Khizer Shaikh, MD
SPECIALTY Scott Coole, DO

ASSOCIATES Pulmonology Clinic
HAVASU MEDICAL GROUP Mathew (Josie) Edevattal, MD
1851 Mesquite Avenue Chris Salvino, MD
Suite 210 Trauma/General Surgery Clinic

Lake Havasu City, AZ 86403
P: 928.854.7540
F: 928.854.2405

Welcome to Specialty Associates!

Attached please find your/APPOINTMENT CARD and our NEW PATIENT PACKET (NPP)s
This packet consists of:

e Patient Registration

e Medical History (3 pages)

e Medicare Questionnaire (MEDICARE ONLY)

e Patient Bill of Rights

e HIPAA/Financial Policy (3pages)

e Living Will & Power of Attorney (2 pages OPTIONAL)
e BLANK Records Request (SIGN ONLY)

e Notice of Privacy Practices (KEEP COPY)

Please arrive;ugp MIIN_UTES PRIOR to your scheduled appointment and check in with the Front Desk staff.
Please bring your attached INPP completed with you to your appointment.
Please bring your photo ID/Driver’s License and Insurance Card(s). "
Please bring your medication list or medications with you.
Please call our office with any questions you may have.
— If you have had any outside imaging, please bring a disc.—

We look forward to providing your care.

Thank you!
Specialty Associates



Tooone 11 PATIENT REGISTRATION FORM

A | AL ARG A e R '\\'r“ e e f‘;‘r"' "!""’!R".JL*;?‘L.' }:&Jﬁ"' "H.: &'ﬁ":"mf«i;'-‘rf b By Sort b ““|

Pallunt Numu Lout Hru! Middla o Mr o Mrs Maritel Status (clrcla)
Single/ Marled /
o Miss o Ms Dlvoreed /Sep/ Widow

I this your legal namo? If not, what Is your lagal name? Birthdale Age Sex

o YES o NO / ! oM o FoT
Stregt or Malling Addross (circle one) City State Zip Code Home Phone Number

( )

Ce!l Phane Number E-Muil Address (Ta be used for sppolniment reminders) Social Security
( ) - ~
QOccupallon Employor Employer Phona Number

Employmont Statuu: 01 — Full-Time 02 = Part-Time 3 — Nol Employed 04 - Sell-Emplayed 05 — Reflired 00 — Aclivo Military
Student Status: ofF — Full-Time Student aP — Part-Time Student oN - Not a Studant

Roco: wAmericon Indian/Aloska Native  oAsian  oNatlve Hawollan/Pacific Islander  oBlncl/Alrlcan American
oWhile oHispanlc oOthor  oDeclined

Ethnlelty: nHispanic or Lalinn oMot Hispanic ar Latino  oDeclined
Languago: oEnglish  nSpanish  olndlan  olaponese  oChinese  oloroan  nFrench oGerman  oRusslon

nOther
_|Bharmacy: Do you havo o living wili? o0 YES a NO
Referrad By ( Pleasa check ona hox)
o Dr. u Insurance o Hospllal o Famlly o Fiend oYellow Pages o Olher

Other Family Membaors Seen Here

| PCP Namo 4 Phona i
{HA A N B R N e R i o rmn bS] forintlaitibalniine|siatemcnls)
Rusponaib!a Parly mmmihu Pallent DGuarﬂnlur aSelf oCheck hera If Informalion Is same as patlent
Neme -|Address Home Phone Number
Birth Dato E-Mall Address
/ / { )
QOccupaltlon Employar Employer Addross Employer Phone Numbar
( )
TN &) AN e RN O R A N L R I (e L Vs L ph e aril deiraitdoshiaticliock:in))
Is this visit for ona of the following? o WORKERS CDMPENS!\T]ON (WC)
1 OCCUPATIONAL MEDICINE (OM) o MOTOR VEHICLE ACCIDENT (MVA) o ACCIDENT DATE
Does the palient have heolthcare caverage? n YES o NO Insurance Namo
Name of Insured Sacial Security Number [Dirth Data  |Effeclive Dalo |Group ID Subscnber 10 (Policy Number)
- - i [
Palient Relationship to Insured o Self oSpouse oChild o Olher
Name of Secondary Insurance Namao af Insured Data of Bith  |Group ID Subseriber 1D (Pollcy Number)
[
Pallent Relationship to Insured o Soll oSpouse  oChild n Ollmr
R G B N YO N T T e B OV SO B 20 AT AL R v
Mame (Lasl, First) Relatlonship lo Patlent Hamu Phone Number Olher Phana Number T
( )

