NORTH TEXAS LUNG ASSOCIATES

Patient Reglstration Form (eCW)

PATIENT INFORMATION (Piease Print)
o, Emiss B Mr. s, Ms. Sk
Patient's Name (Last) {First) (M) Previous Name
Address Line 1’
Clty, Stats ) ZIp
" Home Phone Celi No. Work Phone Ext,
Prlmary Care Provider (PCP) Referring Provider '
Hendariﬁg valder‘Nan_m {this practice) E-Mall Address:
Dateof Bith ~ MM ____ /DD JYYYY Sex [IF-Femate [IM-Male  [DTransgender

Race E]Amartcan Indian/Alaska Native E[Aslan ENaﬂve Hawallan/Paclilc lslanderE:[BlacldAfﬁcan AmericalﬂNhlteE]Htspanlc lhar Ebecllned
Languags & English .Spanlsh 1 Indlan [:] Japanese LK Chinese E] Korean L1 French [] German E;I Russlan E‘ Other E]

Ethniclty EHlspanlc orLatino [ZINot Hispanle or Latino L Declined

Marital Status E Married E]Slngle ED[vorcad DWidowed ELBgaHySeparated [3ranner -

Soctal Security Number | - -

Employer Name

Employment Status 11 -Full-Time [J2- pant-ime (13- Not Employed 74 - Selt-Employed [15- Retired 16~ Activa Miltary

Student Status
Emergency Contact Last Name

F- Full-Time Student [-1P - Part-Timo Student TZIN — Not 2 Student

First Name

Phone Number

Do you have a llving will'? E)(es Elno

Emergency Contact Relationship to Patient

EI Guardlan

Address Line 1

City, State ZIP

Home Phone Work Phone

Ext.

Referring Provider Name

RESPONSIBLE PAHTY INFORMATION

{information used for patisnt balance statemants)

Responsible Party . [ another Patient [l Guarantor [lself

Check here if information Is same as patient 1 -

Responsible Party Name {Lasf) (First) (M)
Guaranter Account Number Date of Birth MM /DD YYYy

Social Securlty Number - - Telephone

E -Mall Address Sex [JF-Femate [IM-Male

Addrass Line 1

City, State : ZIP

Employer Employer Phong Numbér

PRIMARY lNSURANbE INFORMATION (provide your insurance card to the front desk at check-in)
Insurance Company/Phona Number { )}

Name of Insured___ . Patient Relationship to Insured

Subscribar ID {Policy Number) Group ID Copay-Amount

Effective Date . Termination Date, Date of Bith MM /DD NYYY

SECONDARY INSURANCE INFORMATION

(Erov[da your Insurance card to the front desk at check-In)

Insurance Company/Phone Number

{ )

Name of Insured.

Patlent Reiationship to Insured,

Subscriber 1D (Policy Number); Group ID

Copay Amount

Effective Date, Termination Dats

Date of Birlh M /oD Y

1 agree that the information supplied on this form Is accurate and up-to-date to the best of my knowledge.

Date

Patient (or Responsible Parly) Signature
CHCA, Inc. 2012 .




NORTH TEXAS LUNG ASSQCIATES
General Consent for Care and Treagment Consent

7O THE PATIENT: You have the right, as a patient, to.be informed about your condition and the
recommended surgical, medical or diagnostic procedure to-be used so that you may make the
declslon whether or not to undergo any suggesied treatment or procedure after knowing the
risks and hazards involved. At this point in your care, no spacific treatment plan has been
recommendad. This consent form is simply an effart to ebtain your permission to perform the
evaluation necessary to identify the appropriate treatment arq/ or pracedure for any ldentified
condition(s).

This consent provides us with your permission to perform reasonable and necessary medical examinations,
testing and treatment. By signing below, you are indicating that (1) you intend that this consent Is continuing
in nature even after a spedific diagnosis has been made and treatment. recommended; and (2) you consent
to treatment at this office or any other satellite office undér common ownerstip. The consent will remain
fully effective untit it is revoked in writing. You have the right at any time to discontinue services.

You have the right 1o discuss the treatment plan with your physidan about the purpose, potential risks and
benefits of any test ordered for you. If you have any concerns regarding any test or treatment recommended
. by your health care provider, we encourage you to ask questions.

| voluntarily request a physician, and/or mid level provider (Nurse Practitioner, Physician Assistant, or Clinical
Nurss Specialist), and other health care providers or the designess as-deemert necessary, 10 perform
reasonable and necessary medical examination, testing and treatment for the condition which has brought
me to seek care at this practice. | understand that if additional testing, invasive or interventional procedures
are recommended, | il be asked to read and sigh additional consent forms prior to the test(s) or
procedure(s). ) .

