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Welcome to Abilene Dermatology and Skin Surgery Center, PC.  Our goal is to provide you with the highest quality of treatment and service.
We appreciate you taking the time to complete these New Patient Forms thoroughly to help us maintain accurate contact and medical records.  This information is critical to us in assisting you with the care, treatment and management of your dermatological needs.

There are several pages for you to fill out:

The first is a PATIENT INFORMATION FORM requesting patient and insurance information.  Your signature and date are required.

Next is a MEDICAL HEALTH QUESTIONNAIRE.  We must know the details of your current and prior medical condition in order to provide you with quality health care.  This form is required to be updated on an annual basis.  Your signature and date are required.

Next is a page outlining your FINANCIAL RESPONSIBILITIES and your rights concerning privacy of your PROTECTED HEALTH INFORMATION.  Please read these policies and sign and date in both places.

Another page authorizes persons selected by you to receive information regarding your financial account, appointments, pathology results, treatment and/or other information pertinent to your healthcare.  The names of any individuals you wish this information released to, signature and date are required.

If you are on Medicare and/or have a Medigap policy there is an additional page of statements that you must read and sign.

If the patient is a minor there is an additional page for parents/guardians to give permission for Abilene Dermatology and Skin Surgery Center to treat the minor child if they arrive to the office unaccompanied.

If you printed these forms from our website, you may fax them to us at (325) 672-6570 prior to your appointment, or bring the completed original forms with you to your appointment along with the other items requested below.  
If you need assistance completing these forms, our receptionist will be happy to help when you arrive for your appointment.
REMINDERS OF REQUIRED ITEMS
FOR YOUR VISIT
· Insurance Cards If you have health insurance, we cannot see you without making a copy of your insurance card.

· Written Referral from your Primary Care Physician if required by your insurance plan.

· Co-pay or Deductible is collected at the time of visit.

· Cosmetic procedure fees are due at time of visit

· Completed Patient Registration Package

· Driver’s License or State Issued Photo ID
· Please bring your current medications you are taking
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NEW PATIENT PORTAL
In order to maintain our status as providers for Medicare, we have been mandated to implement electronic medical records as well as a patient portal.  Information that can be completed in the portal before the time of your appointment will help to expedite your time in our office. This may become a requirement to be seen in our office.  

In order to utilize the portal, you will enter abilenederm.ema.md into the Mozilla Firefox browser and hit enter.  DO NOT type www or https in front of this address.  If you do not currently have Mozilla on your computer, you can download it by going to google.com and searching Mozilla Firefox and download it for free.  DO NOT use any other browser.

Your login information is as follows:

Username: ______________________________

Password:  the first initial of your first name capitalized, then your last name lower case, then the four numbers of the year you were born.

For example: Mmouse1928

This will bring you to a page where you are able to view and edit or add information prior to your appointment.  You will see a list of tabs on the left side of the page.

· Contact Information and Insurance:  Please review and verify all information.  It is important that your race and ethnicity are entered for insurance purposes.  

· Pharmacy: Allows you to enter your pharmacy information so that we can send your prescriptions electronically.

· Past Medical History: allows you to enter your medical and surgical history.

· Skin Disease History: allows you to enter any previous skin problems

· Medications: allows you to enter all of your current medications including most over-the counter medications

· Allergies:  allows you to enter any known drug allergies

· Social History:  allows you to document drug, alcohol and smoking history.  Please note that the smoking status must be completed.

· Problem List: allows you to view any condition that your provider has diagnosed you as having and the date you were given that diagnosis.

· Tests and Results: allows you to view any test or lab that was performed or ordered for you.  You can also see the results of those tests or labs if they have come back.
REMINDERS OF REQUIRED ITEMS

FOR YOUR VISIT
· Insurance Cards If you have health insurance, we cannot see you without making a copy of your insurance card.
· A valid picture ID
· A method to pay (cash, check or credit card) your portion due (co-pay, deductible and coinsurance)
· Written Referral from your Primary Care Physician if required by your insurance plan.

· Cosmetic procedure fees are due at time of visit

· Completed Patient Information, HIPAA Privacy Practices and a signed copy of the Office Policies and Procedures
· If you did not complete the Medications tab in the portal please bring your current medications you are taking
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[image: image1.emf]PATIENT NAME (FIRST, MIDDLE, LAST)  

ADDRESS HOME PHONE NUMBER

WORK PHONE NUMBER

CITY STATE ZIP CODE CELL PHONE NUMBER

  PREFERRED LANGUAGE EMAIL (Optional)

EMERGENCY CONTACT NAME (LAST, FIRST, MIDDLE) RELATIONSHIP TO PATIENT

ADDRESS TELEPHONE NUMBER

PARENT/LEGAL GUARDIAN (FIRST, MIDDLE, LAST)  

ADDRESS HOME PHONE NUMBER

WORK PHONE NUMBER

CITY STATE ZIP CODE CELL PHONE NUMBER

  PREFERRED LANGUAGE EMAIL (Optional)

POLICY HOLDER'S NAME RELATIONSHIP TO PATIENT

POLICY HOLDER'S ADDRESS CITY STATE ZIP

I authorize the release of any medical information for the purpose of processing insurance claims on my behalf.  I understand it is my

responsibility to provide current up-to-date insurance information prior to treatment.  I also acknowledge that the filing of any insurance 

claim(s) is NOT A GUARANTEE OF PAYMENT, and that I AM FINANCIALLY RESPONSIBLE FOR PAYMENT if such claim(s)

are unpaid or denied by the insurance company.  I authorize payment of medical benefits directly to Abilene Dermatology and Skin 

Surgery Center, PC for services(s) provided to me.  I understand I am ultimately responsible for payment of services rendered.  I am at

least 18 years of age, or if not, I am accompanied by a legal guardian.  Delinquent accounts are subject to a collection fees, and

reasonable attorney's fees.

medical treatment.