I agraa (hat the Informatlon suppliod on this form Is accurste ond up-lo-dale ta ho besl of my knowledge. | consent lo recolva toxt
messegos andfor omall messagos rom tho praclico fo any cell number andfor emall provided which may Include appolniment
reminders, bills, paymant receipls, or marleeting materials, | understand that a patlent's care Is directed by hisfher physician(s) and
I consent lo any services thal are appropriale for my care and as ordered by my physician(s).

PatienV/ Guardian Signature Dale



Speclalty Assoclates
Medica! History Intake Form

NAME TODAY'S DATE:
BIRTHDATE: PRIMARY CARE PHYSICIAN:

WHO REFERRED YOU HERE TODAY?

WHY ARE YOU HERE TO SEE THE PHYSICIAN?

1.

2.
WRITE A BREIF REVIEW OF THE PRESENT CONDITION THAT PROMPTED THIS VISIT:

LIST ALL YOUR CURRENT MEDICATIONS & DOSAGES (or provide a list if more than 10):
Name Strength How Often Start Date

Vis|Njolnwljalwliw] -~
LS A I B Il Shadl Ihadll I gl By

-—
o
.

LIST PREVIOUS SURGERIES & APPROXIMATE DATES:
Surgery Date (Mo/Yr)

El B B

LIST PREVIOUS HOSPITALIZATIONS & APPROXIMATE DATES:
Hospltalizatlon Date (Mo/Yr)

NEB




LIST ANY OTHER PREVIOUS or CURRENT MAJOR MEDICAL CONDITIONS &
ILLNESS. EX - COPD, HEP C, Crohns, Cancer, GERD, Migraines, UTI's, CF, Dlabetes, etc.

Mafor Medical Conditions & Hiness Date Diagnosed

Call BBl Bl Il B

N

10.

LIST ALL ALLERGIES TO MEDICATIONS, FOOD, CONTRAST DYE, ETC.

Agent/Substance/Materlal Known Reactlon

Lol Bl BB o B 4

SOCIAL HISTORY:

Do you use tobacco products? Yes No Former
ICYES, what kind, how much, how often? If FORMER, when did you quit?

ALCOHOL USE: Heavily Moderately Sociefly Occosionally Never
ILLEGAL DRUG USE: Never Used Past Used  Current Usc

Ifusing currently or in the past, please Indicated type used

Please indicate your current living situation: Home Owner  Renter Homeless  Other:

Do you exercise? Yes No If YES, what type and how often?

FEMALES ONLY - WRITE A BRIEF HISTORY OF OB/GYN:

Are you currently Pregnant? Yes No Are you currently Breast Feeding? Yes No



WHAT IS YOUR FAMILY HISTORY? (Piease flll out to the best of your ability. Not all apply)
Are you Adopted? Yes No If yes, please fill out the best of your ability of known blocd relatives,

