ORANGE COAST DERMATOLOGY, INC.

26732 Crown Valley Parkway, Suite 461

Mission Viejo, CA 92691

30212 Tomas, Suite 275

Rancho Santa Margarita, CA 92688

NOTICE OF PRIVACY PRACTICES

This Notice describes how medical information about you may be used and disclosed and you can get access
to this information. Please review it carefully. You have the right to obtain a paper copy of this Notice upon request.

Patient Health Information

Under federal Jaw, your patient health information is
protected and confidential. Patient health information
includes information about your sympioms, test
results, diagnosis, treatment, and related medical
information. Your health information also includes
payment, billing, and insurance information.

How We Use Your Patient Health Information

We use health information about you for treatment, to
obtain payment, and for health care operations,
including administrative purposes and evalvation of
the quality of care that you receive. Under some
circurnstances, we may be required to use or disclose
the information even without your permission.

Examples of Treatment, Payment, and Health
Care Operations

Tregtment: We will use and disclese your health
information to provide you with medical treatment or
services. For example, nurses, physicians, and other
members of your treatment team will record
information in your record and use it to determine the
most appropriate course of care. We may also
disclose the information to other health care providers
who are participating in your treatment, ¢
pharmacists who are filling your prescriptions, and to
family members who are helping with your care.
Payment: We will use and disclose your health
information for payment purposes. For example, we
may need to obtain authorization from your insurance
company before providing certain types of treatment.
We will submit bills and maintain records of
payments from your health plan,

Health Care Operations: We will use and disclose
your health information to conduct our standard
internal operations, including proper administration of
records, evaluation of the quality of treatment, and to
assess the care and outcomes of your case and others
like it.

Special Uses

We may use your information to contact you with
appointment reminders. We may also contact you to
provide information about treatment alternatives or
other health-related benefits and services that may be
of interest to you.

Other Uses and Disclosures

We may use or disclose identifiable health
information about you for other reasons, even without
vour consent. Subject to certain requirements, we are
permitted to give out health information without your
permission for the following purposes:

Reguired by Law: We may be required by law to
report gunshot wounds, suspected abuse or neglect,
or similar injuries and events.

Research: We may use or disclose information for
approved medical research.

Public Health Activities: As required by law, we
may disclose vital statistics, diseases, information
related to recalls of dangerous products, and

similar information to public health authorities.

Health oversight: We may be required to disclose
information to assist in investigations and audits,
eligibility for government programs, and similar
activities.

Judicial and administrative proceedings: We may
disclose information in response to an appropriate
subpoena or court order.

Law enforcement purposes. Subject to certain
restrictions, we may disclose information required
by law enforcement officials.

Deaths: We may report information regarding
deaths to coroners, medical examiners, funeral
directors, and organ donation agencies.

Serious threat to health or safery: We may use
and disclose information when necessary to
prevent a serious threat to your health and safety or
the health and safety of the public or another

person.
Military and Special Government Functions: 1f

you are a member of the armed forces, we may
release information as required by military
command authorities. We may also disclose
information to correctional institutions or for
national security purposes.

Workers Compensation: We may release
information about you for workers compensation
or similar programs providing benefits for work-
related injuries or iliness.

In any other situation, we will ask for your written
authorization before using or disclosing any
identifiable health information about you. If you
choose to sign an authorization to disclose
information, you can later revoke that
authorization to stop any future uses and
disclosures.

Individnal Rights

You have the following rights with regard to your
health information. Please contact the person listed
below to obtain the appropriate form for exercising
these rights.

Request Restrictions: You may request restrictions
on certain uses and disclosures of your health
information. We are not required to agree to such
restrictions, but if we do agree, we must abide by
those restrictions.

Confidential Communications; You may ask us to
communicate with you confidentially by, for
example, sending notices to a special address or
not using posteards to remind you of appointments.
Inspect and Copy: You have the right to inspect and
copy the protected health information that we
maintain about you in our designated record set for
as long as we maintain that information. This
designated record set includes your medical and
billing records. as well as any other records we use
for making decisions about you. Any psychotherapy
notes that may have been included in records we
received about you are not available for your
inspection or copying by law. We may charge you a
fee for the costs of copying, mailing, or other
supplies used in fulfilling your request.

If you wish to inspect or copy your medical
informaticn, you must submit your request in writing
to our Contact Person. You may mail in your request,
of bring it to our office. We will have 30 days to
respond to your request for information that we
maintain at our practice site. If the information is
stored off-site, we are allowed up to 60 days to
respond but must inform you of this delay.

Amend Information: If you believe that
information in your record is incorrect, or if
important information is missing, you have the
right to request that we correct the existing
information or add the missing information.
Accounting of Disclosures: You may request a list
of instances where we have disclosed health
informatton about you for reasons other than
treatrnent, payment, or health care operations.

Our Legal Duty

We are required by law to proiect and maintain the
privacy of your health information, to provide this
Notice about our legal duties and privacy practices
regarding protected health information, and to
abide by the terms of the Notice currently in effect.

Changes in Privacy Practices

We may change our policies at any time. Before
we make a significant change in our policies, we
will change our Notice and post the new Notice in
the waiting area and each examination room. You
can also request a copy of our Notice at any time,
For more information about our privacy practices,
contact the person listed below,

Complaints

If you are concerned that we have violated your
privacy rights, or if you disagree with a decision
we made about your records, you may contact the
person listed below, You also may send a written
complaint to the U.S. Department of Health and
Human Services. The person listed below will
provide you with the appropriate address upon
request. You will not be penalized in any way for
filing a complaint.

