Taliahassee
Primary Care
4 & Associafes

ADULT MEDICAL HISTORY
NAME Date of Birth / IS
OCCUPATION Today's Date / /

PAST OCCUPATIONS

FAMILY HISTORY: If any biood relative has suffered any of the following please indicate whom il is or was.

Allergies Diabetes Hypertension

Alchoholism Epilepsy Kidney Disease S

Arthritis Gout Migraine

Asthma Glaucoma Stroke

Cancer Heart Disease Tuberculosis

Other .

HOSPITALIZATIONS: Please list the year and why you were hospitalized, including major surgeries and childbirth.

Year Reason

Year Reason__

Year Reason

Year Reason

MEDICAL ILLNESSES: Please list any chronic medical illnesses and length that you have had theimn.

L, 2,
3. 4‘ I
5, 6,

MEDICATIONS: Please list all prescription medications tha vou're currently faking, include strength/dossge as wel as fréqumcy of adn
Pleass include over-the-counter medicines also.

1. 2.
3 4,
3. 6.

ALLERGIES: Please list all medications that you are allergic Lo.




NAME

ADULT MEDICAL HISTORY CONTINUED

Date of Birth

/

Immuonizations: Flu Shot

SOCIAL HISTORY:

Are you sexually active

HEALTH MAINTENANCE: When was vour last: Complete physical
Sigmoidoscopy/Colonoscopy
Mammogram:

Breast exam
Date of last menstruation

Coffes/teaisodas
Tobacco
Alcohol

Tetanus Pacumovax (ppeumonia)

cups a day
packs a day

amount 3 day/amount & week
if yes, please indicate fof parmers

DEXA scan

was a normal?

CHILDHOOD ILLNESSES: Check ali illnesses that you have had.

( ) Chickenpox ( ) Measles ( ) German Measles
{ ) Whooping Cough ( ) Other

WHAT ARE YOU HERE TO SEE THE DOCTOR FOR TODAY?

Pap smear

Eye exam

{ YMumps { ) Scarlet Fever ¢ Y Rheumsatic Fever

PLACE A CHECK NEXT TO ALL SYMPTOMS YOU HAVE EXPERIENCED IN THE LAST YEAR:

{ ) fever

{ ) weiglt change

{ ) blecding problems
{ yswollen glands

( ) aches/pains

{ ) blood transfusions

( ) vision changes

{ )ear paing

( jringing in ears

( ) sinus problems

( ) swallowing problems

{ }decreased hearing

( ) mouth/tongue problems
( ) persistent hoarseness

{ ) severe headaches

( ) rash/hives

( )} changing moles

{ }skin cancer

{ ) other gkin problems

{ ) irregular heartbeat

{ ) shortness of breath

( ) low exercise tolerance
{ )chest pain

( ) frequent coughs

{ ) cough up blood

( ywheezing

{ }swollen ankles

{ )exposureto TB

{ ) high blood pressure

( }indigestion/heartbum

{ ) nausea

{ ) vomiting blood

( )abdominal pain/cramps
( }diarrhea or constipation
( ) hepatitis

( }bowel habit changes

{ ) rectal bleeding

( ybiack *tar-like" stools

{ Yhernia

{ ) up nights to arinate
{1nore than twice)
{ ) blood ir urine
( ) buming or pain while urinating
( ) problems passing urine
{ ) kidney stones .

{ }leg or arm weakness

( ) balance problems/dizziness
( ) fainting problems

{ ) convulsions/seizures

{ ) memory loss

{ ) joint pain

{ ) joint swelling

( ) loss of muscle strength
{ ) gout

{ ) back pain

{ ) phlebitis

{ )leg cramps

Is your life satisfactory?
Do you have a history ot -
( ) Anxiety
{ ) Depression
( ) Bipolar disorder
Have you seriously considered suicide?

Have yon felt threatened in avy way?