     I authorize Abilene Dermatology and Skin Surgery Center, PC to fax my records to any physician or pharmacy for the purpose of

coordinating or managing my healthcare.  I understand that photography may be necessary for planning and evaluating treatment,

and hereby authorize the taking of photographs at the direction of the physician and/or delegate, solely for documentation purposes

and recognize they will be kept confidential unless otherwise disclosed.

SIGNATURE OF PATIENT OR GUARDIAN

PATIENT INFORMATION

PREFERRED NUMBER TO BE REACHED:

□ HOME  □ WORK  □ CELL

NICKNAME

PARENT/LEGAL GUARDIAN (if patient is under 18)

SOCIAL SECURITY NUMBER DATE OF BIRTH - MM/DD/YYYY DRIVERS LICENSE # / STATE

SOCIAL SECURITY NUMBER DATE OF BIRTH - MM/DD/YYYY DRIVERS LICENSE # / STATE

EMERGENCY CONTACT INFORMATION

SEX:

□ MALE  □ FEMALE

MARITAL STATUS

S     M     W     D

SEX:

□ MALE  □ FEMALE

MARITAL STATUS

S     M     W     D

     If patient is a minor, I hereby cosent that the Parent / Legal Guardian who brings in the minor child will be responsible for all copays

and deductibles.  I hereby affirm that I am the legal parent or guardian of patient and have authority to make decisions regarding 

INSURANCE INFORMATION (PLEASE PROVIDE YOUR INSURANCE CARD TO THE RECEPTIONIST)

POLICY HOLDER'S SOCIAL SECURITY POLICY HOLDER'S D.O.B.

CONSENT FOR EXAMINATION, TREATMENT AND FINANCIAL RESPONSIBILITY AGREEMENT

     I hereby consent to and authorize the providers and employees to provide medical care to the patient identified above.  If appropriate,

TODAY'S DATE

PREFERRED NUMBER TO BE REACHED:

□ HOME  □ WORK  □ CELL

NICKNAME
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OFFICE POLICIES AND PATIENT RESPONSIBILITIES

Updated: July 2015

Thank you for choosing Abilene Dermatology for your skin care needs.  It is our goal to provide you with a positive experience.  Over the past few years, the practice of medicine has become more complicated for physicians and patients alike.

Because of the growing complexity of the insurance business, we feel that we can no longer assume that patients fully understand the relationship between the insurance company, the physician, and themselves.  In an effort to clarify this relationship, we have established a set of guidelines regarding financial responsibility and office policies.

We will file your insurance for you if we are in your network

· When making an appointment with one of our providers, it is your responsibility to confirm with your insurance company that the physician/provider is currently under contract with your plan.  If your insurance is a plan for which we are not a contracted provider, we are more than willing to provide care but the total cost of your visit will be your responsibility at the time of service.

· It is your responsibility to understand your insurance plan coverage.  If you do not understand your policy, you may wish to contact the number on the back of your insurance card to review and verify your benefits.  Not all services are a covered benefit in all contracts.  Some insurance companies select certain services or diagnosis codes that they will not cover.  Our office never guarantees that your insurance will pay for all services.  We will make every attempt to file your claim as straightforward and simple as possible.  However, if for any reason your claim is denied, you are responsible for the amount due on your account.

Referrals

· With some insurance plans, you may be required to see a Primary Care Physician (PCP) in order to see a dermatologist or other specialist.  If your plan requires authorization by a PCP, you must obtain a referral prior to scheduling your visit.  If your plan requires a referral and you or your PCP does not provide one by your scheduled appointment time, please be prepared to pay for your visit in full or reschedule.   

Copayments, Deductibles and Coinsurance

· A copayment is a set dollar amount you owe for each office visit.  All claims are subject to a deductible if a procedure is performed (i.e., biopsy, cryosurgery, MOHS, excisions, etc.).  A deductible is the amount you are obligated to pay before your insurance company starts paying for your healthcare costs.  Some insurance plans may also have a coinsurance, in which you may be responsible for a percentage of healthcare costs in addition to your copayment or deductible.  It is your responsibility to understand your plan and any associated deductible or coinsurance.  Payment will be due at time of service if your deductible has not been met or if your plan requires a coinsurance payment.  You may be billed for these amounts should your insurance company notify us that additional payment is due from you.
A valid Picture ID and your Insurance Card are required at the time of your office visit  

· Without a valid insurance card, we are unable to file a claim to your insurance company and you will be responsible for the day’s charges at the time of service.
· It is your responsibility to notify the staff of any changes in your address, phone number and/or insurance plan, and provide a current up-to-date insurance card at each visit.  Failure to do so may cause your insurance claim to be rejected, thus making it your responsibility to pay for the total cost of the visit.
Patients Undergoing Skin Cancer Treatment:
· I understand that if I have a skin cancer and that it is my responsibility to seek follow-up care by Abilene Dermatology and Skin Surgery Center, PC personnel or other dermatology professionals.  Failure seek follow-up care is my responsibility and I do not hold Abilene Dermatology and Skin Surgery Center, PC personnel professionally or personally responsible for skin cancer follow-up.
Not Medically Necessary or Cosmetic Procedures

· Your insurance company may deem certain procedures as not medically necessary, or cosmetic.  If you and your doctor/provider decide to continue with a procedure that falls into this category, we require payment in full at the time of service.  The following are some examples:

· Removal of benign lesions (i.e., skin tags, angiomas, sun spots or liver spots, cysts, milia, sebaceous hyperplasia, or seborrheic keratoses, etc.)