Contact Person

If you have any questions, requests, or complaints,
please contact:

Privacy Officer
26732 Crown Valley Parkway, Suite 461
Mission Viejo, CA 92691

Effective Date: April 14, 2003

I

hereby acknowledge receipt of the Notice of
Privacy Practices given to me.

Signed: Date:

If not signed, reason why acknowledgement was
not cbtained:

Staff Witness seeking acknowledgement

Date:
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P{ New Patient

[C Name Change

[0 Address Change
[0 Insurance Change

Patient Information
Please Complete all Sections

Name (Last, First, M.L)

Date of Birth / / SS# Sex 3 Male 0O Female

Mailing address (street, city, state. zip)

Home Phone: ( ) Work Phone: ( b

Marital status (I Single O Married ODivorced OWidowed [JSeparated

Name of referring physician (Primary Care Physician)

Other family members that are patients

How did you hear about Orange Coast Dermatology, Inc.?

ONewspaper [JRadio OPhysician OFamily/Friend (O Yellow Pages OTV O Other

Parent, Spouse, or Responsible Party
if different from patient

Name (Last, First, M.1.)

Date of Birth / / SS# Sex [ Male 1 Female

Mailing address (street, city, state, zip)

Home Phone: ( } Work Phone: ( )

Insurance Coverage—Primary

Insurance Comp. Name Phone # ( ) Ext:

Address of Claim Center (street, city, state, zip)

Name of Policy Holder (Insured) Date of Birth / /

Policy # Group Name or number

Policy Type: OPPO OEPO OPOS OHMO  If HMO, Name of Medical Group

Employer Employer Address Phone # ( )
Patient’s relationship to Insured: Self O Spouse  OChild  OStep-child O3 Other

Insurance Coverage—Secondary

Insurance Comp. Name Phone # ( ) Ext:

Address of Claim Center (street, city, state, zip}

Name of Policy Holder {Insured) Date of Birth / /

Policy # Group Name or number

Policy Type: OPPO OEPO OPOS OHMO I HMO, Name of Medical Group

Employer Employer Address Phone # ( )
Patient’s relationship to Insured: (Self  OSpouse  OChild O Step-child O Other

Please turn form over and complete other side




ORANGE COAST DERMATOLOGY, INC.

Patient Information

continued
In case of emergency
Name of friend or relative not residing with you
Relationship to patient Address
Day phone # ( ) Evening phone ( )

Release of information and assignment of benefits

I authorize the release of medical information to my primary care or referring physician, to consultants if needed and as
necessary to process insurance claims, insurance applications and prescriptions. [ also authorize payment of medical
benefits to the physician.

Responsible Party Signature: Date: / /

Payment Policy

In order to establish optimai relations with our patients and avoid misunderstanding and confusion regarding our pay-
ment policies, our staff is trained to consistently inform you of the financial payment policies of this office. Payment is
required for all services at the time they are rendered unless you are in a prepaid plan in which we participate. For those
patients, applicable co-payments and deductibles will be collected. We accept payment in the form of cash, check, or
credit card. In the event of hospitalization or major procedures, our office may file with the appropriate insurance.
However, before such claims are filed, coverage will be pre-verified and you will be asked to pay any un-met deductible,
non-covered services and co-payments. Please note that the patient is responsible for any/all charges not paid for by
their insurance company. Prior authorization does not guarantee payment of claims. If you must cancel or reschedule
an appointment please do so at least 24 hours before the scheduled appointment time to avoid a possible late can-
cellation fee that is not covered by insurance. Your signature below signifies your understanding and willingness to
comply with these policies.

Patient Signature: Date: / /

Medicare and Medicare HMO Patients,
please fill out “Medicare Patient Information” form.

For Office Use Only:
(] Attach a copy of patient’s insurance card or cards (front and back) Staff initials
1 Verify form is filled out completely Staff initials
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ORANGE COAST DERMATOLOGY, INC.

Medical Questionnaire

Name Date

Date of Birth

Do you have or have you ever had any of the
following?
Yes No
Skin Cancer / Melanoma
Acne / Accutane
Cold sores
Keloids / Bad scars
Eczema / Skin rashes
Difficuity with wound healing
Difficulty with skin infections
Psoriasis
Asthma / Hay fever / Hives / Sinus problems
Rheumatic Fever
Heart disease
High blood pressure
Heart murmur / Mitral Valve Prolapse
Artificial joint, heart valve, or prosthesis
Heart burn / Ulcers / Gastritis / Reflux
Kidney Disease
Glaucoma
Diabetes
Tuberculosis
Blood-borne Infections
Autoimmune disease (Lupus, rheumatoid
arthritis)
Blood transfusions
Dates

Hepatitis - B or C (please circle)
Surgery/hospitalizations (list on back if neededt)
Operation Date Hospital
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L] O Other

Have any blood relatives ever had any of the
following:

Skin Cancer

Melanoma

Abnormal mole

Asthma / Hay fever

Eczema / Skin rashes

Diabetes

Psoriasis

Other skin discase
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Are you allergic to any medications?

(Please list) If none, check here []

Are you currently taking any medications or

vitamin / mineral supplements?

(Please list) If none, check here [

Other Questions

Are you in good health?

Are you now under a physicians care?
If so, for what conditions?

Primary care physician

Do you smoke?

Do you sunbathe or use tanning booths?

Do you need antibiotics before surgery
or dental work?

Do you bleed easily or bleed for a long
time after a cut or extraction?

Females only

Are you pregnant?

Are you nursing?

Do you take birth control pills?
Name of birth control pills

I

OO0

O 0O 0Oo

00O

Date of last menstrual period /