{MEN ONLY)

{ ) lutnp in lesticles

{ ) penile discharge

{ ) sexually transmitted disease
{ ) sexual concerns/impotence

{WOMEN ONLY)

{ ) breast huup

{ }unusual nipple discharge

{ ) unusual vaginat discharge

( ) hot flashes

( )} menstrual irregularity/changes

( ) abnormal Pap smear

¢ ) bloating, jrritability with menses
{ )} sexual concems '



REGISTRATION FORM

Date: Doctor: Gregory Williams
Married / Single / Divorced / Widower (Please circle one) Race Sex

Patient Name: Birthdate: SS#

Mailing address: City:

State: Zip Code: ‘ Home Telephone #

FEmail address: (Ask about our Patient Portal)
Patient Employer: Business Telephone #
Spouse’s Name: o Birthdate: SS#

Spouse's emplovyer:

Who will be paying for these visits?

Address of above:

First and last name of dependent children living at home:

1. Sex Birthdate: S8 #
2. Sex ___ Birthdate: S8 #
3. Sex. Birthdate: 85 #
4, Sex Birthdate: SS#
Name of Insured; S8 #
Medicare number: Medicaid number:
Insurance company name: Policy Number:

Insurance company address:

Group # Group emplover name:

Employer address:

[ AUTHORIZE TALLAHASSEE PRIMARY CARE ASSOCIATES TO RELEASE MEDICAL INFORMATION
REGARDING MYSELF AND MY FAMILY NECESSARY TO PROCESS INSURANCE CLAIMS.

Signature




Patient Name: Date of Birth:
Dear Patients,

I'am updating my charts and would appreciate your assistance. T am interested in determining if there is
or have been any histery of significant disease in the following biologic relatives (i.e. heart attacks,
strokes, diabetes, cancer etc.). If you have RECENTLY com pieted a questionnaire please provide us with
any updates; otherwise simply indicate "NO CHANGE".

Thank you for your cooperation.

MOTHER:

Alive () Deceased ( ) Age: Healthy ( ) or Disease:
FATHER:

Alive ( ) Deceased ( ) Age: Healthy ( ) or Disease:

SISTER:

Alive () Deceased ( ) Age: . Healthy ( ) or Disease:

Alive ( ) Deceased ( ) Age: Healthy ( ) or Disease:

Alive ( ) Deceased ( ) Age: Healthy ( ) or Disease: .

BROTHER:
Alive () Deceased ( ) Age: Healthy ( ) or Disease:

Alive ( ) Deceased ( ) Age: Healthy { ) or Disease:

Alive ( ) Deceased ( ) Age: Healthy ( ) or Disease:

MATERNAL (Mom’s) GRANDMOT. HER:

Alive ()} Deceased ( ) Age: Healthy ( ) or Disease:

MATERNAL GRANDFATHER:

Alive () Deceased ( ) Age: Healthy ( ) or Disease:

PATERNAL (Dad’s} GRANDMOTHER:

Alive () Deceased ( ) Age: Healthy ( ) or Disease:

PATERNAL GRANDFATHER:

Alive () Deceased ( ) Age: Healthy ( ) or Disease:
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PATIENT ACKNOWLEDGEMENT, CONSENT WITH INSURANCE C!-fRTIFICATION AND ASSIGNMENT, AND

TREATMENT AUTHORIZATION

I understand thet under Federal and State jaw | am entitted to have information fegarding my physical and mentat haalih condition and
health care I have recaived remain private and confidential. Under certain sircumstances Tallahassee Primary Care Associates, P.A,
{("TPCA"} is limited Inv its abliity to release such information, known as Protected Health Information, without my authorization.

| understand | have the right to review the Notice of Privacy Practices of Tallahassee Primary Care Associates prior to sighing this
document, and | acknowledge that the TPCA Notice of Privacy Practices, which includes a listing of my rights as a patient, has besn
pravided to me. | understand that the Notice of Privacy Practices for Tallahassee Primary Care Assoclates s also available on {he
Website for TPCA at www. TallahasseePrimaryCara. com. ! understand that my physician is & part of TPCA, and that this notice applies
to the protected health information that fy physician, as & part of TPCA, coliects, receives, or creates for my past, present of future
physical or memtal heaith,

1 hereby consent to the use or disclosure of my protected health information by for the purpose of diagnosing ar providing treatment to
me, obtaining payment for my health-care bills, including my insurance carier or bealth maintenance organization, to conduct
healthcare operations of TPCA, and/or any other permitted disclosure, as outlined in the Notice of Privacy Practices.

