@

Greg Mitcheli, M.D. Sara Campbell, 'M.D. Amy Blossom, M.D.
Office (662-534-0029) Katy Wilso,p, FNP-C Fax (662-534-0008)
PATIENT REGISTRATION
Patient Name: Date of birth:
Address: City: State: Zip:
Home Phone: Cell: Work: Other:
Employer: Address:
Social Security#: Driver License#:
Emergency Contact: Relationship: _____ Phone:
harmacy: Address: Phone:
' Email Address: Primary Care Doctor: _
How did you hear about us?
BILLING INFORMATION
Guarantor’s Name: Relationship to patient:
Guarantor’s Social Security: Guarantor’s Phone#:

Guarantor’s Employer: Address: Phone:
PLEASE PRESENT YOUR INSURANCE CARD TO THE RECEPTIONIST

Address: Phone:

Primary Insurance:
Policy Holder’'s Name:

Relationship: Date of Birth:

Group i#:

Policy IDi:
Address: Phone:

Secondary Insurance:
Policy Holder’'s Name:

Group#:

Relationship: Date of Birth:

Policy ID#:

REFERRAL INFORMATION

Name of Referral:

Referral Source:

Suheir




AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

TO REQUEST RELEASE OF MEDICAL INFORMATION PLEASE 'COMPLETE AND SIGN BELOW,
1, » hereby voliintarily duthorize the disclosure of information from my health record.
(Name of Patient) :
Patient Name: . Record Number:
" Patient's SSN:

Patient’s Date of Birth:

Information Requested:

Purpose of Release:

The Information Is to be provided to:
Name of PersqnlOrganizaﬁon/Facﬂity:

Address:
Phone Number:

1. I understand that this authorization will expire on (insert date) .
. | understand that | may revoke this authorization (except to the extent that action was all

3
" payment or my eligibility for benefits (if applicable).
1:may inspact or copy any information used or disclosed under this agreement.
I understand that if the person or organization that receives the information is not a health care Provider or plan covered by
federal privacy regulations, the information described above may be redisciosed and would no longer be protestzd by these

regulations.

&

Date

Patient's Signature or Patient's Representative

Relationship to Patient

’rinted Name of Patient's Representative

YOU HAVE THE RIGHT TO RECEIVE A COPY OF THIS FORM

HIP, patients’ written request, records must be provi within 30 days of a request,

U"d”llndcrﬂhmm rcrnl.wwlmmﬂanum@mm mmuﬁgmd‘w:dm 15dayuj:an:u”¢ ost.
HIPAA Authorization for Release of information _

This form does not constituie fegal advice and covers only federal, not state, laws,




New Albany OB/GYN Clinic
117 Fairfield Drive
New Albany, Ms 38652
Phone (662)534-0029 Fax (662)534-0008
' OFFICE FINANCIAL POLICY
Patient Name; | :

Date of Birth:

Basic Policy: Payment is due at the time of Qervice that is provided in our office.

Patients with Insurance: We will submit claims to most insurance carriers on your behalf, it

Theproper paperwork is provided to us, Co-payments and deductibles are due at the time of
service. Since your agreement with your insurance carrier is a private one, we do not
routinely research why an insurance carrier has not paid or why it paid less than anticipated for

care. If an insurance carrier has not paid within 60 days of billinig, professional fees are due
and payable in fuall. - o ;

Non-covered Service: _Any care not Ppaid for by your existing insurance coverage will require
Payment in full at the time of services are provided or upon notice of insurince claim denjal,
mssdmmqﬁts: In fairness to otherpatients and the doctor, we require at least 24
. Hours notice to cancel appointments. © g

Collections: Any balance not paid within 90 da

¥s will be turned over to 1 collection agency.
If that happens, the patient will incur an additional charge for collection and legal fees.

Retursed Check Fee: If a check is returned as non-sufficient fun

$25.00 charge per occurrence. The returned check fee and the a
paid in cash.

OB Patients: After confirmation of pregnancy, we will vefify your maternity benefits with
your imsurance carrier. The patient responsibility of the OB Package must be paid in fai] .

by the completion of 28 weeks of pregnancy (7 months). Self-pay patients will have a payment
plan calculated and this must be Ppaid in full by completion of 28 of pregnancy.

ds the patient will incur 3
mount of the check must be

fees, court cost, attorney fees, and any other cha

' rges incurred in the collection of the balance due,
I understand that my account with this provider

and its doctors is considered an open account.