· Botox, fillers such as Restylane and Perlane, scar revisions, cosmetic consults, or cosmetic procedures such as chemical peels, microdermabrasions, and laser hair removal, etc.

· The cost of any procedure will be a separate fee from an office visit or consultation fee.

Prescription Refill Policy

· Abilene Dermatology requires that you be seen at least once a year in order to maintain any prescription given by our providers.  These prescriptions have been written to allow the maximum number of refills the providers feel comfortable giving without having to assess your condition or review or test for side effects.  Please keep your follow-up appointments and plan ahead to avoid being without your medication.  We do not give prescription extensions if you fail to keep recommended visits.  

Laboratory and Pathology Fees

· At times, it may be necessary to obtain a tissue sample (biopsy) or perform lab tests to confirm a diagnosis or determine a course of treatment.  If a biopsy or other lab work is done, you will receive a separate bill from the pathologist or laboratory for these tests.  If your insurance plan has a preferred provider for blood work or pathology, please notify our office staff prior to any procedure for special handling.  Although the lab will file with your insurance, you are responsible for any bill you may receive from the laboratory or pathologist.  Please discuss any billing errors or discrepancies with those institutions.

Medical Record Copies

· There is a $25 flat fee for medical record copies up to 100 pages.  There is an additional $25 fee for each additional 100-page increment (any number of pages up to 100).  This fee covers the cost of our staff and supplies required to make copies.

Check-In

· Your time is important to us.  The first step in keeping your appointment on time is being prepared.  This includes filling out all required paperwork prior to your first appointment.  It is extremely important that you provide each piece of information that is requested on both the Patient Information and Medical History Questionnaire.  This will avoid delays in creating your chart and account at your visit.  Please arrive at least 15 minutes prior to your scheduled time so that all paperwork may be completed BEFORE you are scheduled to see the provider.      

Missed Appointments, Late Cancellations, Late Arrivals and Non-Compliance

· Please keep in mind that appointments are time-slots reserved specifically for you.  We require a 24-hour advance notice if you are unable to keep your scheduled appointment.  For your convenience, we offer appointment reminder calls 48 hours prior to your appointment that will allow you to cancel at that time.  However, it is ultimately your responsibility to keep track of your appointments whether you receive a reminder call or not.

· If you miss an appointment without a 24-hour notice or cancel the same day as your appointment a $25.00 cancellation fee may be assessed to your account.  Surgery/cosmetic patients who fail to contact us for cancellation or whom no-show may have a $50.00 fee assessed to your account.  This fee is not billable to your insurance.

· We do our best to keep to the schedule.  When a patient arrives late, it is impossible to stay on schedule.  If you arrive more than 15 minutes past your scheduled appointment time, you may be rescheduled so that other patients are not inconvenienced.

· At times, a surgery may take longer than anticipated or a patient has been worked in for an emergency that may cause our providers to run late.  You won’t be rushed when you see the doctor and your patience is appreciated if we are running behind.

· Patients with multiple cancellations or missed appointments may be discharged from our practice.

· Please note that noncompliance with treatment plans (including medications and/or lab work) and abusive/inappropriate behavior towards staff and/or patients will result in immediate dismissal of your care from our practice.

Forms of Payment  

· We accept payment in the form of cash, check, MasterCard, Visa, Discover and American Express.  

· Instacheck processes any checks returned to us due to insufficient funds.  In addition to charges assessed by Instacheck, we will assess a $30 fee for all returned checks.

Collection Fees

· We will send you three statements regarding your balance.  The second statement is considered past due.  If you should receive a third statement noted “Final”, the account balance will be turned over to a collection agency.  If your account is turned over to a collection agency, you will be discharged from the practice.  

Minors

· The parent(s) or guardian(s) of minor patients MUST accompany the child for the initial evaluation and sign an informed consent to treat the child.  Future visits will be covered under this consent.  It is the responsibility of the parent or guardian to provide current insurance information and payment in full for services provided, should the child be unaccompanied at future visits.  In cases of divorce or separation, the parent authorizing treatment for a child will be the parent responsible for those charges.  If the divorce decree requires the other parent to pay all or part of the costs, it is the authorizing parent’s responsibility to collect from the other parent.

Policy On Electronic Devices
· In observance of the confidentiality rights of other patients and out of respect for the privacy of our employees and physicians, please either turn off your cell phone or place it on silent.  Video or audio recordings in this office are strictly prohibited.  You are welcome to take notes during your visit, and please remember that all medically necessary information is documented in detail in your medical record.  

I have read, understand and agree to the above office and financial policies of Abilene Dermatology and Skin Surgery Center, PC.  I hereby attest that I have given and agree to provide current demographic and insurance information and authorize release of information necessary for insurance filing by signing this statement.  My signature below states my agreement and understanding of the Abilene Dermatology office and financial policies and also serves as a request and consent for treatment.  I authorize and assign all benefit payments to be made directly to Abilene Dermatology and Skin Surgery Center, P.C.