| alsp understand that TPCA is a member of and provides electronic medical records to certain heafth Information exchanges.
information regarding health information exchanges, inciuding the Tallahassee BigBendHealth.com | is included on page 2 of this
document . This information exchanged in these activities may include my protected heath irformation. | hereby authorize such
transmisgion, | understand that | fnay opt out of this transmission at any time by sending a written request specifically stating my desire

to opt out of HIE activities direatly to our Privacy Officer through email at Compliance@TallahasseePrimaryCare.com or by mailing &
written request to Privacy Officer at 1803 Mictosukes Commons Drive, Tallahassee, F1 32308, - :

TPCA reserves the right to revise, make new provisions and or change the terms of these notices at eny time. New notices will b
effective for all protected health information that we maintain at that time. Such revised natice will be made avaitable to you by posting

2 copy of the revised notice on our.wehsite at www. TallahasseePrimaryCare.com.

| hereby certify that the information given by me in applying for payrent under Title XVIIl and XX of the Social Securily Act by any
third-party payors is correct. | assign payment to TPCA of all benefits due me under the terms of sald policles and programs. | assign

are not paid by my insurers or other third-party payers together with all costs of callection, if necessary, including collection fees
charged by a third-perty collection agency a reasonable attorney's fees if collected by or through an attorney-st-law,
A PHOTOSTAT COPY OF THIS AGREEMENT SHALL BE VALID AS THE ORIGINAL,

The undersigned certifies that hefshe has read the foregoing and is the palient or the parent or guardian of the patient and is duly
authorized as patient’s agent to execute the above and except its terms, including the provision of treatment autharization.

Patient name; Print

Sign

Date:

Parent or lega) guardian name:  Print

Sign

Date: .

Explain Your Relationship to Patient:

Description of Personal Representative’s Authority:




N IMPORTANT INFORMATION RELATED TO HEALTH INFORMATION EXCHANGE
ettt BN TIDIN REEATED TO HEALTH INFORM;

Recent important legisiation in the American Recovery and Reinvestment Act of 2009, enacted by Congress, includes important provisions
which fmpact heatlth care providsrs and patients efike. Among the provisions of this Act s the concept of Health information Exchange ("HIE™).

L
Heaith information exchange (HIE} Is defined as the mobilization of healtheare information alectronicaily across arganizations within a region or
community, HIE provides the capabllity to electronically move clinical information among disparate health gare Information systems while
maintaining the meaning of the information baing exchanged, The goal of HIE is to facilitate access to alinical data to provide safer, more
timely, efficient, effective, equitable, patient-centered care. HIiE I also useful to Public Health authoriies to assist In anaiyses of tha health of

the populaiion, -

Tallahagsee’ Primary Care Associates, P.A, participates in and pravides patient information to HIE's in cenain circumstances in order to
facilitate the coordinated continuum and exchange of healthcare information batween facilities and providers.

For the purpase of informing you, our patient, cencerning HIE in general, and our participation in and commitment te HIE, we have included a
brief explanation and an exampie of our local resource of HIE in Tallahasses trrough BigBendiHealth.com and the Big Bend Regional
Healthcare informatian Organization ("BBRHIO™,

BBRH!C is a Fiorids nonprofit, public benefit corporation organized and federally recognized 501 (c)(3} of the Internal Revenus Code. tnless
you specifically opt out as provided below your persanal health {iformation will be provided to BBRHIOQ. Tallahassee Primary Cara Associates
and our physicians support this health information exchange as an impartant part of healtheare technology that faciitates communication and
community coardination of your patient care.

A Regional Heaithcare Information Organization ("RHIQ" i a group of organizations and stakeholders that exchanges data electronically to
improve the quality, safety, and efficlency of healthcare delivery. RHIOs are ordinarily geographically definad entities that arrange for the
means to exchange information’ electronically, They also davelap and maintsin HIE standards. To succesafully exchangs information, RHIOs
muyst bulid thelr data exchange on sound principles and processes.