. | certify that | have read and fully understand the above statements and consent fully and voluntarily
to its contents. ’

Signature of Patient or Personal Representative Date

Printed Name of Patient or Personal Representative Relationship to Patient
Printed Name of Witness Employee dob Title

Signature of Witness ] . “Date




1

3

PATIENT NAME ' DATE OF BIRTH__

PATIENT CONSENT FOR FINANCIAL COMMUNICATIONS

(Patlent or Guardian Initials)

Financial Agreement.
> 1 acknowledge, that as a courtesy, NORTH TEXAS LUNG ASSOCIATES may bill my insurance

company for services provided to me.

> lagree to pay for services that are not covered or coverad charges not pald n full Im:ludlng, but not limited
to any co-payment, co-insurance and/or daductible, or charges not covered by Insurance. .

> |understand that there Is a fee for returned checks.

{Patient or Guardian Inktials)
Third Party Collection. | acknowledge that NORTH TEXAS LUNG ASSQCIATES hay utilize the services of a

third party business assoclate or affiliated entity as an extended business office (“EBO Servicer”) for medical account
billing and servicing.

{Patient or Guardian Initlals)

Assignment of Bensfits. | hereby assign to NORTH TEXAS LUNG ASSQCIATES  any insurance or other third-
party benefits avallable for health care services provided to me. | understand NORTH TEXAS LUNG ASSOCIATES

as the right to refuse or accept assignment of such benefits. If these benents are not assigned to NORTH
TEXAS LUNG ASSOCIATES + 1 agree to forward all health insurance or third- party payments that [ recelve for
services rengerad to me immealatelv upon receipt. -

{Patient or Guardian Initials)

Medicare Patient Certification and Assizgnment of Benefit. | certify that any Information | provide, if any, In applying

for payment under Title XVIil {“Medicare”) or Title XIX {“Medlcald”) of the Social Security Act Is correct. ! request

payment of authorized benefits to be made an my behalf to NORTH TEXAS LUNG ASSOCIATES by the
Medicare or Medicald program.

(Patient or Guardian Initials)

Consent to Telephone Calls for Fingncial Communications, | agree that, In order for NORTH TEXAS

LUNG ASSOGIATES or Extended Buslness Office (EBO) Sarvicers and collection agents, to service my account or to collect

6.

any amounts | may owe, | expressly agree and consent that NORTH TEXAS.LUNG ASSOCIATES or EBO
Servicer and collection agents may contact me by telephone at any telephone number, without hmutation of
wireless, 1 have provided or NORTH TEXAS LUNG ASSOCIATES or EBO Servicer and collaction agents have
obtained or, at any phone Nuiwer wrwatueu o wansiesreu mo wiae number, regarding the services rendered, or
my related financlal obligations, Methods of contact may inclide using pre-recorded/artificial volce messages and/or
use of an automatic dialing device, as applicable.

(Patient or Guardian Initials)

A phototopy of this consent shall be considered as valid as the original.

Patlent/Patient Representative Signature:

X' Date

If you are not the Patient, please Identify your Relatlonship to the Patlent.

(Circle or mark relationship(s} from st below):

[[JSpouse [CJGuarantor
[1Parent [Healthcare Power of Attorney

[3Legal Guardian [Llother {please spacify)




AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

Daveloped for Texas Health & Safety Gode § 181.154(d)
effective June 2013

Please read this entire form before signing and complete all the NAME OF PATIENT OR INDIVIDUAL

sections that apply to your decisions relating to ihe disclosure

of protectsd health Information.” Covered entities as that term is g

defined by HIPAA and Texas Health & Safety Code § 181.001 must Last First Middle
abtain a signed authorization from the Individual or the Individual's

legally authorized representativa to electronically disclose that indl- OTHER NAME(S) USED -
vidual's protected health information. Authorization [s not required for  DATE OF BIRTH Month Day Year
disclosures related to treatment, payment, health care operations, ADDRESS
performing cerain insurance functions, or as may be otherwise au-
thorized by law. Covered entities may use this form or any other :

- torm that complies with HIPAA, the Texes Medical Privacy Act, and  QiTY STATE ZIp
other applicable laws. Individuals cannot be denled treatment based

on a fellure to sign this authorization form, and a refusal to slgn this PHONE ( ) ALT. PHONE( )
form will ot affect the paymant, enroliment, o eligibility for benefits.  EMAIL ADDRESS (Cptional):

