical record and

other health information we have about you. Ask us how to do this.

We will provide a copy or a summary of your health information, usually within 30
days of your request. We may charge a reasonable, cost-based fee.

You can ask us to correct health information about you that you think is incorrect
or incomplete. Ask us how to do this.

We may say "no” 1o your request, but we'll tell you why in writing within 60 days.

....................................................................................

You can ask us to contact you in a specific way (for example, home or office phone)
or to send mail to a different address.

We will say “yes” to all reasonable requests.

....................................................................................

You can ask us not to use or share certain health information for treatment,
payment, or our operations. We are not required to agree to your reguest, and we
may say “no” if it would affect your care.

if you pay for a service or health care item out-of-pocket in full, you can ask us not to
share that information for the purpose of payment or our operations with your health
insurer. We will say “yes” unless a law requires us to share that information.

....................................................................................

You can ask for a list (accounting) of the times we‘ve shared your health information
for six years prior to the date you ask, who we shared it with, and why.

We will include all the disclosures except for those about treatment, payment, and
health care operations, and certain other disclosures (such as any you asked us to
make). We'lf provide one accounting a year for free but will charge a reasonable,
cost-based fee if you ask for another one within 12 months.

....................................................................................

You can ask for a paper copy of this notice at any time, even if you have agreed to
receive the notice electronically. We will provide you with a paper copy promptly.

....................................................................................

if you have given someone medical power of attorney or if someone is your legal
guardian, that person can exercise your rights and make choices about your health
information.

We will make sure the person has this authority and can act for you before we take
any action,

....................................................................................

You can complain if you feet we have violated your rights by contacting us using the
information on page 1.

You can file a complaint with the U.S. Department of Health and Human Services
Office for Civil Rights by sending a letter to 200 Independence Avenue, SW,,
Washington, D.C. 20201, calling 1-877-696-6775, or visiting www.hhs.gov/ocr/
privacy/hipaa/complaints/.

s We will not retaliate against you for filing a complaint.
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For certain health information, you can tell us your choices about what
we share. If you have a clear preference for how we share your information in the
situations described below, talk to us. Tell us what you want us to do, and we will follow
your instructions.

In these cases, you have e Share information with your family, close friends, or others involved in your care

both the right and choice

to tell us to:

s Share information in a disaster relief situation
¢ Include your information in a hospital directory

If you are not able to tell us your preference, for example if you are unconscious,

we may go ahead and share your information if we believe it is in your best interest,
We may also share your information when needed to lessen a serious and imminent
threat to health or safety.

In these cases we never ® Marketing purposes

share your information
unless you give us

s Sale of your information

written permission: ¢ Most sharing of psychotherapy notes

..............................................................................................

In the case of fundraising:  « We may contact you for fundraising efforts, but you can tell us not 1o

contact you agam

How do we typically use or share your health information?
We typically use or share your health information in the following ways.

Treat you

Run our
organization

Bill for your
services

* We can use your health information and ¢ Example: A doctor treating you for an
share it with other professionals who are . injury asks another doctor about your
treating you. . overall health condition.

» We can use and share your health . Example: We use health information
information to run our practice, improve : about you to manage your treatment and

your care, and contact you when necessary. - services.

* We can use and share your health Example: We give information about you
information to bill and get payment from . to your health insurance plan so it will pay
health plans or other entities. 1 for your services.

R T T R e T T T S

continued on next page
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Howv else can we use or share your health information? We are allowed or required 10 share your
information in other ways - usually in ways that contribute to the public good, such as public health and research.
We have to meet many conditions in the law before we can share your information for these purposes. For more
information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.htmi.

Help with pubhc health
and safety issues

Respond to organ and
tissue donatlon requests

Work with a medical
examiner or funeral director

Address workers’
compensation, law
enforcement, and other
government requests

Respond to lawsuits and
legal actions

Notice of Privacy Practices o Page 4

» We can share health information about you for certain situations such as:
= Preventing disease
» Helping with product recalls
e Reporting adverse reactions to medications
« Reporting suspected abuse, neglect, or domestic violence
» Preventing or reducing a serious threat to anyone’s health or safety

« We will share information about you if state or federal laws require it,
including with the Department of Health and Human Services if it wants to
see that we're complying with federal privacy law,

» We can share health information about you with organ procurement
organizations.

* We can share health information with a coroner, medical examiner, or funeral
director when an individual dies.

e We can use or share health information about you:
= For workers’ compensation claims
e For law enforcement purposes or with a law enforcement official
o With health oversight agencies for activities authorized by law
» For special government functions such as military, national security, and
presidential protective services

s We can share health information about you in response to a court or
administrative order, or in response to a subpoena.



Qur Responsibilities

> We are required by law to maintain the privacy and security of your protected health-information:

o We will let you know promptly'it a breach occurs that may have compromised the privacy or security
of your information:

» We must follow the duties and privacy practices described in this notice and give youa copy of it.

= We will not use or share your information other than as described here unless you tell us we can‘in
writing-}f you tell us we can, you may change your mind-at any time. Let us know in‘'wrnting if you
change your mind.