BERHIO is locally cwned and managed, and consists of numeraus well-sstablished and respected iocal heaith care arganizations snd
stakeholders. The Board of the BBRHIO is comprised of local health care providers, and is solely urdar tha control of the locs! Board,
BigBendHealth.com, which is the website of the BBRHIC, iz a first-of-its-kind hoaith rescurce that creates economic benefits, a conpestsd
workforce, improved medical care and a breakthrough In recards management. The Purposa of "BigBendHealth.com* is to be the essential
communication resource and HIE for hesith care in the Capital region. Additionally, BigBendHealth.com is tha largest active Health Information
Exchange {"HIE") in Fiorida with millions of records for over 300,000 unique patients in the aystem and processing over 400,000 new

messages a month,

STATEMENT OF PURPOSE: BBRHIO sesks 1o reduce the cost and improve the quality and sfficiency of health cars provided by the
Participants through the elecironic rmanagement and exchangs of health information acquired or generated by them in providing, paying far,
and reporting on patient care items and services. The Participants anticipate that the electronic management and exchange of such information
will simultansously help aliminate unnecessary repeat testing, inorease the accuracy af medical diagnoses, improve medical treatment, and
Impreve oulcomes for patients. BERHIO operates a Regional Mealth Information Network {"RHIN™ to facilitate the electronic transmission,
frnited storage, and sharing of health information among participating providers of health care services, third-party payers for health care
services, and other interestad parties in thelr respective regions in & manner that complles with all applicable laws and regulations, including
without limitation those pratecting the privacy and security of health information. The intent of BBRHIO and for each of the organizations that
Patticipate Is to share information for administrative claims and/or treatment purposes. Specifically, this affort is intended to provide &
coliaborative framewark through which the parties can securely share inforrnation for administrative claims andfor trestment purposes,

Information on this effort and perticipation, as wsll as general information related to the 'fal!ahassea health care community, can be found at

www.BigBendHeslth.com.




Patient's Comfﬁﬁnicaﬁon Instructions, Patient's Release and Acknowledgement

Patient Name (PRINT):

Date of Birth:

Pattent Address:

TELL U5 WHAT YO L} TO AUTHORIZE OR LINIT WITH THIS FORM {check ali that a 5

—} would fike fo UPRATE or CHANGE my telephona andior email contact information

——{ would like fo AUTHORIZE or CHANGE MY AUTHORIZATION for certain individuals to have access to andior receive communication and
disclosutes concerning my healthcare

— 1 would Hke to LIMIT or REVOKE my authorization for individuals that have previously had aceess to andfor received communication and
disclosures cancerning my healthcare

Which of the following communication means are appropriate/acceptable for our office to communicate with you? (Please check all that
apply)

Homae phone number - leave message ta refurn call — no particulars NUMBER:

Home phone number - leave message with particutars NUMBER:

Work phone number - leave massage to return call - no particulars NUMBER:

Work phone number - leave message with particulars NUMBER:

Cell number - leave message to return call — no particulars NUMBER:

Cell number - {eave message with particulars NUMBER:

Email {Pleasa do not assume that email will be used by your physiclan for communication. Please talk to
your physician about the use of emall a5 a2 means of communication. )

Other (EXPLAIN AND PROVIDE DETAILS)

Other (EXPLAIN AND PROVIDE DETAILS)

Wito are you authorizing our office to discuss your health sRuatlon with? (Please tist all names}
Discuss with no ene

Spouse: cirole AUTHORIZED or UNAUTHORIZED (Name: )

Chlld: circle AUTHORIZED or UNAUTHORIZED {Name: )

Sibling: elrcie AUTHORIZED er UNAUTHORIZED (Name: )
Other: circle AUTHORIZED or UNAUTHORIZED (Name: b}
e ther: cirele AUTHORIZED ar UNAUTHORIZED (Name : )

IN CASE OF EMERGENCY, OR IF WE ARE UNABLE TO REACH YOU, WHOM MAY WE GONTACT?

Name Refationship, Phane:

This suthonzation will expire on; {tf no date i specified, it wil axpire upan your wiitten amendmsnt and i ions though your ion of a change to the
information contained on thig foa via & completion of 3 nevdraplacement jorm).

8y signing below, | acknowledge that ] have recefved and reviewed a copy of Tallahassee Primary Care Associates' Notice of Privacy
Policles.