Signature of Patient/Legal Representative: ________________________________________
Date: ____/____/____

Name of Patient/Legal Representative: _________________________________________________________________
Name: ___________________________________________
Date of Birth: ______/______/______

HISTORY AND INTAKE FORM

Past Medical History:  (please mark all that apply):

	⁭
	Anxiety
	⁭
	Hypertension

	⁭
	Arthritis
	⁭
	Hypercholesterolemia

	⁭
	Asthma
	⁭
	Hyperthyroidism

	⁭
	Atrial fibrillation
	⁭
	Hypothyroidism

	⁭
	BPH (Benign Prostatic Hyperplasia)
	⁭
	Leukemia

	⁭
	Bone Marrow Transplant
	⁭
	Lung Cancer

	⁭
	Breast Cancer
	⁭
	Lymphoma

	⁭
	Colon Cancer
	⁭
	Pacemaker/Defibrillator

	⁭
	COPD (Emphysema)
	⁭
	Prostate Cancer

	⁭
	Coronary Artery Disease
	⁭
	Radiation Treatment

	⁭
	Depression
	⁭
	Seizures

	⁭
	Diabetes
	⁭
	Stroke

	⁭
	End Stage Renal Disease
	⁭
	Valve Replacement

	⁭
	GERD (Acid Reflux)
	⁭
	None

	⁭
	Hearing Loss
	⁭
	Artificial Joints     If so, year __________

	⁭
	HIV/AIDS
	⁭
	Hepatitis C


Other ________________________________________________________________________________
Past Surgical History: (please list all prior surgeries)  
Skin Disease History: (please mark all that apply):

	□
	Acne
	□
	Melanoma

	□
	Actinic Keratoses
	□
	Precancerous (Dysplastic) Moles

	□
	Basal Cell Carcinoma
	□
	Psoriasis

	□
	Eczema
	□
	Squamous Cell Carcinoma

	□
	None
	
	


Other ________________________________________________________________________________
Do you have a family history of Melanoma?     □  Yes          ⁭□  No

If yes, which relative(s)? ________________________________________________________________
Any other family history: ________________________________________________________________
If you checked yes, it is recommended and you will be asked to have a total body skin examination which is a fully disrobed exam.

THIS FORM IS CONTINUED ON BACK
HISTORY AND INTAKE FORM
Page 2
Current Medications: (prescribed, supplements/herbs, non-prescribed)
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Allergies: (medications, latex, food)

Hospice: 
Are you currently in Hospice?     □  Yes          ⁭□  No

If yes, what is your Hospice diagnosis? _______________________________________________
Social History: (please mark all that apply)

	
	Cigarette Smoking:
	
	Alcohol Use:
	
	Language:

	□
	Never Smoked
	□
	None
	□
	English

	□
	Quit: Former smoker
	□
	Less than 1 drink per day 
	□
	Spanish

	□
	Smokes less than daily
	□
	1-2 drinks per day
	□
	Other: ______________

	□
	Smokes daily – cigarettes
	□
	3-4 drinks per day
	
	

	□
	Uses tobacco daily


	□
	5 or more drinks per day
	
	

	
	Race:
	___
	How many times in past
	
	Ethnicity:

	□
	White
	
	year have you had 5 (for
	□
	Hispanic/Latino

	□
	Black/African American
	
	men) or 4 (for women
	□
	Non-Hispanic/Latino

	□
	Asian
	
	or adults older than 65
	
	

	□
	American Indian or Native Alaskan
	
	years) drinks per day
	
	

	□
	Native Hawaiian/Pacific Islander
	
	
	
	


Pharmacy:

Name: _______________________________________________________________________________
Street Location: _______________________________________________________________________
Occupation:  _________________________________________________________________________

Patient Name: ___________________________________
Date of Birth _____/_____/_____

ADDITIONAL HISTORY AND INTAKE QUESTIONS

AS REQUIRED BY MEDICARE AND

NEW HEALTHCARE REGULATIONS

Who is your primary care provider ______________________________?

Who is your referring provider if not your primary care provider ______________________________?

Influenza Vaccine: (for patients 6 months AND older)
Please check the one that best fits:

□
Received a flu vaccine this flu season.

□
Did not receive a flu vaccine this flu season because of medical reasons.

□
Did not receive a flu vaccine this flu season because I did not want one.

□
Did not receive a flu vaccine this flu season.

Other Vaccines: (For patients who are EXACTLY 13 years old).  If you are NOT currently 13 years old, please skip these questions. Please check all that apply.
□
Received 1 dose of meningococcal vaccine on or between my 11th-13th birthdays.

□
Received 1 tetanus, diphtheria and pertussis vaccine (TDAP) on or between my 10th and 13th birthdays.

□
Received at least 3 HPV vaccines on or between my 9th and 13th birthdays.

Pneumococcal Vaccine: (for patients 65 AND older)  Please check the one that best fits:

□
Received a pneumococcal vaccine. (Pneumonia)

□
Did not receive a pneumococcal vaccine.

Advanced Directives: (for patients 65 AND older)
Advanced Directives are designed to respect your wishes and determine what future life-sustaining medical treatment you would like, if you are unable to indicate those wishes on your own.  Key interventions and treatment decisions are: Resuscitation procedures such as cardiopulmonary resuscitation (CPR), and mechanical respiration (breathing tube).

Which statements best reflect your wishes on advanced care recommendations?

□
I want full cardiopulmonary resuscitation efforts to be made. (Full Codes).

□
I do not wish to have a breathing tube, even if it is necessary to save my life. (Do Not Intubate)

□
If my heart were to stop, I do not wish to have chest compressions or an automated external defibrillator to restart my heart even if necessary to save my life. (Do Not Resuscitate)

□
I have a living will.  (A living will is a document that you have in place that specifies the type of care that you would like to receive in the event that you are incapacitated or names another person to make those decisions for you.)

□
I have a health care proxy who name is ______________________________ and whose contact information is ______________________________.

