SHOALS PEDIATRIC GROUP
AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

Patients Full Name:

Date of Birth: / /

The disclosure will be made to the following person or entity:

SHOALS PEDIATRIC GROUP PHONE:;256.766.3983
208 ANA DRIVE FAX:  256.764.1554
FLORENCE, AL 35630 EMAIL: SHOALSPEDIATRICGROUP@COMCAST.NET

The following person or entity is authorized to disclose my medical records:

Doctor/Clinic/Hospital:

Address:

Phone and Fax Number:

For the purpose of:
At the request of the patient/parent/legal guardian
Consultation with non-healthcare providers/school nurse about child, person, or entity
Other

Information to be realeased:
Entire Record
History and Physical Exam
Lab Reports
Immunization Records
Consult Reports
X-Ray Reports
Cther

| hereby authorize the use or disclosure of information about the above named individual and 1 understand that:
1. This information about me is protected under federal law.
1 may refuse to sign the authorization.
| have the right to revoke this authorization in writing.
Any revocation-will be effective only to the extent that action has not been taken in reliance of my prior authorization.
Unless i revoke this authorization, it will expire on the following date __/__/_, event or condition LIf 1
fail to specify an expiration date, event, or condition, this authorization will expire in six months.
By signing below, | recognize that the protected health information used or disclosed pursuant to this authorization may be
subject to redisclosure by the recipient of this disclosure and may no longer be protected under federal law.
Treatment or payment will not be based on my signing this authorization.
8. | will receive a copy of this authorization.
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Signature of Patient/Parent/Legal Guardian Date

Relationship to the Patlent Signature of Witness




SHOALS PEDIATRIC GROUP
208 ANA DR FLORENCE, AL 35630
256.766.3983

Patient Information

Patients Full Name:

DateofBirth: __/ / Sex:

Street Address:

Billing Address (if different than above):

Responsible Party Information

Fathers Name: DateofBirth: __ /[

Contact Number: Employer:

Fathers SSN:

Date of Birth: / /

Mothers Name:

Contact Number: Employer:

Mothers SSN:

Contact Number:

Emergency Contact:

Appointment Reminders

Cell:

Email:

FEES ARE DUE IN THE OFFICE AT THE TIME THE SERVICE IS RENDERED.

| authorize the release of any medical information necessary to process any claim and request payment of benefits to the party who
accepts assignment.

Date:

Signed:

{We) the undersigned, hereby agree to pay all amounts and charges hereafter incurred by members of my family for services by the
office. {We) the undersigned agree to pay for services not covered by my insurance in full. Fallure to make payment when requested
is basis for legal action and undersigned agrees to pay all costs of collection including a reasonable fee and hereby waive their rights

of exemptions under the law of the state of Alabama and any other state.

Date:

Signed:

I have received a copy of the “Notice of Privacy Practices” for Shoals Pediatric Group.

Date:

Signed:




SHOALS PEDIATRIC GROUP
PERMISSION FOR CHILDREN TO BE SEEN WITH NON-PARENT/GUARDIAN

Patlents Full Name:

Date of Birth: f {

Shoals Pediatric Group can no longer freat your child by telephone or In person without a blological parentor

guardlan present in a non-emergency situation. The only exception to this Is If Shoals Pedlatric Group has this
form on file.

The following people have permission to bring my child to Shoals Pedlatric Group to be seen and to call the
triage staff of Shoals Pedlatric Group to get medical information via the telephone for my child. Examples
would be grandparents, babysitters, or other family members or friends that might bring the child to the
doctor for you or need to call our offlce regarding your child or make payments for you, They have full
authority to act on my behalf should authorization be necessary for testing of treatment {i.e., fabs, x-rays, etc.).
They may also receive financial Informatlon such as the balance on my account. | understand that If any

person who is not-on thislist calls Shoals Pedatric Group or brings my child to Shoals Pediatric Group except in
the case of an emergency, Shoals pediatric Group will not speak with that person nor see my child In office. |
understand that it Is my responsibllity to ask for and fill out a new form if any of the following people should

be removed. ! understand that | can ask that the followlng people not be given any financlal information

regarding my account and | will note this restriction beside their name below if | do not want them to recelve
this information.

