B (PLEASE PRINT) Home Phone ( )

Name - - __ SS/HIC/Patient 1D #

Last Name First Name Middle Initial
Address . - Cell Phone ( |
7L _ State o Zip o
Sex (UM [JF Age_ Birthdate [ Married L] Widowed 1 Single [ Minor

[ Separated [ Divorced [ Partnered for ___ vears

Patient Employer/School i Occupation B
Employer/School Address . Employver/School Phone ( —1)
Whom mav we thank for referring you? — o
In case of emergency who should be notified ? 'hane | ) e .. -

Person Responsible for Account

Last Name ) First Namye : T Middle Initial
Relation to Patient — Birthdate Soe. Sec, #
Address (If different from patient's) — Phone | ) . .
City __ State . S Zip
Person Responsible Employed by Occupation I
Business Address I —— Business Phone | _— = p—
Insurance Company SE—— e S -
Contract # _ e Group # - Subscriber # S

Names of other dependents covered under this plan

Is patient covered by additional insurance?  [JYes [ No

Subscriber Name _ Relation to Patient __ Birthdate e
Address (f different from patient's) _ - = Phone ( | S
City : = State - Zip

Subscriber Employed by — S Business Phone ( )

Insurance Company R o Soc, See, #

Contract # _ Group#___ ) Subhsceriber # -

Names of other dependents covered under this plan e . _

— Assignment and Release —

I certify that L and/or my dependent(s), have insurance coverage with o and
Name ol Insurance Companyiies)

assign directly to Dr. all insurance benefits, if any, otherwise pavable to me for services rendered. | understand
that Tam financially responsible for all charges whether or not paid by insurance. T authorize the use of my signature on all insurance submissions.

The above-named physician may use my health care information and may disclose such information to the above-named Insurance Company(
and their agents for the purpose of obtaining pavment for services and determining insurance benefits or the benefits payable for related services.
This consent will end when my current treatment plan is completed or one vear from the date signed below,

Siginature of Patient, Parent, Guardian or Personal Representative Liate

“Please prnt name of Patient, Parent, Guardian or Personal Representative __Itu]..mjnhhip to Patient

— Registration Form —
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Patient Name

Confidential

Age_ Birthdate _

What is your reason for visit? ___

Symptoms
GENERAL
(] Chills
] Depression
[ Dizziness
[] Fainting
[] Fever
[ Forgetfulness
(7] Headache
[0 Loss of sleep
[] Loss of weight
[[] Nervousness
[] Numbness
[] Sweats

MUSCLE/JOINT/BONE

Pain, weakness, numbness in:

[J Arms [ Hips
[J Back [ILegs
[] Feet [ Neck
[] Hands [] Shoulders

GENITO-URINARY
[] Blood in urine
[[] Frequent urination
[] Lack of bladder control
[] Painful urination

Conditions
[JAIDS
[] Alcoholism
[] Anemia
[ Anorexia
("] Appendicitis
[] Arthritis
1 Asthma
(] Bleeding Disorders
[] Breast Lump
[] Bronchitis
[] Bulimia
[] Cancer
[] Cataracts

Medc'catiom_

Pharmacy Name

Date of last physical examination

Today's Date

Check (v') symptoms you currently have or have had in the past year.

GASTROINTESTINAL

] Appetite poor
[] Bloating

[J] Bowel changes
[[] Constipation
L] Diarrhea

] Excessive hunger
] Excessive thirst
[J Gas

[] Hemorrhoids
[] Indigestion

(] Nausea

[] Rectal bleeding
(] Stomach pain
[ Vomiting

[[] Vomiting blood

CARDIOVASCULAR
[] Chest pain
[7] High blood pressure
[1 Irregular heart beat
[] Low blood pressure
[] Poor circulation
[J Rapid heart beat
[] Swelling of ankles
[] varicose veins

EYE, EAR, NOSE, THROAT
[] Bleeding gums
[[] Blurred vision
[[] Crossed eyes
[ Difficulty swallowing
[] Double vision
[] Earache
[] Ear discharge
[] Hay fever
[ ] Hoarseness
[[] Loss of hearing
[[] Nosebleeds
[ Persistent cough
[] Ringing in ears
[[] Sinus problems
['] vision — Flashes

[] Vision — Halos
SKIN

[] Bruise easily

[] Hives

[] Itching

[ Change in moles

[ Rash

[] Scars

[] Sore that won't heal

MEN only
] Breast lump
[] Erection difficulties
[J Lump in testicles
[[] Penis discharge
('] Sore on penis
[] Other

WOMEN only
[] Abnormal Pap Smear
[ ] Bleeding between periods
[] Breast lump
[] Extreme menstrual pain
[] Hot flashes
[ Nipple discharge
[ Painful intercourse
[ Vaginal discharge
[1 Other
Date of last
menstrual period
Date of last
Pap Smear _
Have you had
a mammogram?
Are you pregnant?
Number of children

Check (v') conditions you currently have or have had in the past year.