Signature: Date:




[___ ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES |

Notice to Patient: ' _
Py of our Notice of Privacy Practices,

We are required to provide you with a co
ith information. Please sign

use and/or disclose your hea ‘
acknowledgement, if you wish.

| acknowledge that | have received a copy of this office's Notice of Privacy Practices.

Please print your name here

Slgnature

Date ’

We cannot discuss your protected heaith information (PHI) with. anyone other than yourself uniess you
authorize us to do so. Please list below names(s) of the individual(s) you authorize our office to discuss
care with. Your PHI may be disclosed to the individual(s) listed below until you notify us otherwise in
writing. _

FOR OFFICE USE ONLY
ledgment of receipt of our Notice of Privacy from this

We have made every effort to obtain written acknow
palient but it could not be obtained because:

(] Duetoan emergency situation it was not possible to obtain an ackhovndedgement.
7 we weren't able to communicate with the patient,

[1 The patient refused to sign.
[7 other {Fisase provide specitic detailsj

Date

Employee signature

© HIPAA Acknowiedgemem of Receipt of the Notice of Privacy Practices 2015
This form does not constitute legal advics and covers only federal, not state, law, -




New Albany OB/GYN Clinic PLLC
" Release of informa tion / Insurance Assignment

Consent to exarﬁinatibn and treatment

- I consent to an examination and treatment by the staff Pphysician at New Albany OB/GYN
Clinic, P.L.L. C. This consent will remain in effect fo

m this day forward unless "“written”
revocation of such is dul Y presented to the office of New Albany OB/OBGYN
Clinic,P.L.L.C myself or a legally authorized

Fepresontative. I understand that 1 have the
- right to question and/or refuse any proposed trestment.

The following statement agreements allow New Albany OB/GYN

Clinic, PLL.C to file
Insurance appropriately for you so that reimbursement can be assured.

. Assignment of Insurance Benefits

payment of suigical/medical benefits to the New Albany OB/GYN'
ClinicPIL.C. by their medical -

Staff in person or under their Supervision.
understand that 1 am financially responsible for any balance ot covered by my
insurance,

Authorization Tp Release Information

A photocopy or computer scaaned copy of these assignments shall be valid ag

Notice of Receipt of HIPAA Privacy Practices for New Albany OB/GYN
I hereby certify that I have received

a copy of the HIPPA Privacy Practices for.
New Albany OB/G'YN Cligje. _

the original.

Payment Required At The Time or Service

Printed Name: Social Security No.
PatientSignature: Date:
Parent/Guardian Signé.ture: Date:




, ]

NOTICE OF PRIVACY PRACTICES

e

L
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DiSCLOSED,
HOW YOU CAN GET ACCESS TO THIS INFORMATION, YOUR RIGHTS CONCERNING YOUR HEALTH INFORMATION AND OUR

RESPONSIBILITIES TO PROTECT YOUR HEALTH INFORMATION, .
PLEASE REVIEW IT CAREFULLY. ) -

State and Federal laws require us to maintain the privacy of your health information and to inform you about our privacy practices by
providing you with this Notice. We are required to abide by the terms of this Notice of Privacy Practices. This Notice will take effect on
04/07/2017 and will remain in effect until it is amended or replaced by us. .

We reserve the right to change our privacy practices provided law permits the changes. Before we make a significant change, this
Notice will be amended to reflect the changes and we will make the new Notice available upon request. We reserve the right to make
any changes in our privacy practices and the new terms of our Notice effective for all health information maintained, created and/or

receivec by us before the date changes were made.
You may request a copy of our Privacy Notice at any time by contacting our Privacy Officer, Rhonda Kelly, Office Manager. Information
on contacting us can be found at the end of this Notice. ’

We will keep your health information confidential, using it onfy for the following purposes:

Treatment: Whila we are providing you with health care services, we may share your protscted health Information (PHI) including
electronic protected health information (ePHI) with other health care providers, business assaciates and their subcontractors or
individuals who are involved in your treatment, billing, administrative support or data analysis. These business associates and
subcontractors through signed contracts are required by Federal law to protect your health information. We have established “minimum
necessay” or ‘need fo know” standards that limit various siaff members' access to your health information according to their primary job

functions. Everyone on our staff is required to sign a confidentiality statement. _
Payment: We may use and disclose your health information to sesk payment for services we provide to you. This disclosura involves

our business office staff and may include insurance organizstions, coilections or other third partles that may be responsible for such

costs, such as family members.