NAME OF NON-PARENT/GUARDIAN RELATIONSHIP TO PATIENT

Name of Parent/Legal Guardian Date

Signature of Parent/Legal Guardian Witness
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PEDIATRIC PATIENT INFORMATION SHEET

New Baby
Patlont: . .
Last Flrst Mt

Date of Bisth:
Raca: Native Amesican Language: Engllsh

Aslen Franch

Black or Afiican Ameriean Chinese

While Vietnamase

Hispanic Spanish

Deciine to Answar Dediine to Answer

Othet/ mixad-raca; Other:
BIRTH HISTORY.
Birth Welght: Discharge walght:
Gostatlonal ags: Hospltal:

Vaglnel or C-section; If C-sectlon, reason (repeat, brasch, amergenoy, qto.):

Hepatlils B given In hospital? Yes No Unsurs
Vitemin K shot givan [n hosplial? Yes No Unsure

Passed hearlhg? Yes No Unsure
Pasased haart screen? Yes No Unsiye
fFormula or breast-fad?

Wes your child breech at any polnt during the third trimasater? Yes No  Unaure

Were you GBS posiive? Yes No  Unsure
I yas or unsurs, were you treeted with antiiotios priorto delivery? Yes No  Unsure

Any complications with pregniancy and! or delivary?

Any medicines during pregnancy besides prenstal vitamin?
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Edinburgh Postnatal Depression Scale’ (EPDS)

Nairie: Address:
Your Date of Birth:
Baby's Data of Birth: Phone:

As you ere pregnant or have recently had a baby, we would ke to know how you are fealing. Plagss chack
the answar that comes closest to how you have falt IN THE PAST 7 PAYS, not just how you feel foday.

Hers Is an example, already completad,

] have faltheppy:

g Yes, all tha ime

® Yes, mostofthatime This would mean: ‘1 hava felt happy most of the ime” during the past week.
o No, not very ofien Plaase complate the otherquastions in [he same way.

g No,notatall

in the past 7 days:

1. 1 have baen gbla jo faugh and sag the fimnyaideof things  *8. Things have bean getling on {op of'me
o Asmuchas!always could o Yas, moatof the fme { haven't been alle
n  Notguite so puch how focopaatal
g Deflnffely not so much now a Yes, somslmes | haven't been coplng a8 well
o Notatall aaugusl

g No,mostofthetimal hevecopad quite wel
2. { hav Jocked forwand with enjoyment lo things o No,! heve been coplig 23 well a5 sver

o  Asmuch es| everdd

o Ratherisss rapiusad o *7 1 have besn so unhappy that § ava had diifudty sieaping
n  Definitely less than{ uaed to g Yas, mostofthsime
n  Hardyatal 2 Yes, somslimes
o Nolvaryaoiien
3. | hava blemed mysslf unnecassarily win hings o No,notatal
want wrang
o Yes, mostofihe Ume *§ {heve felt sad or tojaemshls
o Yes,sameocf thallme o Yes, mostofthe {ime
s Netveryoftan a Yes, quitaoflen
o No,navar o Notvaryofien
g  MNo,notatal
4. [ hava heen anxfous or worrdsd for Ro good season
a No,notatal * 1havs baen g0 unhappy that 1 kavs been ciying
n Hendysver nn Yes, moustof the ima
o Yes, somelimss fn  Yes, quite oflen
g Yes, veryoilan o Only occaslonslly
o No,navaer
*5 | hava falt scared or panicky for no very good feagon
o ‘Yes,uuimaiat *0 The thought of hamming myss!f has occured lome
g Yes, somellines o Yes, quita ofian
o No,notmuch o Somatimes
o No,notateld o Handyever
g Naover
Administered/Reviewsd by Date

1Source: Cax, J.L., Halden, IM., and Sagovsky, R, 1987, Detectlon af postratel depression: Developmentofthe 104tem
Edinburgh Postnatel DeprassionScale,  Brlfsh Joume! of Psychialry 150782786 ,

‘g’ﬂw &L Wisner, 8. L. Parry, C. M. Plostek, Postpartum Deprassion N Engl.| Med vol. 347, No 3, July 18,2002,
1 99

Usars may repraduca the scale withotit fusther permission providing thay respect copyright by quoting the names of the
authors, tha title and the souree of the paparin 2l reproduced coples.




PEDIATRIC PATIENT INFORMATION SHEET

Patlont. i
tast Firat N )|
Date of Birth !
Race: Nafive Amarican Languege: Engllsh '
Aslan Franich
Biack or Aftican American Chinass
Nafive Hawsllan ) [taflan
White Vistnamese
Hispanic Spanish .
Dacine to Answer Daciing to Angwer
SIRTH HISTORY
Birth Weight: Term Birtiy: If No, lit wseks gestatian:
Compiications: .

o

NERICAL HISTARY '
Pleasa CIRCLE AND EXPLAIN if your child has ever beesn diagnosed with any of the foflowing conditions:

Infecious fineseas {Chickenpox! AIDSF HIVI Hepalitls)
Fraquent infestions (ear infections, sinus Infactions, tonslils, strep, URI}