[[] Chemical Dependency
[] Chicken Pox
[ Diabetes

[ Emphysema
[ Epilepsy

[ Glaucoma

[] Goiter

[ Gonorrhea

[] Gout

[] Heart Disease
[ ] Hepatitis

[ ] Hernia

[] Herpes

List medications you are currently taking.

[] High Cholesterol
[] HIV Positive

[] Kidney Disease
[] Liver Disease

[] Measles

[[] Migraine Headaches
1 Miscarriage

[] Mononucleosis
[] Multiple Sclerosis
[] Mumps

[] Pacemaker

[] Pneumonia

(] Polio

[ '] Prostate Problem
('] Psychiatric Care
[[] Rheumatic Fever
[] Scarlet Fever

[] Stroke

[] Suicide Attempt
[[] Thyroid Problems
] Tonsillitis

[] Tuberculosis

[} Typhoid Fever

[] Ulcers

[] Vaginal Infections
[[] Venereal Disease

Allerjies

(Vars. M255504)

_ Phone ___

Health Héftory

#20378 -
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FM Hu‘tory Fill in health information about your immediate family.

Relation S}:Ztaeilﬁf g%e;::]t Bl i EH ol Check (v) 1fDLc;u;Sl::00d relatives had agzlg;&esrf]?g?::?gu

Father Arthritis, Gout

Mother Asthma, Hay Fever

Brothers Cancer
Chemical Dependency
Diabetes
Heart Disease, Strokes

Sisters = ) High Blood Pressure
Kidney Disease
Tuberculosis _

_ Other
. : . . . B
ospitalizations Pregnancies
Year Hospital Reason for Hospitalization and Outcome - Complications if any
Health [Habits
Check (v) which you use and how much you
use.
Caffeine
Tobacco
Have you ever had a blood transfusion? [(lves [INo
If yes, please give approximale dates st Drugs
Serious lliness/Injuries Date Outcome il

Y,

onal

Check (v) if your work exposes you to:

Stress Hazardous Substances
Heavy Lifting Other
Occupation

To the best of my knowledge, the above information is complete and correct. | understand that it is my responsibility to inform my doctor if |, or my minar child, ever have a

change in health.

Signature of Patient, Parent, Guardian or Personal Representative

Date

Please print name of Patient, Parent, Guardian or Personal Representative

Relationship to Patient

Reviewed By

—

Date



HIPAA Notice of Privacy Practices

Gayatri Singh, M.D.
2300 W White Ave Ste 106

McKinney, TX 75071
972-562-4755

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.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to
carry out treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by
law. It also describes your rights to access and control your protected health information. *Protected health
information” is information about you, including demographic information, that may identify you and that relates to
your past, present or future physical or mental health or condition and related health care services.

1. Uses and Disclosures of Protected Health Information

Uses and disclosures of Protected Health Information

Your protected health information may be used and disclosed by your physician, our office staff and others outside of
our office that are involved in your care and treatment for the purpose of providing health care services to you, to pay
your health care bills, to support the operation of the physician’s practice and any other use required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health
care and any related services. This includes the coordination or management of your health care with a third party.
For example, we would disclose your protected health information, as necessary, to a home health agency that
provides care to you. For example, your protected health information may be provided to a physician to whom you
have been referred to ensure that the physician has the necessary information to diagnose or treat you,

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services.
For example, obtaining approval for a hospital stay may require that your relevant protected health information be
disclosed to the health plan to obtain approval for the hospital admission.

Healthcare Operations: We may use or disclose, as -needed, your protected health information in order to support
the business activities of your physician’s practice. These activities include, but are not limited to, quality assessment
activities, employee review activities, training of medical students, licensing, and conducting or arranging for other
business activities. For example, we may disclose your protected health information to medical school students that
see patients at our office. In addition, we may use a sign-in sheet at the registration desk where you will be asked to
sign your name and indicate your physician. We may also call you by name in the waiting room when your physician
is ready to see you. We may use or disclose your protected health information, as necessary, to contact you to remind
you of your appointment.