___________________________________
_____/_____/_____

Patient/Patient Representative Signature
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TREATMENT TO MINORS
Patient Name: ___________________________________
Date of Birth ____/____/____

Abilene Dermatology requires that a minor patient, under the age of 18 years, must be seen and accompanied by a parent or adult guardian at the first visit.  After the initial visit, if the parent or guardian would like the minor to be seen unaccompanied, we must have an authorization signature from a parent/guardian on file.  I understand payment will be due at the time services are rendered.

I, ____________________ (parent/guardian) authorize Abilene Dermatology and/or its staff to medically treat my child ____________________ without my presence in the office.  This treatment may include minor procedures such as freezing/cryotherapy, cautery (burning), biopsies, injections, and prescriptions for oral and/or topical medications.  This consent will continue to be valid until revoked in writing.

I also hereby give my permission to (Name) ____________________ (Relationship) ____________________ to act on my behalf regarding the medical care of my minor child.

I understand that these consents will continue to be valid until revoked in writing.
_____________________________________________
____________________________

Signature of Parent or Guardian
Date

AUTHORIZATION TO CHARGE SERVICES TO MAJOR CREDIT CARD

This agreement is required if you wish your unaccompanied child to be seen.

My minor child will be coming to the office for regular treatment of his/her dermatological condition unaccompanied, I authorize the above physician to charge to my major credit cad (listed below) under the following circumstances:

Initials

__________
I understand that I am responsible for payment of my account at the time of service for deductibles, non-covered services, medically unnecessary services, copayments and insurance balances, should my primary insurance be with a company with which the physician(s) are contracted.  If my insurance company is not one with which the physician is contracted, I am responsible for the entire amount at the time of service.

__________
For what ever reason, should my account fall into a 45 day or later (after the date of service) category, I authorize this office to generate charges to my major credit card for that unpaid balance without further permission or notice.

__________
A receipt for charges will be mailed to my address.

□ VISA          □ MasterCard          □ American Express          □ Discover          □ Other

Credit Card Number: _____________________________________________

Expiration Date: ___/___/___

Name as it appears on the credit card: ______________________________________________________________

__________________________________________________
____________________________
Patient Signature
Date
ABILENE DERMATOLOGY AND SKIN SURGERY CENTER, PC

NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED 

AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION
PLEASE REVIEW IT CAREFULLY

EFFECTIVE APRIL 1, 2003
AMENDED MAY 1, 2018
This Notice of Privacy Practices (the “Notice”) tells you about the ways we may use and disclose your protected health information (“medical information”) and your rights and our obligations regarding the use and disclosure of your medical information.  This Notice applies to Abilene Dermatology and Skin Surgery Center, PC, including its providers and employees (the “Practice”).

I.
OUR OBLIGATIONS.

We are required by law to:

· Maintain the privacy of your medical information, to the extent required by state and federal law;

· Post this notice explaining our legal duties and privacy practices with respect to medical information about you in a clear and prominent location at the facility and make the latest notice available for individuals to request to take with them;

· Notify affected individuals following a breach of unsecured medical information under federal law; and

· Follow the terms of the version of this Notice that is currently in effect.

II.
HOW WE MAY USE AND DISCLOSE MEDICAL INFORMATION ABOUT YOU.

The following categories describe the different reasons that we typically use and disclose medical information.  These categories are intended to be general descriptions only, and not a list of every instance in which we may use or disclose your medical information.  Please understand that for these categories, the law generally does not require us to get your authorization in order for us to use or disclose your medical information.

A. For Treatment.  We may use and disclose medical information about you to provide you with health care treatment and related services, including coordinating and managing your health care.  We may disclose medical information about you to physicians, nurses, other health care providers and personnel who are providing or involved in providing health care to you (both within and outside of the Practice).  For example, should your care require referral to or treatment by another physician of a specialty outside of the Practice, we may provide that physician with your medical information in order to aid the physician in his or her treatment of you.

B. For Payment.  We may use and disclose medical information about you so that we may bill and collect from you, an insurance company, or a third party for the health care services we provide.  This may also include the disclosure of medical information to obtain prior authorization for treatment and procedures from your insurance plan.  For example, we may send a claim for payment to your insurance company, and that claim may have a code on it that describes the services that have been rendered to you.  If, however, you pay for an item or service in full, out of pocket and request that we not disclose to your health plan the medical information solely relating to that item or service, as described more fully in Section IV of this Notice, we will follow that restriction on disclosure unless otherwise required by law.

C. For Health Care Operations.  We may use and disclose medical information about you for our health care operations.  These uses and disclosures are necessary to operate and manage our practice and to promote quality care.  For example, we may need to use or disclose your medical information in order to assess the quality of care you receive or to conduct certain cost management, business management, administrative, or quality improvement activities or to provide information to our insurance carriers.

D. Quality Assurance.  We may need to use or disclose your medical information for our internal processes to assess and facilitate the provision of quality care to our patients.

E. Utilization Review.  We may need to use or disclose your medical information to perform a review of the services we provide in order to evaluate whether that the appropriate level of services is received, depending on condition and diagnosis.

F. Credentialing and Peer Review.  We may need to use or disclose your medical information in order for us to review the credentials, qualifications and actions of our health care providers.
G. Treatment Alternatives.  We may use and disclose medical information to tell you about or recommend possible treatment options or alternatives that we believe may be of interest to you.

H. Appointment Reminders and Health Related Benefits and Services.  We may use and disclose medical information, in order to contact you (including, for example, contacting you by phone or text and leaving a message on an answering machine) to provide appointment reminders and other information.  We may use and disclose medical information to tell you about health-related benefits or services that we believe may be of interest to you.

I. Business Associates.  There are some services (such as billing or legal services) that may be provided to or on behalf of our Practice through contracts with business associates.  When these services are contracted, we may disclose your medical information to our business associate so that they can perform the job we have asked them to do.  To protect your medical information, however, we require the business associate to appropriately safeguard your information.