Status
Family Members A Alive Yearof | Age(Yrs) | Known medica! conditlons or cause of death
D= Deceased Birth
U= Unknown
Mother A D U
Father A D U
Brother | A D U
Braother2 A D U
Brother 3 A D U
Sister ) A D U
Sister2 A D U
Sister 3 A D U
Daughter | A D U
Daughter 2 A D U
Daughter 3 A D U
Sonl A D U
Son2 A D U
Sonl A D U
Matemal Grendmother A D U
Matemal Grandfather A D U
Patemal Grandmother A D U
Paternal Grandfather A D U
Other A D U
REVIEW OF SYMPTOMS: (Circle Y for Yes or N for No for each item)
CONSTITUTIONAL Pacumonls v~ INTEGUMENTARY (SKIN)
Fotigue Y N CARDIOVASCULAR Dry Skin Y N
{1 Feellng Y N ] Chest Pain Y N | Bczema Y N
Insomnia Y N | Irregular Heanbeat Y N |lechines Y N
Night Swests Y N | Swelling In Leg or Feet Y N NEUROLOGICAL
EYES Dlzziness A 4 N | Balancing Troubls Y N
Bturred Viston Y N GASTROINTESTINAL Headache Y N
Recent Changes in Vislon Y N ] Abdominal Pein Y N | Dizziness Y N
Dry Eyes Y | N ]Blood inSteat Y N | Numbaess/Tingiing lntegs | ¥ N
EAR, NOSE, THROAT Censtipation Y N PSYCHIATRIC
Ear Pain Y N | Disnhea Y N ] Anxicty/Worry Y N
Nasa! Congestion Y N | Difficulty Swallowing Y N | Depression Y N
Hearing Loss Y N GENITOURINARY ENDOCRINE
Neek Pain Y N | Blood in Urine Y N | Chwoaic Patigue Y N
RESPIRATORY Painful Urinatlen Y N | Heat Intalerance Y N
Cough Y N MUSCULOSKELETAL Sleep Disturbance Y N
Coughing Up Blood Y N | Beck Pain Y N HEMOTOLOGICALYMPHATIC
Wheczing Y N ] Joint Pain Y N | Brulso Bagy Y N
Asthmsa Y N | Any Other Pain Y N | Fatigue Y N




- e , ) PRINT
Medicare Secondary Payer Questionnaire
(Short Form)

The Information contained In this form Is used by Medicare to determine if there Is other Insurance that should pay
claims primary to Medicare.

1.

Are you recelving benefits from any of the following programs?

Black Lung [ ves (Long form Part 1) Cno
Research Grant [] YES (Long form Part 1) Cno
Veteran Affairs [] YES (Long form Part () CIno

Was lliness/injury due to a work related accldent/condition?
Cves  [no

If YES, answer the following:

] work related accident (complete Part | of long form).

D Non-work related accident (complete Part Il of long form).
Is the patient currently employed?

D YES (answer next question) D NO

Do you have group health plan (GHP) coverage? If yes, are there under or over 20 employees?
[] OVER (Long form Part v)[ ] UNDER

Is the patient’s spouse currently employed?

]:] YES (answer next question) [:] NO

Does your spouse have group health plan (GHP) coverage? If yes, are there under or over 20 employees?
["] OVER (Long form Part V) [] UNDER

Is the patient entitled to MedIicare beneflits as a result of:
Age
End Stage Renal (Kidney) Dlsease?[:] YES (Long form part V) D NO
Disability? [ ] YES (Long form partV) []NO

Are you currently a patient in a skilled nursing facility such as a nursing home?
(Long form not required, ALERT: If yes bill SNF not Medicare)

Cdves [Ino

I confirm that the above information if correct.

Patient Name: Date:

Patlent Signature:

hllp:l!www.cms.um.-[Ruguldtinns-m‘ld-Guldmm.'/Guid.‘nuw,!M.'um.ll}(dgwnIu.nl;inm)wStOE-. pdF




Specialty Assoclates

Patient Bill of Rights

As a patlent, | have the following rights:

Not lo be discriminated egalnst based on race, natlonal orlgln, rellglon, gender, sexual orientation,
age, disabllily, marital status, or dlagnosis.

To be treated with dignity, respect, and consideratlon.

Not to be subjected to any of the following: Abuse, Neglect, Exploltation, Coerclon, Manipulation,
Sexual Abuse, Sexual Assault, Restralnt or Secluslon excapl whereas deemed to be medically
necessary or required, Retallation for submilling a complalnt to any raporting entity, or
Misappropriation of personal and private property.

To recelve treatment that supports and respects my Indlviduallty, cholces, strengths, and abiliities.
To recelve privacy In treatment and care for personal needs.

To review, upon wrillen request, my medical records.

To recelve a referral to another health care Institution If Speclalty Assoclales Is not able to provide
the services needed by me.

To participate or have my representative particlpate In the development of, or declslons concerning,
trealment.