Allerglea {foad/ seasonalf enimals! antibiofics)
Respiratory condltion {asthme, CF) '
Heart sondition (high blood pressure, cangenlltat hean disease, Kawasakl)
Gastrolntastingl condition (GERD/ constipationd Chrons! UCY IBSY livar failure)

Uirinary traict infections’ reflux: : . .
Kidney condition {glomendanephritls, iupus) i B
Vislon/ eye condition
Hearing/ ear contiftion

Skin conditions {eceemal psoriasis)
Ansmia or blaeding condition (sickie csll dissase}
Neurologie condiffon (selzures/ migralnes)
Mantel health lssue (ADHD/ depressiont bipolar! PTEL! anxiely}
Orthopedic problema
Endaerine prablems (obsaily, dishates! hypamyperthymbjlsm)
Dsvelopmental delay {autlsm}
Genstic candition {Trisomy 21, Tumem)
Sleep prablemal anoring
Histery of personat or family violance/ abusa
Girls only: Has patient had her first period?

Age of first parled IFapplicabla:




* Mother Grandparent Brother Sister
Bleeding Disorder
Cancer
Disbatas
Hiourt Disesse
Higfr Blood Preasure
Kkiney Disease
Mental lliness (describe)
Migraines
Selzure Disordar
Struke '
Thyroid Disease .
Asthma

T E

SQCIAL HISTORY

Family Dynamic:  Adopied (IS CHLDAWARE? ) Foster Care
. Parents Divarcad:  Dad with Custody  Parent Deceasad:
Joint Custody

Mom with Custody
Lives with Grandparents

Parents Stifl Marrlsd
Father
Mother

Doos anyone in the home smoke?

PAST SURGICAL HISTORY
List ALL surgeries the patiant has had, with approximate dates:

PREVIOUS HOSPITALIZATIONS

List ALL provious hosgpitallzations, with approxlmqte date and reason for hosﬁ!tallzat!on:

Medicinas

List ALL madicines with dose and prescribing physician. Please also include dally OTC mads:

Page 2




%g‘%ﬁ%‘

NOTICE OF PRIVACY PRACTICES

Your Information. Your Rights. Our Responsibilities.

This noticerdescribes how medical Information about you may be used and disclosed and how you can get access to this
inforination. Please review it carefully.

Your Rights
You have the right to:

Get a copy of your paper or electronic medical record

Carrect your paper or electronic medical record

Request confidential communication

Ask us to limit the information we share

Get a list of those with whom we’ve shared your information

Get a copy of this privacy notice

Choose someone to act for you

File a complaint If you believe your privacy rights have been violated

Your Choices
You have some choices in the way that we use and share informatfon as we;

Tell family and friends about your condition
Provide disaster relief

Include you in a hospital directory

Provide mental health care

Market our services and sell your information
Raise funds

Our Uses and Disclosures
We may use and share your information as we:

Treat you

Run our organization

Bill for your services

Help with public health and safety issues
Darasearch

Comply with the law

Respond to argan and tissue donation requests
Waork with a medical examiner or funeral director

Address workers’ compensation, law enforcement, and other government

requests
Respond to lawsuits and legal actions

Your Rights
When it comes to your health Information, you have certaln rights. This section explains your rights and some of our
responsibilities to help you.

Gat an electronic or paper copy of your meadical record
You can ask to sea or get an electronic or paper copy of your medical record and other health information we

have about you. Ask us how to do this.

We will provide a copy or a summary of your health information, usually within 30 days of your request. We may

charga a reasonahls, cost-based fee.




NOTICE OF PRIVACY PRACTICES B %

Ask us to correct your medical record
e Youcan ask us to carrect health information about you that you think is incorrect or incomplete. Ask us how o

do this.
+ We may say “no” to your request, but we'll tell you why in writing within 60 days.
Request confidentlal communications

= Youcanask us to contact you in a specific way {for example, home or office phone) or to send malitoa different
address.

s We will say “yes” toall reasonable requests.

Ask us to limit what we use or share

e You can ask us not to use or share certain health information for treatment, payment, or our operations. We are
not required to agree to your request, and we may say “no” if it would affect your care.

« Ifyou pay for a service or health care [tem out-of-pocket in full, you can ask us not to share that information for
the purpose of payment or our operations with your health Insurer. We will say “yes” unless a law requires us to
share that information.