1 AUTHORIZE THE FOLLOWING TO DISCLOSE THE INDIVIDUAL'S PROTECTED HEALTH REASON FOR DISCLOSURE
INFORMATION: ) {Choese only one option balow)

Person/Qrganization Name Trestmant/Conlinuing Madical Care
Address - Pergonal Use :

Clty State . Zlp Code Bllling or Cialms

Phone ( ) Fax { } Insurance

WHO CAN RECEIVE AND USE THE HEALTH INFORMATION?
Person/Organizeilon Name _-

Legal Purpoges
Disahility Determination

oooaooooon

Addrass School
City : ‘ , State __ Zip Code ___ Employment
Phone { ) Fax ( ) Qther

WHAT INFORMATION CAN BE DISCLOSED? Complete the following by Indloating those items that you want disclosed. The signature of a minor
patient Is required for the releasa of some of these itams, If all health Informatien s to bs relsased, then check anly the first box. :

3 All health information | B History/Physical Exam O Past/Prasent Medications 8 Lab Resulls
[0 Physlclan's Ordsrs O Patlent Allergiss O Opsration Reports . 8 Consultatlon Reports
0 Progress Notes 0O Dischargs Summary O Disgnostic Test Raporis O EKGACardlclogy Reparts
0 Pathology Reports O Blfing Information [ Radiology Reports & images 0 Cther,
Your Initials are raquired to release the following Information:
Mantal Health Records (excluding peychotherapy notes) ___Gonptle Information {including Qenetic Test Results) -
Drug, Aleohel, or Substance Abuse Records HIV/AIDS Test Results/Treatmant

EFFECTIVE TIME PERIOD. This authorization is valid until the earller of the occurrence of the death of the Individual; the individual reach-
ing the 2ge of majority; or parmission Is withdrawn; or the following specific date (optional): Month Day ___ Year

RIGHT TO REVOKE: | understand that I can withdraw my permission at any time by giving written notice stating my Intent to revoke thls au-
thorization to the parson or organization named under *WHO GAN REGEIVE AND USE THE HEALTH INFORMATION." | understand that
prior actions taken in reliance on this authgrization by entities that had permission to access my health information will not be affected.

SIGNATURE AUTHORIZATION: | have read this form and agree lo the uses and disclosures of the information as described. | un-
darstand that refusing to sign this form does not stop disclosure of health information that has occumed prior to revocation or that
Is otherwise permitted by law without my specific authorization or permission, Inciuding disclosures -to covered enlities as provid-
ed by Texas Health & Safety Code § 181.154(c) andior 45 C.FR. § 184.502(a){1). | understand that information discloged pursu-
ant to this authorization may ba subject to' re~disclosure by tha. reciplent and may no longer be protected by lederal or state privacy laws,

SIGNATURE X, :

Slgnature of Indlvidual or ndividual’s Legally Authortzed Representative DATE
Printed Name of Legally Authorized Represantativa (if applicabla):
If representative, specify relationship to the individual: ‘0 Parent of minor O Guardian O Other

Aminor individual's signature s required for tha releass of caﬁa!n types of Information, including for example, the relaase of Information related-to cer-
taln types of reproductive care, sexually transmitted diseases, end drug, alcohol or substance abiige, and mental health treatment (See, e.g., Tex. Fam.
Code § 32.003). .

SIGNATURE X

Slanatira nf Minae Individaal DATE




IMPORTANT INFORMATION ABOUT THE AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

Developed for Texas Health & Safety Code § 181.154(d)
effsctive June 2013

The Attorney General of Texas has adopted a standard Authorization to Disclose Pratected Healih Information in accordance with
Texas Health & Safety Code § 181.154(d). This form s intended for use in complying with the requirements of the Health Insur-
ance Portability and Accountabllity Act and Pylvacy Standards {HIPAA) and the Texas Medical Privacy Act (Texas Health & Safety
Code, Chapter 181). Covered Entities may use this form or any other form that coniplies with HIPAA, the Texas Medical
Privacy Act, and other appllcable laws.