J. Individuals Involved in Your Care or Payment for Your Care.  We may disclose medical information about you to a friend or family member who is involved in your health care, as well as to someone who helps pay for your care, but we will do so only as allowed by state or federal law (with an opportunity for you to agree or object when required under the law), or in accordance with your prior authorization.

K. As Required by Law.  We will disclose medical information about you when required to do so by federal, state, or local law or regulations.

L. To Avert an Imminent Threat of Injury to Health or Safety.  We may use and disclose medical information about you when necessary to prevent or decrease a serious and imminent threat of injury to your physical, mental or emotional health or safety or the physical safety of another person.  Such disclosure would only be to medical or law enforcement personnel.
M. Organ and Tissue Donation.  If you are an organ donor, we may use and disclose medical information to organizations that handle organ procurement or organ, eye or tissue transplantation or to an organ donation bank as necessary to facilitate organ or tissue donation and transplantation.
N. Research.  We may use or disclose your medical information for research purposes in certain situations.  Texas law permits us to disclose your medical information without your written authorization to qualified personnel for research, but the personnel may not directly or indirectly identify a patient in any report of the research or otherwise disclose identity in any manner.  Additionally, a special approval process will be used for research purposes, when required by state or federal law.  For example, we may use or disclose your information to an Institutional Review Board or other authorized privacy board to obtain a waiver of authorization under HIPAA.  Additionally, we may use or disclose your medical information for research purposes if your authorization has been obtained when required by law, or if the information we provide to researchers is “de-identified.”
O. Military and Veterans.  If you are a member of the armed forces, we may use and disclose medical information about you as required by the appropriate military authorities.
P. Workers’ Compensation.  We may disclose medical information about you for your workers’ compensation or similar program.  These programs provide benefits for work-related injuries.  For example, if you have injuries that resulted from your employment, workers’ compensation insurance or a state workers’ compensation program may be responsible for payment for your care, in which case we might be required to provide information to the insurer or program.
Q. Public Health Risks.  We may disclose medical information about you to public health authorities for public health activities.  As a general rule, we are required by law to disclose certain types of information to public health authorities, such as the Texas Department of State Health Services.  The types of information generally include information used:
· To prevent or control disease, injury, or disability (including the reporting of a particular disease or injury).

· To report births and deaths.

· To report suspected child abuse or neglect.

· To report reactions to medications or problems with medical devices and supplies.

· To notify people of recalls of products they may be using.

· To notify a person who may have been exposed to a disease or may be at risk for contracting or spreading a disease or condition.

· To notify the appropriate government authority if we believe a patient has been the victim of abuse, neglect, or domestic violence.  We will only make this disclosure if you agree or when required or authorized by law.

· To provide information about certain medical devices.

· To assist in public health investigations, surveillance, or interventions.

R. Health Oversight Activities.  We may disclose medical information to a health oversight agency for activities authorized by law.  These oversight activities include audits, civil, administrative, or criminal investigations and proceedings, inspections, licensure and disciplinary actions, and other activities necessary for the government to monitor the health care system, certain governmental benefit programs, certain entities subject to government regulations which relate to health information, and compliance with civil rights laws.

S. Legal Matters.  If you are involved in a lawsuit or a legal dispute, we may disclose medical information about you in response to a court or administrative order, subpoena, discovery request, or other lawful process.  In addition to lawsuits, there may be other legal proceedings for which we may be required or authorized to use or disclose your medical information, such as investigations of healthcare providers, competency hearings on individuals, or claims over the payment of fees for medical services.

T. Law Enforcement, National Security and Intelligence Activities.  In certain circumstances, we may disclose your medical information if we are asked to do so by law enforcement officials, or if we are required by law to do so.  We may disclose your medical information to law enforcement personnel, if necessary to prevent or decrease a serious and imminent threat of injury to your physical, mental or emotional health or safety or the physical safety of another person.  We may disclose medical information about you to authorized federal officials for intelligence, counterintelligence, and other national security activities authorized by law.

U. Coroners, Medical Examiners and Funeral Home Directors.  We may disclose your medical information to a coroner or medical examiner.  This may be necessary, for example, to identify a deceased person or determine the cause of death.  We may also release medical information about our patients to funeral home directors as necessary to carry out their duties.

V. Inmates.  If you are an inmate of a correctional institution or under custody of a law enforcement official, we may disclose medical information about you to the health care personnel of a correctional institution as necessary for the institution to provide you with health care treatment.

W. Marketing of Related Health Services.  We may use or disclose your medical information to send you treatment or healthcare operations communications concerning treatment alternatives or other health-related products or services.  We may provide such communications to you in instances where we receive financial remuneration from a third party in exchange for making the communication only with your specific authorization unless the communication: (i) is made face-to-face by the Practice to you, (ii) consists of a promotional gift of nominal value provided by the Practice; or (iii) is otherwise permitted by law.  If the marketing communication involves financial remuneration and an authorization is required, the authorization must state that such remuneration is involved.  Additionally, if we use or disclose information to send a written marketing communication (as defined by Texas law) through the mail, the communication must be sent in an envelope showing only the name and addresses of sender and recipient and must (i) state the name and toll-free number of the entity sending the market communication; and (ii) explain the recipient’s right to have the recipient’s name removed from the sender’s mailing list.

X. Fundraising.  We may use or disclose certain limited amounts of your medical information to send you fundraising materials.  You have a right to opt out of receiving such fundraising communications.  Any such fundraising materials sent to you will have clear and conspicuous instructions on how you may opt out of receiving such communications in the future.