Signature of Patient or Legal Guerdian ‘ Date

¥ nat the patient, explain retationship and legal autharity:




.

Patieat’s Authorization For Release of Protected Health information and Medical Records

Patlent's Name
{Last, First, Middle!f_\ngiden]

Palfent's Address: City . State Zip

Date of Birth ) Phane Numbers

lauthorize my physician andfor administrative and clinical staff at Taitahassee Primary Care Associates or other healthcarg provider as Indicated
below to release the madicat information specified below fo the following berson er entity:

Person or Entify to Recefve Information: Person or Entity to Disclose Information: —[

Name/Organization; Name/Organization:

Addrass: ) Address:

Clty, State, Zip: . City, State, Zip:

Phone: Fax; Phane: Fax:

SPECIFIC INFORMATION TO BE DISCLOSED {check all that appiy):
_. Complete Medica! Regord __ Billing Records __ Office Notes — Ultrasoung
Reports

. Lab Reporis , —_ Surgery Records ! .. Mammagram Reporis

__. Dbstetricat {OB) Records — Pap Smear / Biopsy Reporis __ Other (specify):

DATES OF SERVICE: : : —

PURPOSE: ___ Ghanging Physicians, —. Personat Copy to Patient, —_Altomey. ___ insurance, ___ Workers' Camp,

Other

This authorfzation will expire on: {If no date Is specifled, It will expire 80 days afler data signed).

CHECK AND INITIAL BELOW:

100 _ 1 DO NOT authorize the release of information pertaining io specific laboratery tests of HIV Infection (Huran mmynodeficiency
Virus, the causative zgent of AIDS), the results of such tests, the diagnosis of Acquired hmmuns Deficiency Syndrome {AIDS) or AIDS
related conditions, and all medicsl recards and clinical information refating thereto,

initials of indfvidusl ghving suthorization:

— 1 DO __ 1 DO NOT autherize the release of all information, including but not firited to the medicsl/clinical record and other information
pertrining to any evaluation, treatment andior hospitalization for mentat health or psychiatric conditions.,
Initiais of individual giving authorization:

Do __1 Do NOT authorize the release of al information, inchuding but not limited fo the medicaliolinical record and olher information
relating to any avaluation, tfreatment and/or hospialization for drug or alcohod abuse, drug-related and/or alcohal-related ireatmant.
Initials of individusl giving autherization.

! have read and understand the nature of this authorization and [ have been provided a copy of TPCA's Notice of Privacy Palicy and tha
oppertunity to review the same. | understand that 1 have the tight to revoke this authorization, in writing, at any time by sanding such writters
notification to the practice’s Privacy Officer at Tailahassee Pristary Care Associates, P.A., Administrative Offices 1803 Miccosukes
Commons Drive, Tallahasses, FEiorida 32308, Attn: Complfance Officer or email complianca@TaﬂahassaeFrrmaryCare.com. |
understand that a revocation is not effective to the extant that my physician or Tallzhassee Primaty Care Associates has taken action In valiance
upen this guthorization or if my authertzation was obtained as & condition of abtaining insurance coverage snd the insurer has a legal right to
contest a clatm. 1 also understand that such revocation does nat affeat TPCA's right to use or disclose any information as otherwise provided for

care sefvices 2re provided to me sclely for the purpase of creating protected heaith fnformation for disciosure to a third party, When my health
information is used or disclosed pursusnt to this authorization, it may be subject to re-disclosure by the reciplent and may no longer be protected
by the federal HIPAA Privacy Rule andfor ather applicable fedetal and stale laws. Releaser and Hs agents and employees are hersby
autharized to obtain, inspeot and reproduce such records andior Information and are hereby refieved of any responsibility of Fability that may
arige fram the release or reproduction of such records and or information.