To participate or refuse 1o particlpate In research or experimental treatment.

To recelve assistance from a famlly member, my pallent representative, or other Individual In
understanding, protecting, or exercising my rights.

To recelve, with prior notificatlon so that arrangements may be made, assistance with another
language If | do not speak English so | am aware of my patlent rights,

To recelve, with prior notification so that arrangements may be made, assistance with a physlcal or
other disabllity so | am aware of my pallent rights.

To recelve, before leaving, a summary of the visit and follow-up Instructions that Is documentad In
my medical records, unless | choose lo leave agalnst a personnel member’s advice.

To have the abllity to refuse or withdraw consent for treatment before trealment Is Initiated.

To be Informed of risks assoclated with, or alternatives to, a proposed psychotroplc medication or
surglical procedures.

As a patient, | have the responsibility to:

[ ]

Disclose accurate and complete information regarding physical, hospllallzation, medications,
allergles, medical history, and related items.

Participate in developing a Plan of Care, Advanced Diractives, assigning a Power of Attorney, and a
Living WIII.

Assist In malntaining a safe, peaceful, and efficlent healthcare environment.

Provide new or changed information regarding my health Insurance o the recepllonlst and also to
meet my agreed copay during my office visit,

Conlact the office when | am unable to keep my scheduled appointment.

Cooperate In the planned care and treatment developed for me.

Request more detalled explanatlons for any aspecl of service | do not understand.

Inform my physiclan and staff of any changes In my conditlon or any new problems or concerns.
Communlcale any temporary or permanent change In my address or telephone number which might
hinder contact by Specialty Assoclates.

Inform my physlcian when | am going to need a prescription reflil before my supply Is gone.

By signing below, | agree that | have read, understand, and agree to the above stated Informaton.

Pallent! Date




Pat_lem: y
* Initlals ¢

Specialty Assoclates

HIPAA ACKNOWLEDGEMENT, PATIENT CONSENT AND FINANCIAL POLICY

CONSENT FOR TREATMENT: | hereby consent to the performance of such dlagnostic
procedures and/or medical treatment as deemed necessary or advisable by my physician(s). |
hereby consent to the performance of all nursing and technical procedures and tests as directed
by my physiclan(s). | understand that my medical care may require the collection of samples,
Including flulds or tissues, from my body. This may Include having blood drawn or tissues
removed during tests, treatment, or surgery. Further, | understand that should any medical
personnel or other person(s) be exposed or report an exposure to my blood or body flulds, my
blood will be tested for blood borne Infections Including Hepatitls Band C as well as HIV/AIDS. |
am aware that the practice of medicine and surgery Is not an exact sclence and | acknowledge
that no guarantees have been made to me as a result of treatments or examination. I have the
right to refuse tests or treatment (as far as the law allows) and to be told what might happen If |
do. I have the right not to have any photos or videos taken of me unless | agree to this, except as
needed to treat me. | Intend that this consent Is continuing In nature even after a specific
dlagnosis has been made and treatment recommended. This consent will remaln in full force
untll revoked In writing.

NOTICE OF PRIVACY PRACTICES: Our Notlice of Privacy Practices provides Information about
how we may use and disclose protected health Information (PHI) about you, The Notice
contalns a Patlent Rights section describing your rights under the law. You have the right to
review our Notice before signing this Acknowledgement. The terms of our Notice may change;
if we change our notice, you may request a revised copy by contacting our office or you will
receive a new notice the next time you are treated at our office. The Clinlc provides this form to
comply with the Health Informatlon Portability and Accountabillity Act of 1996 (HIPAA).

The patlent understands that:

 The practice has a Notice of Privacy Practices and that the patient has the opportunity
to review this notlce.

e Protected health Informatlon may be disclosed or used for treatment, payment, or
health care operatlons.

e The practice reserves the right to change the notlce of privacy practices,

I glve permission for my Protected Health Informatlon to be disclosed for purposes of

communicating results, findings, and care declslons to the Indlviduals listed below. Please
note that this does not allow these individuals to obtaln coples of my medical records
without a complete and valld authorizatlon from me.

NAME

RELATIONSHIP CONTACT NUMBER

.