Covered entities, as that term is defined by HIPAA and Texas Health & Safety Code § 181.001, must abtain a signed autherization
from the Individual or the individual's legally authorized representative to electronleally disclose that individual's protected health
information. Autharization is not required for disclosures related to-treatment, payment, health.care oparations, performing certain
insurance functions, or as may be otherwise authorized by law. {Tex. Heaith & Safsty Code §§ 181,154(b),(c). § 241.153; 45 |
C.FR. §§ 164.502(a)(1); 184.508, and 164.508),

The authorization provided by use of the form maeane that the organization, entity or parson authorized-can discicse, commu-
nicate, or send the named Indlvidual's protected health infarmation 1o the arganization, antity or person identified on the form,
including through the use of any elestronle means, )

Deflnitions - In the form, the terms “treatment,” *healthcare operations,” "psychotherapy notes,” and “protected health Informa-
tion” are as defined in HIPAA (45 CFR 184.501). “Legally autharized reprasentative” as used In the form includes any person
authorized to act on behalf of another individual, (Tex. Oce. Code § 151.002(8); Tex. Health & Safety Code §§ 166.184, 241.151;
and Tex. Probate Code § 3(za)).

Health Informstion to be Releassd - If “All Health Information”.Is sslscted for release, health information Ingludes, but Is not lim-
ited to, all records and other Infarmation regarding health history, irsatment, hospltelization, tests, and outpatient care, and aiso
educational records that may contain health information, As Indlcated on the farm, speclfic guthorization is required for the release
of infarmatlon about certain sensitive conditions, Including:

* Mental health records (excluding “psychotherapy notes” as defined in HIPAA at 45 CFR 184.501).

* Drug, alcohol, or substance abuse records.

* Records or tests relating to HIV/AIDS.

+ Genetie (Inherited) diseases or tasts (exoept as may be prohibited by 48 C.E.R. § 184.502),

e T Lo T

Note en Release of Health Regords - This form ig not requlred for the permisalble disclesure ef an individual's protegied health
Infermatin to the individual or the individual’s legally authorized representative. (45 C.P.R. §§ 184.302(a)(1)(1), 164.524; Tox.
Health & Safety Code § 181.102). If requesting a copy of the Individual's health records with this form, state and federal law
al{ows sUch access, unless sugh access Is determined by the physiclan or mantal health providerto be harmtul to the individu-
al's physical, mental or emotlonal health. (Tsx. Health & Safaty Code §§ 181.102, 811.0045(b); Tex. Occ, Code § 155.008(a); 45
C.F.R. § 164.502(a)(1)). It 2 healthcare provider is Specitied In the *“Who Gan Recslve and Use The Health Information® section of
this form, then permisaion to racelve proteeted heaith Informatien aleo Includes physiclans, other heaith care previders (suoh as
nurses and medical siaff) who are Involved In the indlvidual' medical care at that entity's facllity or that person's offies, and health
care providers who are covering or on cali for the specified person or organization, and staff members or agents (such as busi-
ness assaclates or qualllied services organlzations) wio carry out activities and purposes permitted by law for that specified cov-
ered entity or persan. If g covered e_n;ity other than a healthcare provider Is specified, then permission to recelve protected health
Information also Includss that organization's staff or agents and subeontractors who carry out activities and purposes permitted by
this form for that organization. individuals may be entitied to restrict cartain disclosures of protected health Information related to
sarvices pald for in full by the Individual (45 C.F.R. § 184.522(a){1){vi)).

e -

Authorlzations for Sale or Markeling Purposes - If this authorizatlon Is being made for sale er marketing purposes and the cov-
ered entity will receive direct or Indirgot remyneratian frem ahird party In conneation with the-use er disclosurs of the Individual's
information for marketing, the autherization must clearly indicate to the individual that sueh remuneration is Invelved. {Tex. Health &
Safety Cods §181.152, .159; 45 C.FR. § 184.508(a)(3), (4)). '

Limitations of this form - This autharization ferm shall nat he ussd for the disglosure of Charges - Some covered entitles may
any heaith Information as it relatgs to: (1) health bensfits plan enroliment andfer related cherge a retrigvaliprodessing fee and
enroliment detsrminations (45 C.F.R, § 164.308(b){4)(ll), 808{c)(2){ll); (2) psyehotherapy for coples of medieal records,

notes (45 C.F.R. § 164.508(b)(3)(i); or for research purposes (46 C.FR. § 164.508(b)(8)(1)). (Tex. Health & Satety Cods § 241.1 84),
Use of this form does not exempt any entity from gompliancs with applicable federal .

or state laws or regulations regarding access, use or digelasure of health jnforma- Right to Reosive Copy - The

tlon or other sensitive personal information (8.@., 42 CFR Part 2, reatrioting use of Indlvidual andfortha individuel's legally
information pertaining to drug/aleaho! abuse and trediment), and does not entitie authorized representative-has a Hght to
an ?nt!ty OI; Its emplo}.reea. Egapta or assigns te any Hmitation of llabllity for agts or  recelve a copv of this authorizatinn.