Get a list of those with whom we’ve shared Information

o You can ask for a list (accounting) of the times we've shared your health information for six years prior to the
date you ask, who we shared it with, and why.

e Wae will Include all the disclosures except for thase about treatment, payment, and health care operations, and
certain other disclosures {such as any you asked us to make), We'll provide one accounting a year for free hut
will charge a reasonable, cost-based fee H you ask for another ore within 12 months.,

Get a copy of this privacy notice

Yau can ask for a paper copy of this notice at any time, even If you have agreed to receive the notice electranically. We
will provide you with a paper copy promptiy.

Choose someone to act far you

= ifyou have given someone medical power of attorney or If someone is your [egal guardian, that person can
exercise your rights and make choices about your health information.

s We will make sure the person has this authority and can act for you before we take any action.

File 2 complaint if you feel your rights are violated

s You can complain if you feel we have violated your rights by contacting us using the information on page 4.

« You can file a complaint with the U.S. Department of Health and Human Services Office for Civi} Rights by
sending a letter to 200 Independence Avenue, 5.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting
www.hhs.gov/ocr/privacy/hipaa/complaints/.

o We will not retaliate against you for filing a complaint.

Your Choices
Eor certain health Information, you ean tell us your chalces about what we share. if you have a clear preference for
how we share your Information in the situations described below, talk to us. Tell us what you want us to do, and we will
follow your instructions. ’
In these cases, you have bath the right and choice to tell usto:
« Share information with your family, cloge friends, or athers involved in your care
» Share information in a disaster relief situation
o Include your information in a hospital directory .
If you are not able to teil us your preference, for example if you are unconscious, we may go ahead and share your
information if we believe it Is in your best interest. We may olso share your information when needed to lessen a
serious and imminent threat to health or safety.
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NOTICE OF PRIVACY PRACTICES

In these cases, we never share your information unless you give us written permission:
* Marketing purposes
» Sale of your information
» Most sharing of psychotherapy notes

In the case of fundralsing:

* We may contact you for fundralsing efforts, but you can tell us not to contact you again.

Our Uses and Disclosures

How do we typically use or share your health information?

We typically use or share your health information in the following ways.

Treat you
We can use your health informatlon and share it with other professionals who are treating you.
Example: A doctor treating you for an injury asks onother doctor about your overall health condition.

Run our arganization
We can use and share your health information to run our practice, Improve your care, and contact you when
necessary.
Exarnple: We use health information about you to manage your treatment and services,

Bill for your services

We can use and share your health information to bill and get payment from heaith plans or other entities.
Example: We give Information about you to vour heqlth insurance plan so it wilf pay for your services.

How else can we use or share your health information?
We are allowed or required to share your information in other ways— usually In ways that contribute to the public good,
such as public health and research, We have to meet many conditions In the law before we can share your information

for these purposes. Far more informatfon see: www.hhs.gov/ ocr/privacy/hipaa/understanding/consumers/index.html.
Help with public health and safety issues

We can share health informatlon about you for certain situations such as:
* Preventing disease
*  Helping with product recalls
* Reporting adverse reactions to medications
= Reporting suspected abuse, neglect, or domestic violence
* Preventing or reducing a serious threat to anyone’s health or safety
Do research
We can use or share your Informatlon for health research.
Comply with the law
We will share information about you if state or federal laws require it, Including with the Department of Health and
Human Services if it wants to see that we're complying with federal privacy law.
Respond to organ and tissue donation requests
We can share health information about you with organ procurement organizations.
Work with a medical examiner or funeral director
We can share health information with a coroner, medical examiner, or funeral director when an individual dies.




NOTICE OF PRIVACY PRACTICES %

Address workers’ compensation, law enforcement, and other govemment requests
We can use or share health information about you:
o Forworkers' compensation claims
« Forlaw enforcement purposes or with a faw enforcement official
With health oversight agencies for activitles authorized by law
For speclal government functions such as military, national security, and presidential protective services
Respond to lawsults and legal actions
\We can share health information about yotr in respanse to a court ar administrative order, or in response to a
subpoena.
Our Responsibilities
« Weare required by law to maintain the privacy and security of your protected health information.
« Wewil let you know promptly ifa breach occurs that may have compromised the privacy or security of your
information.
e  We must follow the duties and privacy practices described in this notice and give you a copy of It.
« We will not use or share your information other than as described here unless you tell us we can in writing. If
you teil us we can, you may change your mind at any time. Let us know in writing if you change your mind.
For more information see: www.hhs.gov/ocr]pﬁvacv/hipaa/understanding[consumers/ noticepp.html,

Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to all information we have about you. The new notice

will be avatlable upon request, in our office, and on our web site.

Other Instructions for Notice

« Effective Date of this Notlce:
September 14, 2023

e Forfurther information concerning our privacy practices contact:
Glenda Marks
Shoals Padiatric Group
208 Ana Drive
Florence, Alabama 35630
256.766.3983