ELECTION TO ELECTRONICALLY TRANSMIT MEDICAL INFORMATION: | authorize Clinic to
provide a copy of the medical record of my treatment, and a summary of care record to my
primary care physician(s), speclalty care physiclan(s), and/or any health care provider(s) or
facility(les) to facllitate my treatment and continuity of care. | understand that Information
disclosed under this paragraph may Include, among other things, confldentlal HIV-related
Informatlon and other Informatlon relating to sexually transmitted or communicable diseases,
Information relating to drug or alcohol abuse or drug or alcohol dependence,, mental or

0872015




V.

V.

vl.

behavloral health information (excluding psychotherapy notes), genetlc testing Information,
and/or abortion-related information. The summary of care record consists of information from
my medical record, including among other things, information concerning procedures and lab
tests performed during this eplisode of care, my care plan, a list of my current and historical
problems, and my current medication list. | understand that | may, by placing my request in
writing to the Clinic, revoke this authorization at any time. Howaever, { understand that a
healthcare organlzation cannot take back Information that has already been released under this
authorization. This authorization will expire automatically one year after the date on which my
current treatment eplsode comes to an end.

PARTICIPATION IN HEALTH INFORMATION EXCHANGE(S): Federal and state laws may permit
this Clinic to participate In organizations with other healthcare providers, insurers, and/or other
health care Industry participants and thelr subcontractors In order for these Indlviduals and
entitles to share my health Information with one another to accomplish goals that may Include
but not be limited to: improving the accuracy and Increasing the avallabllity of my health
records; decreasing the time needed to access my information; aggregating and comparing my
Information for quality Improvement purposes; and such other purposes as may be permitted
by law. | hereby authorize Clinic to provide a copy of my medical record or portlons thereof to
any health information exchange or network with which Clinic participates and to any other
particlpant in such health information exchange or network for purposes of treatment,
payment, health care operatlons, and the purposes discussed above, and In accordance with the
terms of the particlpation agreement for that health Information exchange or network. A full
list of health Information exchanges and/or networks with which Clinlc participates may be
found In the Notice of Privacy Practices, which Is avallable on the Clinic website, and this list may
be updated from time to time If and when Clinlc participates with new health information
exchanges or networks. | understand that Informatlon disclosed under this paragraph may
Include, among other things, confidential HIV-related information and other Information relating
to sexually transmitted or communicable diseases, Information relating to drug or alcohol abuse
or drug or alcohol dependence, mental or behavioral health Information (excluding
psychotherapy notes), genetlc testing Information, and/or abortion-related information. |
understand that | may, by placing my request In writing to the Privacy Officer, revoke this
authorization at any time. However, | understand that a healthcare organization cannot take
back Informatlon that has already been released under this authorization. This authorization
will explre upon revocation.

EMAIL AND TEXT COMMUNICATIONS: If at any time | provide an emall or text address at which
I may be contacted, | consent to recelve calls or text messages, including but not restricted to
communications regarding bllling and payment for items and services, unless | notify the Clinlc
to the contrary in writing. In this section, calls and text messages include but are not restricted
to pre-recorded messages, artificlal volce messages, automatic telephone diafing devices or
other computer-assisted technelogy, or by electronlc mail, text messaging, or by any other form
of electronic communicaticn from Clinc, its afflliates, contractors, servicers, Clinlcal providers,
attorneys, or agents, including collection agencles. Practice may contact me via emalil and/or
text messaging to remind me of an appointment, to obtaln feedback on my experlence with the
Practice’s healthcare team, and to provide general health reminders/information.

FINANCIAL POLICY: The undersigned, In consideration of the services to be rendered to the
patlent, Is obligated to pay the medical practice In accordance with its regular rates and terms,
and if the account Is referred to an attorney or agency for collectlons, to pay reasonable
attorney’s fees and collection expenses. The undersigned hereby assigns to the medical practice
all Insurance benefits for services provided.