Discdlosure: We may disclose ‘and/or share protacted health information (PHI) including electionic disclosure with other
professionals who provide treatment and/or service fo you. These professionals will have a privacy and confidentiality poficy like this
ona. Health information about you may also be disclosed to your family, friends and/or other persons you chaose to involve in your
care, only if you agree that we may do so. As of March 26, 2013 immunization records for students may be released without an
authwrization (as long as the PHI disclosed is limited to proof of immunization). If an Individual is deceased you may disciose PHI to a
family member or individual involved In care or payment prior to death. Psychotherapy notes will not be used or disclosed without your
written authorization. Genetic information Nondiscrimination Act (GINA) prohibits heatth plans from using or disclosing genetic
information for undemwriting purposes. Uses and disciosures not described In this notice wili be made only with your signed

authorization.
Right to an Accounting of Disclosures: You have the right to request an “accounting of disclosures® of your pratected information if
services, payment, and or business operations. In light of the Increasing use

the disclosure was made for purposes other than praviding

of Electronic Medical Record technology (EMR), the HITECH Act allows you the right to request a copy of your health information in

elactronic form if we store your information efectronically. Disciosures can be made available for a periad of & years prior to your request
is requested. If for some reascn we aren’t

and for elactronic heslth information 3 years prior to the dats on which the
capatle of an electronic format, a readable hardcopy will be provided. To request this list or accounting of disclosures, you must submit
your request in writing to our Privacy Officer. Lists, if requested, will be $1.00 for each page and the staff ime charged will be $10.00
per hour including the time required to locate and copy your heaith information. Please contact our Privacy Officer for an explanation of
our fee structure. May 23, 2016 OCR clarified a fiat fee for electronic copies may not exceed $6.50 (including iabor for copies,

supplias and postage); this does not mean that the ceiling for all requests for access is $6.50.
Right to Request Restriction of PHI: if you pay In full outof pocket for your treatment, you can instrict us not to share information
about your trastment with your healil plan; if the reguast is not required by law. Effsctive March 26, 2013 Ths Cauilbus Rule restricts
provider's refusal of an individual's request not to disclose PHI. _

Non-routine Disclosures: You have the right to receive a st of non-routine disclosures we have made of your health care information.
You can request non-routine disclosures going back 6 years starting on April 14, 2003. )
Emergencies: We may use or disclose your health information fo notify, or assist in the notification of a family member or anyone
responsible fof your care, in case of any emergericy involving your care, your location, your general condition or death, if at ail possible
we will provide you with an opportunity to object to this use or disclosure. Under emergency conditions or if you are incapacitated we

will use our professional judgment to disclose only that information directly relevant to your care. We will also use our professional
judgment fo make reasonable inferences of your best interest by aliowing someone to pick up filed prescriptions, x-rays or other similar

forms of health information and/or supplies unless you have advised us otherwise.
Heaithcare Operations: We will use and disclose your health information to keep our practice operable. Examples of personnel who
may have eccess to this infoarmation include, but are not limited to, our medical records siaff, insurance operations, health care

clearinghouses and individuals performing similar activities.

HIPAA Notice of Privacy Practicas
This form does not constitute legsl advice and covers only federal, not state law. Omnlous Fuds




Required by Law: We may use or disclose your health information when we are required to do'so by law. (Court or administrative
orders, subpoena, discovery request or other lawful process,) We will use and disclose your information when requested by national
Federal officlals and/or if you are an inmate or otherwise under the custody of law

security. intelligence and other State and
enforcement. .
Nationa! Secumy: The health information of Armed Forces personnel may be disclosed to milltary authorities under certain
circumstances. Ifthe information is required for lawful intelligence, counterintelligence or other nationjal security activities, we may -
disclose it to authorized federal officials.