Y. Electronic Disclosures of Medical Information.  Under Texas law, we are required to provide notice to you if your medical information is subject to electronic disclosure.  This Notice serves as general notice that we may disclose your medical information electronically for treatment, payment, or health care operations or as otherwise authorized or required by state or federal law.

III.
OTHER USES OF MEDICAL INFORMATION
A. Authorizations.  There are times we may need or want to use or disclose your medical information for reasons other than those listed above, but to do so we will need your prior authorization.  Other than expressly provided herein, any other uses or disclosures of your medical information will require your specific written authorization.

B. Psychotherapy Notes, Marketing and Sale of Medical Information.  Most uses and disclosures of “psychotherapy notes,” uses and disclosures of medical information for marketing purposes, and disclosures that constitute a “sale of medical information” under HIPAA require your authorization.

C. Right to Revoke Authorization.  If you provide us with written authorization to use or disclose your medical information for such other purposes, you may revoke that authorization in writing at any time.  If you revoke your authorization, we will no longer use or disclose your medical information for the reasons covered by your written authorization.  You understand that we are unable to take back any uses or disclosures we have already made in reliance upon your authorization, and that we are required to retain our records of the care that we provided to you.

IV.
YOUR RIGHTS REGARDING MEDICAL INFORMATION ABOUT YOU.

Federal and state laws provide you with certain rights regarding the medical information we have about you.  The following is a summary of those rights.

A. Right to Inspect and Copy.  Under most circumstances, you have the right to inspect and/or copy your medical information that we have in our possession, which generally includes your medical and billing records.  To inspect or copy your medical information, you must submit your request to do so in writing to the Practice’s HIPAA Officer at the address listed in Section VI below.

If you request a copy of your information, we may charge a fee for the costs of copying, mailing, or certain supplies associated with your request.  The fee we may charge will be the amount allowed by state law.

If your requested medical information is maintained in an electronic format (e.g., as part of an electronic medical record, electronic billing record, or other group of records maintained by the Practice that is used to make decisions about you) and you request an electronic copy of this information, then we will provide you with the requested medical information in the electronic form and format requested, if it is readily producible in that form and format.  If it is not readily producible in the requested electronic form and format, we will provide access in a readable electronic form and format as agreed to by the Practice and you.

In certain very limited circumstances allowed by law, we may deny your request to review or copy your medical information.  We will give you any such denial in writing.  If you are denied access to medical information, you may request that the denial be reviewed.  Another licensed health care professional chosen by the Practice will review your request and the denial.  The person conducting the review will not be the person who originally denied your request.  We will abide by the outcome of the review.

B. Right to Amend.  If you feel the medical information we have about you is incorrect or incomplete, you may ask us to amend the information.  You have the right to request an amendment for as long as the information is kept by the Practice.  To request an amendment, your request must be in writing and submitted to the HIPAA Officer at the address listed in Section VI below.  In your request, you must provide a reason as to why you want this amendment.  If we accept your request, we will notify you of that in writing.

We may deny your request for an amendment if it is not in writing or does not include a reason to support the request.  In addition, we may deny your request if you ask us to amend information that (i) was not created by us (unless you provide a reasonable basis for asserting that the person or organization that created the information is no longer available to act on the requested amendment), (ii) is not part of the information kept by the Practice, (iii) is not part of the information which you would be permitted to inspect and copy, or (iv) is accurate and complete.  If we deny your request, we will notify you of that denial in writing.  

C. Right to an Accounting of Disclosures.  You have the right to request an “accounting of disclosures” of your medical information.  This is a list of the disclosures we have made for up to six years prior to the date of your request of your medical information, but does not include disclosures for Treatment, Payment, or Health Care Operations (as described in Sections II A, B, and C of this Notice) or disclosures made pursuant to your specific authorization (as described in Section III of this Notice), or certain other disclosures.

If we make disclosures through an electronic health records (EHR) system, you may have an additional right to an accounting of disclosures for Treatment, Payment, and Health Care Operations.  Please contact the Practice’s HIPAA Officer at the address set forth in Section VI below for more information regarding whether we have implemented an EHR and the effective date, if any, of any additional right to an accounting of disclosures made through an EHR for the purposes of Treatment, Payment, or Health Care Operations.

To request a list of accounting, you must submit your request in writing to the Practice’s HIPAA Officer at the address set forth in Section VI below.

Your request must state a time period, which may not be longer than six years (or longer than three years for Treatment, Payment, and Health Care Operations disclosures made through an EHR, if applicable) and may not include dates before April 14, 2003.  Your request should indicate in what form you want the list (for example, on paper or electronically).  The first list you request within a twelve-month period will be free.  For additional lists, we may charge you a reasonable fee for the costs of providing the list.  We will notify you of the cost involved and you may choose to withdraw or modify your request at that time before any costs are incurred.

D. Right to Request Restrictions.  You have the right to request a restriction or limitation on the medical information we use or disclose about you for treatment, payment, or health care operations.  You also have the right to request a restriction or limitation on the medical information we disclose about you to someone who is involved in your care or the payment of your care, like a family member or friend.

Except as specifically described below in this Notice, we are not required to agree to your request for a restriction or limitation.  If we do agree, we will comply with your request unless the information is needed to provide emergency treatment.  In addition, there are certain situations where we won’t be able to agree to your request, such as when we are required by law to use or disclose your medical information.  To request restrictions, you must make your request in writing to the Practice’s HIPAA Officer at the address listed in Section VI of this Notice below.  In your request, you must specifically tell us what information you want to limit, whether you want us to limit our use, disclosure, or both, and to whom you want the limits to apply.