082015



e The Clinic will file your Insurance as a courtesy to you; however, you are responsible for the
entire bill. All co-payments, unmet deductibles, and other patient-responsible services
must be pald at the time of the visit. If your Insurance carrler applles the billed charges to
your deductible, denles the services, or conslders the services non-covered, you are
responsible for payment of the service. If you do not have Insurance, payment In full will
be expected at the time of the visit.

o Inthe event your insurance company does not pay the claim within a reasonable amount of
time (45-60 days), then you may become responsible for the blll. If payment Is not recelved
within a reasonable amount of time from the guarantor, or If we recelve returned mall as
undellverable, we will place your account with an outside collection agency.

e Ifyour Insurance plan requires a referral or prior authorizatlon, you must present this along
with your Insurance ID at each vislt. If you do not have the referral when you arrive for your
appolntment, payment for the visit becomes your responsibllity.

 Returned checks will be subject to a returned check fee. A fee may be charged for missed
appointments.

VII. PATIENT’S CERTIFICATION, AUTHORIZATION TO RELEASE INFORMATION, AND PAYMENT
REQUESTS: If | am covered by Medicare or Medicald, ! authorize the release of healthcare
information to the Soclal Securlty Administratlon or Its Intermedlarles or carrlers for payment of
a Medicare clalm or to the appropriate State agency for payment of a Medicald clalm. | certlfy
the Information glven by me In applying for payment under Title XVIll of the Soclal Securlty Act
{Medicare) Is correct. |request that payment of asslgnment benefits be made on my behalf,

| acknowledge receipt of the HIPAA Acknowledgement and Consent Form. | further acknowledge that |
have been given the opportunity to ask questions.

Printed Name of Patlent or Representative Signature of Patlent or Representative

¢
y

Date

Relationship to Patient (if other than patlent)

CLINIC STAFF USE ONLY

O Check if patient refused to take a copy of the Notice of Privacy Practices

State reason for refusal, if known:

Witness (Staff) Signature Witness (Staff} Printed Name

Date:

0872013




Specialty Associates
Advance Directives — Living Will & Power of Attorney

CTHIS IS OPTIONAL. /Advance Directives are provided as a courtesy to all patients of Speclalty
Associates. It is encouraged that you complete these forms and turn them in with your new
patient packet if you do not already have a Living Will or Power of Attorney. A copy of these
forms will be provided to you once you turn them in. If you do already have these Items, Itis
recommended by Arizona State Statute R9-10-1008 that we malntaln coples In your patient

records to protect your rights. You also have the right to choose not to participate.

LIVING WILL

I, want everyone who cares for me to know
what health care | want, when | cannot let others know what | want,

SECTION 1:

I want my doctor 1o try treatments thal may gel me back to an acceptable quallty of life. However, If my
quality of life becomes unacceptable to me and my condition will not improve (s ireversible), | direct that all
trealments that extend my life be wilhdrawn.

A qualily of life thal Is unacceptable lo me means (check all that apply):
Q' Unconsclous (chronlc coma or persistent vegelallve slate)
O Unable to communlcate my needs
O Unable to recognize famlly or frlends

O Total or near total dependence on others for care
O Other:

Check only one:

O Even if | have the quality of life described above, | still wish to be treated with food and water by
tube or intravenously (V).

O If | have the quality of life described above, | do NOT wish to be Irealed with food and water by tube
or intravenously (IV).

SECTION 2: (You may leave this seclion blank.)
Some people do not want certaln treatmenls under any circumstance, even If they might recover. Check the
irealments below that you do nof want under any clrcumstances:

O Cardlopulmonary Resuscitation (CPR)
O Ventilation (breathing machine)

O Feeding lube

a Dialysis

O other:

SECTION 3:

When | am near deatbh, it Is Impartant to me that:

(Examples of items to discuss here are hospice care, funeral arrangemants, end of life wishes.)

BE SURE TO SIGN PAGE TWO OF THIS FORM

Il you enly vzant a Health Care (Medlcal) Power of Allorney, draw a large X through this page.