We may use or disclose your protected health information in the following situations without your authorization.
These situations include: as Required By Law, Public Health issues as required by law, Communicable Diseases:
Health Oversight: Abuse or Neglect: Food and Drug Administration requirements: Legal Proceedings: Law
Enforcement: Coroners, Funeral Directors, and Organ Donation: Research: Criminal Activity: Military Activity and
National Security: Workers’ Compensation: Inmates: Required Uses and Disclosures: Under the law, we must make
disclosures to you and when required by the Secretary of the Department of Health and Human Services to investigate
or determine our compliance with the requirements of Section 164.500.

Other Permitted and Required Uses and Disclosures. Will be made only with your consent, Authorization or
opportunity to object unless required by law.
You may revoke this authorization, at any time, in writing, except to the extent that your physician or the



physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization.

Your Rights
Following is a statement of your rights with respect to your protected health information.

You have the right to inspect and copy vour protected health information. Under federal law, however, you may
not inspect or copy the following records: psychotherapy notes; information compiled in reasonable anticipation of , or
use in, a civil, criminal, or administrative action or proceeding, and protected health information that is subject to law
that prohibits access to protected health information.

You have the right to request a restriction of your protected health information. This means you may ask us not
to use or disclose any part of your protected health information for the purposes of treatment, payment or healthcare
operations. You may also request that any part of your protected health information not be disclosed to family
members or friends who may be involved in your care or for notification purposes as described in this Notice of
Privacy Practices. Your request must state the specific restriction requested and to whom you want the restriction to
apply.

Your physician is not required to agree to a restriction that you may request. Ifthe physician believes it is in your best
interest to permit use and disclosure of your protected health information, your protected health information will not
be restricted. You then have the right to use another Healthcare Professional.

You have the right to request to receive confidential communications from us by alternative means or at an

alternative location. _You have the right to obtain a paper copy of this notice from us. Upon request, even if
you have agreed to accept this notice alternatively i.e. electronically.

You may have the right to have your physician amend your protected health information. If we deny your
request for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to
your statement and will provide you with a copy of any such rebuttal.

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected
heaith information.

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the
right to object or withdraw as provided in this notice.

Complaints
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have
been violated by us. You may file a complaint with us by notifying our privacy contact of your complaint.

We will not retaliate against you for filing a complaint.

This notice was published and becomes effective on/or after April 14, 2003.

We are required by law to maintain the privacy of and provide individuals with this notice of our legal duties and
privacy practices with respect to protected health information. 1f you have any objections to this form please ask to
speak with our HIPAA Compliance Officer in person or by phone at our main phone number.

Signature below is only acknowledgment that you have received this Notice of our Privacy Practices.

Print Name: Signature: Date




PATIENT RECORD OF DISCLOSURES

In general, the HIPAA privacy rule gives individuals the right to request a restriction on uses and disclosures of their
protected health information (PHI). The individual is also provided the right to request confidential communications or
that a communication of PHI be made by alternative means, such as sending correspondence to the individual's office
instead of the individual's home.

| wish to be contact in the following manner (check all that applies):

F’ Home Telephone |—] Written Communication
O o.k. to leave message with detailed information O ox. to mait to my home address
1 Leave message with call-back number only M1 0O.K. to mail to my work/office

M O.K. to fax to this number
[ Work telephone
M 0O.K. to leave message with detailed information M other

ﬂ Leave message with call-back number only

Patient Signature Date

Print Name Birth Date

The Privacy Rule generally requires healthcare providers to take reasonable steps to limit the use or disclosure of and
requests for PHI to the minimum necessary to accomplish the intended purpose. These provisions do not apply to
uses or disclosures made pursuant to an authorization requested by the individual.

Healthcare entities must keep records of PHI disclosures. Information provided below, if completed properly, will
constitute an adequate record.

Note: Uses and disclosures for TPO may be permitted without prior consent in an emergency.

Record of Disclosures of Protected Health Information

Date Disclosed To Whom Relation to you By Whom
{Husband,Wife,Mom,Dad) Disclosed

Staff

Staff

Staff

Staff

Staff