Signature of Patient or Patient's Represeniative Witness

Relationship to Palient Date
(If applicable, attach document of guardianship or Power of Attorney)



Patient Name Date of Blrth
Email Address

Due to changes in heathoare regulation, we are required to seek some additional information from our patients,
Please agsist us in updating your medical records as prescribad by the Fedeara! Reglster:

"In genarzl, we do require that all demagraphic elements that are Gsted & the objective be nctuded In a recard in cerlified ENR
technology. However, we 'do not desire, nor could we taquire that a patlent provide this information they are oferwise unwiliing
o do g0, If a patient declines provide the Information or If sapluritig 4 patients ethnicity and race is prohibited by state law,
suchra netation entered as structured datz would count as an antry for purposes of meeting the measune.”

Wednasday, July 23, 2010
Part i
Departrment of Haafth and Human Services
Canters for Medicare & Medicaid Services
42 CFR Paits 412, 413 422, st al.
Medicaid and Medicare Programs;
Elvctranic Health: Record incentive Program; Finel Rule

Please note th'at providing the information below is completely voluntary. Simply check™Prefer not to share” for
the information that you do not wish to provide, Thanks for your cooperation!

G) Gendar: Male Female
@ Ethnicity: " Not Hispanic or Latina T Hispanic or Latino
Prefer not to share
@ Race: Caucasian American Indian or Aliska Natve
Asian Black or Afiican Amerlcan
More than cne race Nalive Hawaiian ‘

Other Facific lslander Prefer nat to share

@ Youir doctor would like to make sure that we provide education materials to you in your language of choice,

Please indicate your language preference below:

Primary Language: English Other (please specify):

b e

Did you Know: .

A summary of your office visit is now available to you upan request. Office visit summaries Include g synopshs
of yousr appointment as wall as any follow up measures that should be taken as & result. Below are your options
for recelpt. Check the option that hest fits your needs.

1) TPCA Patient Portal- Sliminate the nesd for keeping up with paper and
receive if electronically. It's easy! Ask the front desk how to sign up todayt

2) Available for pick up at the office after 3 business days

TPCA complies with the medical office ragulations of the Federal Government, which were developed to improve
Heaith Care Quality and Efficiency transforming the way health cars is both practiced and delivered,

Patlent/Parent/Guarantor Signature Date
w"mm

- | Tallabagsen,
. Primazy Care
Aggochues




Tallahassee Primary Care Associates, P.A.
Corporate Policy

 FINANCIAL POLICY

o
+ Payment is always due PRIOR to service: We accept cash, check, or eredit card for payment of

our estimate of your patient responsibility at the time of service, We maks every effort to identify in
advance of your scheduled visit all amounts that ars owed or will be owed as your portion of
regponsibility, including deductibles, co-pays, and co-insurances. Insurers howsver ultimately
reserve the right fo process our daims and notify us of their final determination of your individual
responsibility through the dlaims filing process. Our initial detsrmination of your portion of fingncial
responsfhility prier to your scheduled service is therefore girictly preliminary and may be subject to
adjustment when ciaims are actually processed by the insurer. We will of course nofify you via qur
petient statements as soon as possible Iif there ars charges to your financial responsibility that
have occurred dusing claims fillng baséd on your insurer's final determination, If requested, an
itamized listing of sarvices provided will be given to you,

¢ PATIENTS WITH HIGH DEDUCTIBLE HEALTH PLANS AND PRIVATE PAY PATIENTS: Please

be prepared fo pav vous fyll charges prior to service. Wa reserve the right to reschedule or

ay service if vou are unable to make pavinent In full at the #i of service

+ Our Biliing Services: We will file charges on your behalf with most health plans. We amre
panticipating providers for most insurers in Tallahasses, but not all insurars ~ please refar to our
web site for a listing of our participation agreements with heafth plans. It is always a good idea to
confirm your health plan inforration with your physician's office at the time of scheduling to ensure
that there have been no changes in your soverage that might impact the filing and payment of your
claims. PLEASE NOTE THAT TECA iS UNABLE TO BILL OR RECEIVE PAYMENT FROM ANY
H.M.O. PLANS UNLESS WE HAVE A SPECIEIC PARTICIPATION AGREEMENT WITH THE
HM.O. WE WILL BE UNABLE TO PROVIDE SERVICES TO YOU IF WE DO NOT HAVE A
FARTICIPATION AGREEMENT WITH YOUR H.M.O.