Talk aboul this form wilh the person you have chosen to make daclslona for you, your doclor(s), your famlly and friends.
Glve each of them a copy of this form,

Take a copy of this with you whenever you go lo the hosplial or on a tip.
You should review this form oflen.
You can cancel or request a new copy lo changa this form al any timo.

o000 0D




HEALTH CARE (MEDICAL) POWER OF ATTORNEY
WITH MENTAL HEALTH AUTHORITY

ItIs Important to choose someone to make healthcare decislons for you when you cannot. Tell the parson
(agent) you choose what you would want, The person you choose has the right to make any decision to
ensure that your wishes are honored. If you DO NOT choose scmeone to make decisions for you, write
NONE In the llne for the agent's name.

l, , 88 princlpal, designate the following person

as my agent for &ll matters relaling to my
health (Including mental health) and Including, without Iimitation, full power to give or refuse consent to all
medical, surgical, hospital and refated health care. This power of altorney Is effective on my Inabllity to
make or communicate health care declslons. All of my agent's actions under this power during any period
when | am unable to make or communicate health care decislons or when there Is uncertainty whether | am
dead or alive have the same effect on my helrs, devisees and personal representatives as If | were glive,
compelent and acting for myself.

By Initialing here, | spacifically consent to giving my agent the power to admit me to an Inpatient
or partial psychiatric hospitatization program if ordered by my physiclan.

By Initlaling here, this Health Care Direclive Including Mental Health Care Power of Attorney may
not be revoked if | am incapacitated.

Print agent ADDRESS:

Print agent PHONE:

if my agent Is unwilling or unable to serve or continue to serve, | hereby appolnt;

as my agent.

Print alternate agent ADDRESS:

Print alternate agent PHONE:

I intend for my agent to be treated as | would regarding the use and disclosure of my Individually Identiflable
health Infermation or other medical records. This release authorlty applies to any Information governed by
the Health Insurance Portability and Accountability Act of 1886 (aka HIPAA), 42 USC 1420D and 45 CFR
160-164.

SION HERE for the Health Caro (Modloal) Power of Attomoy and/or the Heaith Care Dlrective forms
Pieasa ask one person lo wilnass your signalure who Is not relaled lo you or financlally connacted lo you or your estalo,

Princlpte Signature Date

As the witness, the above named parson s parsonally known to me, and | balleve him/Mher to ba of eound mind and to
have completed this document voluntarily. | am &t least 18 years otd, not related to himfer by blood, manizge or
adaption, and not an agent named In this document. | am not to my knowledgo a beneficlary of hisfhor will or any
cedicll, and ! havo no clalm agalnst his/hor estato. | am net directly Invaived In hiafher hoalth care.

Witness Date

This document may be notarized Instoad of witnessed.

Onthis day of . In the year of personally appeared before me the
person signing, known by me to be the person who complsted this document end ecknowledged It as his/her free act and
deed. IN WITNESS THEREOF, | have set my hand end afflxed my official gaa! In tho County of
State of . on the date wiitten atove.

Notary Pubtic




e SPECIALTY

| **XSIGN ONLY*** Zin T ASSOCTATES

HIAVASU MEDICAL GROUP

Khizer Shaikh, M.D.
Scott Coole, D.O.
Ph: 928-854-7540
Fx: 928-854-2405
Records Request Authorization
To:

I hereby authorize and request you TO release the indicated protected health information to
Specialty Associates:

CAll records in your possession to (insert ending date).
All records in your possession corresponding to the following description(s):

This information is disclosed at the patients request for the purpose of continuation of care.
This authorization shall be in force and effect until (choose one):
Revoked in writing by the patient.

The end of business day on or immediately after  / /

In understand I may revoke this authorization at any time by writing to the Provider. I
understand that the information used or disclosed pursuant to this authorization may be subject
to re-disclosure by the provider and may no longer be protected by federal or state law. 1
understand my authorization may be a condition for medical treatment and if I do not sign this
authorization, the Provider is not obligated to provide health care services to me. | understand I
have the right, subject to provisions of federal and/ or state law, to inspect or copy my protected
health information relating to the care rendered by this Provider. 1 also understand that I have
the right to refuse to sign this authorization.

Name: Date of Birth:
Address:
Signature:; Date:

Witness: Date:




NOTICE OF PRIVACY PRACTICES |

EFFECTIVE DATE - April 14, 2003

This notice describes how medical information about you may be used and disclosed and how you can
get access to this information. PLEASE REVIEW THIS INFORMATION CAREFUILY. This notice
applies to Specialty Associates and the doctors and other healthcare providers practicing at this facility.