As stated above, in most instances we do not have to agree to your request for restrictions on disclosures that are otherwise allowed.  However, if you pay or another person (other than a health plan) pays on your behalf for an item or service in full, out of pocket, and you request that we not disclose the medical information relating solely to that item or service to a health plan for the purposes of payment or health care operations, then we will be obligated to abide by that request for restriction unless the disclosure is otherwise required by law.  You should be aware that such restrictions may have unintended consequences, particularly if other providers need to know that information (such as a pharmacy filling a prescription).  It will be your obligation to notify any such other providers of this restriction.  Additionally, such a restriction may impact your health plan’s decision to pay for related care that you may not want to pay for out of pocket (and which would not be subject to this restriction).

E. Right to Request Confidential Communications.  You have the right to request that we communicate with you about medical matters in a certain way or at a certain location.  For example, you can ask that we only contact you at home, not at work or, conversely, only at work and not at home.  To request such confidential communications, you must make your request in writing to the Practice’s HIPAA Officer at the address listed in Section VI below.

We will not ask the reason for your request, and we will use our best efforts to accommodate all reasonable requests, but there are some requests with which we will not be able to comply.  Your request must specify how and where you wish to be contacted.

F. Right to a Paper Copy of This Notice.  You have the right to a paper copy of this Notice.  You may ask us to give you a copy of this Notice at any time.  To obtain a copy of this Notice, you may make your request in writing to the Practice’s HIPAA Officer at the address set forth in Section VI below.

G. Right to Breach Notification.  In certain instances, we may be obligated to notify you (and potentially other parties) if we become aware that your medical information has been improperly disclosed or otherwise subject to a “breach” as defined in and/or required by HIPAA and applicable state law.

V. CHANGES TO THIS NOTICE.

We reserve the right to change this Notice at any time, along with our privacy policies and practices.  We reserve the right to make the revised or changed Notice effective for medical information we already have about you as well, as any information we receive in the future.  We will post a copy of the current notice, along with an announcement that changes have been made, as applicable, in our office.  When changes have been made to the Notice, you may obtain a revised copy by sending a letter to the Practice’s HIPAA Officer at the address listed in Section VI below or by asking the office receptionist for a current copy of this Notice.

VI.
COMPLAINTS.

If you believe that your privacy rights as described in this Notice have been violated, you may file a complaint with the Practice at the following address or phone number:

Abilene Dermatology and Skin Surgery Center, PC

Attn:  Serena, HIPAA Officer

3190 Antilley Road

Abilene, Texas  79606-5015

(325) 672-5603

To file a complaint, you may either call or send a written letter.  The Practice will not retaliate against any individual who files a complaint.  You may also file a complaint with the Secretary of the Department of Health and Human Services.

In addition, if you have any questions about this Notice, please contact the Practice’s HIPAA Officer at the address or phone number listed above.

VII.ACKNOWLEDGEMENT.
By signing below, you acknowledge that you have received this Notice of Privacy Practices prior to any service being provided to you by the Practice, and you consent to the use and disclosures of your medical information as set forth herein.  You understand that if you would like restrictions on the use and/or disclosure of your medical information you will need to notify the Practice’s HIPAA Officer in writing at the address above.

Patient Name:  ___________________________________

                                      (Please Print Name)

Patient Date of Birth: _____/_____/_____

SIGNATURES:

Patient/Legal Representative: ___________________________________ 
Date: _____/_____/_____

If Legal Representative, relationship to Patient: ______________________________________________

Persons Authorized to Receive Information About Your Care:

I authorize the Practice to release all information regarding my financial account, appointments, pathology results, treatment and/or other information pertinent to my healthcare provided by the Practice over the telephone or in person to the following person(s) (i.e. spouse, family member, etc.):

	Name of Person
	Relationship to Patient
	Telephone Number

	
	
	

	
	
	

	
	
	


I hereby request the following restrictions on the use and/or disclosure (specify as applicable) of my information: 

Communication:

I authorize the Practice to leave messages in reference to any items that assist in carrying out healthcare operations including appointment reminders, biopsy results, and billing issues.

Home phone: ⁭ YES     ⁭ NO     Cell phone: ⁭ YES     ⁭ NO     Work Phone: ⁭ YES     ⁭ NO
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DISCLOSURE OF PHYSICIAN OWNERSHIP NOTICE TO PATIENTS
Please carefully review the information contained in this notice, and be advised of the following:
1. Eric Zavaleta, MD and Paras Ramolia, MD are partial owners of Clark’s Specialty Pharmacy, LLC d/b/a Big Country Pharmacy. Further details regarding the ownership structure of Big Country Pharmacy are available on request.

2. You may choose to obtain pharmacy services at Big Country Pharmacy, but you are under no obligation to do so.  You have the right to choose any pharmacy that you wish.

3. We would be happy to furnish you with a list of other pharmacies that can fill your prescriptions, upon your request.

4. If you have any questions at all regarding this notice, please ask your physician or you may contact the office administrator at (325) 704-5222.

5. By signing this Disclosure of Physician Ownership Notice to Patients, you acknowledge that you were informed and that you understand that Dr. Zavaleta and Dr. Ramolia are both an owner of Big Country Pharmacy, and that you have the right to choose any pharmacy of your wish.

 SHAPE  \* MERGEFORMAT 



 SHAPE  \* MERGEFORMAT 



Signature of Patient
Signature of Parent or Guardian (if applicable)
 SHAPE  \* MERGEFORMAT 



 SHAPE  \* MERGEFORMAT 



Type or Print Name of Patient
Type or Print Name of Parent or Guardian
 SHAPE  \* MERGEFORMAT 
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