Abuse or Neglect: We may disclose your health information o appropriate authorities if we reasonably belleve that you are a possible
victim of abuse, neglect, or domestic violence or the possible victim of other crimes. This information will be disclosed only to the extent
necessary to prevent a serious threat to your health or safety or that of others.
your health care information to report problems with products, reactions to

Public Health Responsibilities: We will disclose
exposure and to prevent and control disease, injury and/or disabifity.
purpases unless we have your written

medications, product recalls, diseasefinfection
Marketing Health-Related Services: We will not use your heaith information for marketing
authorization to do so. Effective March 26, 2013, we are required to obtain an authorization for marketing purposes if communication
we receive financial remuneration {getting paid in exchange for making the communication).
romotional gifis,

about a product or service Is provided and
No authcrization is required if communication is made face-to-face or for pi
Fundralsing: We may use certain informatlon (name, address, telephone number or e-mail information, age, date of birth, gender,
ent of service information, treating physician information or outcome Information) to
unications with each

health insurance status, dates of service, departm

contact you for the purpose of raising money and you will have the right to opt out of receiving such comm

solicltation, Effective March 26, 2013, PHI that requires a wiitten patient authorization prior to fundraising communication include;

diagnosis, nature of services and treatment. If you have elacted to opt out we are prohibited from making fundraising communication
UMssremuneratfon(geﬂhgpaldinmhmeform

under the HIPAA Privacy Rule.
rch purposes, treatment and payment, and for any other
to cover the cost to

Sale of PHI: We are prohibited to disclose PH! without an authorization if it cons
PHI). “Safe of PHI" does not include disclosures for public heaith, certain resea
reasonable cost-based fee”
transactions (l.e., sale, transfer,

purpose permitted by the Privacy Rule, where the only remuneration received is "a

prepare and transmit the PHI forsuchpurposeorafceoﬂmmﬁseexpresslypennmedbylaw. Corporate

merger, consolidation) are also excluded from the definition of "sale.” :
weyoprheaﬁhrecomwmnundyouofmmmendedm.Mauorschedwed

Appointment Reminders: We may
getoopiesafyourhaalthlnfonnaﬁon{andmatofanindivldualfor

appointments. :

Access: Upon written request, you have the right to Inspect and ‘

whom you are a legal guardian.) Wewll'pmvideawesslohealﬂ:infoﬁnaﬁonlnaforrn/formatreqyestedbyyou.Themwillbesome
i you will need to complete and submit an appropriate request form.

ending us a lefter to the address at the end

limited excsptions. If you wish to examine your health information,
Contact our Privacy Officer for a copy of the request form. You may also request access by sen
intment can be mads to review your records. Copies, if requested, will be $1.00 for each page
the time required to copy your heal

of this Notice. Once approved, an appo
and the staff time charged will be $10.00 per hour including

Access io your health information In electronic form if
i : lcopy will be provided. If you prefer a

summary or an your
of our fae structure. May 23, 2016
suppliesandmstage);hh_doecnotmaanﬁa!ﬂvecemngfwan
Amendment: You hava the right tc amend your healtheare hformation, if you feel it Is inaccurate or incompiete. Your request must be
in writing and must include an exptanation of why the infermation should be amended. Under certain circumstances, your request may
be denled. . '

Breach Notification Requirements: It is presumed that any acquisition, access, use or disciosure of PH| not permitted under HIPAA
regdaﬁonslsabreach.Wearerequlredmmmpleteanskmessmem,mdlfneceesary. Inform HHS and take any ather steps :
required by law. You willbenotiﬂec!ofme sﬂuaﬂonandanyltepsyoushould-taketopmadyourselfagainsthannduemhebroad:.

D Pi -]
¥ou have ine nght to flle a compiaint with us if you feel we have not complied with cur Privacy Policies. Your complaint should
be directed to our Privacy Officer. If you feel we may have violated your privacy rights, or If you disagree with a decision we
made regarding your access to your health information, you can complain to us in writing. Requast a Complaint Form from our
Privacy Officer. We support your right to the privacy of your information and will not retaliate in any way if you choose to file a
complsint with us or with the U.S. Department of Health and Human Services. HOW TO CONTACT US:

Practice Name: New Albany OB/GYN Clinic, P.C Privacy Officer: Rhonda Kelly, Office Manager
Telephone: 662-534-0029 Fax: 662-534-0008

Emaii: rckeily@newalbanyobgynclinicpe.com

Address: 117 Fairfleld Dr, New Albany, MS 38652

: . HIPAA Notice of Privacy Practices
This form does not constitute legal advice and covers only federal, not state law, Omnibus Rule