For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.

Changes to the Terms of this Notice
We can-change the terms of this notice, and the changes wilt apply to all information we have about you:
The new notice will be available upon request, in our office,.and onour web site.

Revised on
July 18,2019

This Notice of Privacy Practices applies to the following organizations.
Crowley Primary Care, LLC

Patient Signature (Acknowledgment) Date

Keflie Lege, Office Manager
PH: 337-783-4043
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P An ACO isn’t a Medicare Advantage plan which is an “all in one” alternative to
Original Medicare, offered by private companies approved by Medicare. An ACO isn’t < Important!

Crowley Primary Care is par’umpatmg in Aledade Louisiana ACO, LLC . an
Accountable Care Organization (ACO). An ACO is a group of doctors, hospitals, and/or other
health care providers that work together to improve the quality and experience of care you
receive. ACOs receive a portion of any savings that result from reducing costs and meeting
quality requirements.

4

Medicare evaluates how well each ACO meets these goals every year. Those ACOs that do a good job can
earn a financial bonus. ACOs that earn a bonus may use the payment to invest more in your care or share a
portion directly with your providers. ACOs may owe a penalty if their care increases costs.

Our participation in Aledade Louisiana ACO, LLC doesn't imit your
choice of health care providers. Your Medicare benefits are not changing. You still have the right to visit any
doctor, hospital, or other provider that accepts Medicare at any time, just like you do now.

To help us coordinate your health care better, Medicare shares information about your care with your
providers. If you don’t want Medicare to share your health care information, call 1-800-MEDICARE
(1-800-633-4227).

an HMO plan, or an insurance plan of any kind.

B> ACOs have agreements with Medicare to be financially accountable for the quality, cost, and experience

of care you receive.

B> Coordinated care can avoid wasted time and costs for repeated tests and unneeded appointments. It may

make it easier to spot potential problems before they become more serious — like drug interactions that
can happen if one doctor isn’'t aware of what another has prescribed.

P ACOs may use electronic health records, case managers, and electronic prescriptions to help you stay
healthy. Some ACOs have special programs to encourage you to have a primary care visit or use their
care management team. Participation in these programs is optional.

B Medicare shares information about your care with your health care providers; like dates and times you

visited a health care provider, your medical conditions, and a list of past and current prescriptions. This
information helps Aledade Louisiana ACO, LLC track the care and tests that you've
already had.

P Sharing your data helps make sure all the providers involved in your care have access to your health

information when and where they need it.

P We value your privacy. ACOs must put important safeguards in place to make sure all your health care

information is safe. We respect your choice on how your health care information is used for care
coordination and quality improvement. If you want Medicare to share your health care information
with Aledade Louisiana ACO, LLC or other ACOs in which your health care providers
participate, there’s nothing more you need to do.

P If you don’t want Medicare to share your health care information, call 1-800-MEDICARE

(1-800-633-4227). Tell the representative that your health care provider is part of an ACO and you don't
want Medicare to share your health care information. TTY users should call 1-877-486-2048.

MEDICARE
SHARED SAVINGS
. PROGRAM



P If you change your mind and want to let Medicare share your health information again, call
1-800-MEDICARE to let Medicare know. We aren't allowed to tell Medicare for you.

P> Even if you decline to share your health care information, Medicare will still use your information for some
purposes, like assessing the financial and quality of care performance of the health care providers
participating in ACOs. Also, Medicare may share some of your health care information with ACOs when
measuring the quality of care given by health care providers participating in those ACOs.

B> Ask your clinician if they have a secure online portal that gives

you 24-hour access to your personal health information, For step-by-step instructions
including lab results and provider recommendations. This will on how to select or change
help you make informed decisions about your health care, your “main doctor,” refer
track your treatment, and monitor your health outcomes. to the Choosing a Primary

Clinician video

As a Medicare beneficiary, you can choose or change your (htips://youtu. be/HaReAVCH2 1), }

primary clinician or “main doctor” at any time. Your primary
clinician is the health care provider that you believe is

responsible for coordinating your overall care. If you choose a primary clinician, that clinician
may have more tools or services to help with your care. You can learn more in the \Voluntary
Alignment Beneficiary Fact Sheet.

B If you have concerns about the quality of care or other services you receive from your ACO or
provider, you can contact your Medicare Beneficiary Ombudsman who can assist you with
Medicare-related questions, concerns, and challenges. The Medicare Beneficiary Ombudsman
works closely with the Medicare program, including Medicare.gov, 1-800-MEDICARE, and State
Health Insurance Assistance Program (SHIPs), to help make sure information and assistance
are available for you. Visit Medicare.gov for information on how the Medicare Beneficiary

B If you suspect Medicare fraud or abuse from your ACO or any Medicare provider, we encourage
you to make a report by contacting the HHS Office of Inspector General (1-800-HHS-TIPS) or
your local Senior Medicare Patrol (SMP).

MEDICARE
SHARED SAVINGS
PROGRAM