It is our legal duty and we are required by law to protect the privacy of your information and to
notify you of certain breaches of your information. We are providing this notice so that we can explain
our privacy practices. We will follow the practices described in this notice or the current notice in
effect.  We reserve the right to change our policies and notice of privacy practices at any time. Ifwe
should make a significant change in our policies, we will change this notice and post the new notice.
You can also request a copy of our notice at any time. For more information about our privacy
practices or to place a complaint or report a concern or conflict, call the number listed below:

LaSaundra Williams
928-854-7540

Or, if you prefer to remain anonymous, you may call the toll-free number listed next and an
attendant will handle your concern anonymously. 1-877-508- LIFE (5433).

You may also send a written complaint to the United States Department of Health and Human
Services if you feel we have not properly handled your complaint. You can use the contact listed
above to provide you with the appropriate address or visit http://'www.hhs.gov/ocr/privacy/. Under no
circumstance will you be retaliated against for filing a complaint.

We may use health information about you for your treatment purposes, to obtain payment, or for
healthcare operations and other administrative purposes. For example, we may use your information
in treatment situations if we need to send your medical record information to a specialist or physician
as part of a referral for continuing care. We will send your health information and other identifying
information to Medicare, Medicaid or other health insurance plans for our billing purposes. Your
information will be used when processing your medical records for completeness and to compare
patient data as part of our efforts to continually improve our treatment methods. We may disclose
your information to our business associates we contract with to provide service on our behalf that
requires the use of our health information. We may contact you or disclose certain parts of your health
information to our associate or related foundations, for fundraising purposes. You have the right to
opt out of receiving such fundraising communications. We may share certain information with a
person(s) you identify as a family member, relative, friend, or other person that is directly involved in
your care or payment for your care, or if it becomes necessary to notify these individuals about your
location, general condition, or death. In addition we may need to disclose medical information about
you to an entity assisting in a disaster relief efforts so that your family can be notified about your
condition, status, and location.

Under certain circumstances we may be required to disclose your health information without your
specific authorization. Examples of these disclosures are: requirements by state and Federal laws to
report cases of abuse, neglect, or other reasons requiring law enforcement; for public health activities;
to health oversight agencies; for judicial and administrative proceedings; for death and funeral
arrangements; for organ donation; for special government functions including military and veteran
requests, and to prevent serious threat to health or public safety. We may also contact you after your
current visit for future appointment reminders or to provide you with information regarding treatment
alternatives or other health related services that may be of benefit to you. Most uses and disclosures
of psychotherapy notes, those for marketing purposes, and those that constitute a sale of medical
information will only be made with your written authorization. We will obtain your written
authorization for any other disclosures beyond the reasons listed above. Do remember, if you do
authorize us to release your information, you always have the right to revoke that authorization later.
We will be happy to honor that request except to the extent that we may have already acted.

As a patient, you have rights regarding how your information can be used and disclosed. These
rights include access to your health information. In most cases, you have the right to look at or receive
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a copy of your health information. This may take up to 30 days to prepare and there may be a
preparation fee associated with making any copies. You can ask for an accounting of disclosures.
This is a list of instances in which we have disclosed your information for reasons other than treatment,
payment and operations that you have not specifically authorized but that we are required to do by law
(see section on how your information may be used and disclosed). We can provide you one list per
year without charge; all additional requests in the same year will be subject to a nominal charge. If
you believe that the information we have about you is incorrect or if important information is missing,
you have the right to request that we amend or correct the existing information. There may be some
reasons that we cannot honor your request for which you submit a statement of disagreement. You
can also request that your health information be communicated to you at an alternate location or
address that is different from the one we received when you were registered. If you pay for your
service in full up front, you can ask that we not disclose information about your treatment to your
health plan. Finally, you can request in writing that we not use or disclose your information for any
reasons described in this notice except to persons involved in your care or when required by law, or in
emergency circumstances. We are not legally required to accept such a request but we will try to
honor any reasonable requests.