* Co-Pays, Deductibles, and Codnsurances: Your share of ca-pays, deductibles, and co-insurance
Bre your responsibility, and payment is due at the time of sarvice. The portions of our charges that
are your responsibility are based on your contract with your insurer, and are your part of your
contractual cbligation directly %o and with your insurer. Your insurer requires and expects that wa
will collect 100% of your financigl responsibility undsr your contract, We are not pemitted to waive
or atherwise raduce this obligation en your behalf.

= Becondary Insurances: if applicable, sacondary insurance claims will be fled once. If paymentor
denial has not been recelved within 30 days of fiing, you wil ba responsibie for paymant in full,
You must make us aware of any secondary coverage that you have at the time of your
appointment.

*  Tertiary insurance: if applicable, teriiary insurance clalms will be filed once. If payment or denial
has not been received within 30 days of filing, you will be responsible for payment in full, You must
meake us awara of any tertiary coverage that you have at the time of your appointment.

*  Charges for falling to coma to your appolntment {generally termied “no-show feas™): Tha
following fees will apply if you fail to present for an appointment:
$25.00: - Office visits (or a5 determined by each offics), Ambulatory Cardiovascular monitors.
£50.90: - Ultrasound, CT, Trave! Clinic {you must provide nofice of cancailation to our Uisgnostc
Department scheduling personne! at least 24 hours priar to your schedufed appointment time).
Variable: - Nuciear Medicine Studies {Patients faifing to show for an appointrent without providing
at least 24 hours cancellation notice wili ba charged the cost of the Radicisotopas, which varies
based upon market conditions. This cost has historicaliy fluctuated in the $50-5250 rangs).

CP <3 2012 - Financisl 8Fog Policy 0-26-10, Revissd O1-31-12.do Page 30l 4



Tallahassee Primary Care Associates, P.A.
Corporate Policy

* Statements: We provids pafent statements to our patients every menth. The statements
summatize the outstanding charges and claims activity. We expect payment of your staternent
balanee i fufl upon‘your receipt of the staterment. If you have a guestion, if you believe thers is a
mistake on your statement, or if you have any congem about your statement fransactions, we
expect to haar from you in a timely manner {you may contact your physician's office, but for billing
questions you may bs referred to our billing department, which will most likaly ba our best resource
for your inquiry). We reserve the right to avoid the cost of sending statements to patients who have
a8 smali balance outstanding (uswally isss then $6.00). For small balances, our Patent
Registration/Recepton swff in your physician's office will collect the balance at your next
appointment.

» Financial Promissory Form: If you are truly unable o make payment in full for your portion of
financial responsibifity at the time of servica, you wiil be required to sign a Financial Promissory
Agraement. In this Agreement, you will have 14 calendar days to submit payment in full. If you do

not make payment within 14 calendar days, we will add an_additional $25.00 admialstrative fee
o the original copay, deductible. andfor coinsurance that Is due,

* Collections: if no payment is recsived within our 3™ stalwment cycle (apprnximatély 80 daye or
more from your date of service), your account Is considersd delinguent and miay be referred to an
outside collection agency, Referral o outside collect damiage your credit, so we
strongly u, o 0 comtact our Billing Department to work out Nt arrangements so
that we can avold this step, We will discharge patients who havs balancas that are refetred to an
outside collection agency.

« Payment Plans: Subject to the following specific rules, we permit payment plans for patisnts who
may néed addiional lirme to pay their financiat responsibifity in full. Peients will adhere to our
payment plan policy set forth belows

o We will not permit payment plans for Individual patient balances of less than
$100.00. The minimum balance for a payment plan is $100.00

o If the balance is less than $350, vou must pay the balanee in fu!l within 6 months.

o Balances greater than $350 must be paid in full within 12 months.

= We will expect you to make minimum payments of $50 per month,

. '@ wa U o understand this document and our poficles and procedures. and we do not
want you to be confuged. If you have any questions or concems about our Financial Policy,
procedures or faes, your physician's office manager or our billing department ¢an help. Please ask
quastions if necessary before signing below.

My signature below certifies that | have read, understand and agree to the terms of this Financial
Paolicy.

Patient Signature:

Date:

PATIENT INFORMATION (OFFICE USE ONLY)

Patient Name:

D.0.B. MRN
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