FIFTH AVENUE PEDIATRICS, P.A.
CONFIDENTIAL PATIENT INFORMATION

Today's date

Parent #1 (Mother/Father) Please circle.

Full name Date of birth

Address City State Zip
Home phone Cell phone Work

Occupation Employer

Email Address

Parent #2 (Mother/Father) Please circle.

Full name Date of birth

Address City State Zip

Home phone Cell phone Work

Occupation Employer

Email Address

Children and Newborns DOB Gender

In case of emergency, notify: Phone

Insurance: Name of insured DOB

Name of insurance company

Claims Address City State Zip

Member ID # Group #

Referred to us by?




Confidential Patient Information

Family History: Has anyone in your family had the following problems? (Please check yes or no})

Yes No
Heart Disease

High Cholesterol

Diabetes

Allergies/Hay Fever

Lung Disease

Kidney Disease

Liver Disease

Thyroid Disease

Cystic Fibrosis

Cancer

Social History:

Who lives at home with patient?

Yes No
Abdominal Problems

Migraines

Eye/Vision Problems

Hearing Problems

Immune Disorders/HIV

Blood Disorders

Sickle Cell

Psychiatric lliness
Including Drug or
Alcohol Dependence

Any pets? If so, what kind?

Any smokers?

Do you live in an area with fluoridated water?
Any alcohol consumption at home?

Previous Medical Problems:

Average intake

Has your child had chicken pox?

Has your child been exposed to tuberculosis?

Has your child been exposed to Hepatitis?

Previous Surgery:
Procedure

Date

Previous Hospitalizations (other than surgery):

Problem

Date

Allergies:

Current Medications {including over the counter):

Are your child’s immunizations up to date?




NOTICE OF PRIVACY PRACTICES FOR FIFTH AVENUE PEDIATRICS, P.A.

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU AND YOUR
CHLD/CHLDREN MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO
THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

Our practice is dedicated to maintaining the privacy of your individually identifiable health information.
In conducting our business, we will create records regarding you and the treatment and services we provide
to you. We are required to protect the privacy of health information about you and that can be identified
with you, which we call "protected health information”, or "PHI' for short. We must give you notice of
our legal duties and privacy practices concerning you PHI:

* How we may use and disclose your PHI
* Your privacy rights regarding your PHI
* Our obligations concerning the use and disclosure of your PHI

The terms of this notice apply to all records containing your PHI that are created or retained by our
practice. We reserve the right to revise or amend this Notice of Privacy Practices. Any revision or
amendment to this notice will be effective for all your records that we may create or maintain in the
future. Our practice will always post a copy of eur current Notice in our office in a visible location,
and you may request a copy of our most current Notice at any time.

WE MAY USE AND DISCLOSE YOUR PHI THE FOLLOWNG WAYS

l. Treatment. Many of the people who work for our practice-including, but not limited to, our doctors
and nurses-may use and disclose PHI about you to provide, coordinate, or manage your health care and
related services. For example, we may use and disclose PHI about you when you need a prescription, lab
work, an x-ray, or other health care services. In addition, we may use and disclose PHI about you when
referring you to another health care provider or to others who may assist in your care, such as your
spouse or parent.

2. Payment. Our practice may use and disclose your PHI in order to bill and collect payment for the
treatment, services, and items provided to you. For example, we may contact your health plan(s) to
certify that you are eligible for benefits (and for what range of benefits), and we may provide your health
plan (s) with details regarding your treatment to determine if your health plan(s) will cover or pay for
your treatment We also may use and disclose your PHI to obtain payment from third parties that may be
responsible for such costs, such as a family member. Also, we may use your PHI to bill you directly for
services and items.

3. Health Care Operations. Our practice may use and disclose your PHI to operate our business. For
example, our practice may use you to evaluate the quality and efficiency of care that we provide, or to
conduct cost-management and business planning activities for our practice.

4. Appointment Reminders. Our practice may use and disclose your PHI to contact you and reschedule
or remind you of an appointment.

5. Release of Information to Family/Friends. Our practice may release your PHI to a friend or family
member that is involved in your care, or who assists in taking care of you. For example. a parent or
guardian may ask that a babysitter bring their child to our office for treatment of a cold. In this example,
the babysitter may have access to the child's medical information.

6. Disclosures Required by Law. Our practice will use and disclose your PHI when we are required to
do so by federal, state, or local law.

7. Emergency Treatment. Your PHI may be used or disclosed for emergency treatment.

USE AND DISCLOSURE OF YOUR PHI IN CERTAIN SPECIAL CIRCUMSTANCES

8. Public Health Risk. Our practice may disclose your PHI to public health authorities that are authorized
by law to collect the information. Such examples might be reporting child abuse or neglect, preventing, or
controlling diseases, and reporting reactions to drugs or vaccines.

9. Health Oversight Activities. Our practice may disclose your PHI to a state or federal health oversight
agency which is authorized by law to oversee our operation.

10. Lawsuits and Similar Proceedings. Our practice may use and disclose your PHI in response to a
court order, subpoena, or offer similar legal process.




YOUR RIGHTS REGARDING YOUR PHI. :
1. Confidential Communications. You have the right to request how and where we contact you about
PHI. For example, you may ask that we contact you at home, then at work. In order to a type of
confidential communication you must make a written request to our office. Our practice will
accommodate reasonable request. You do not need to give a reason for your request.
2. Requesting Restrictions. You have the right to request that we restrict the use and disclosure of PHI
about you. We are not required to agree to your requested restrictions. However, even if we do agree
there may be situations where required by law, in emergencies, or when the information is necessary to
treat you, your restrictions may not be followed. In order to request a restriction, you must make your
request in writing to our office describing in detail the information you wish restricted, whether you are
requesting to limit our practice's use, disclosure or both, and to whom you want the limit to apply.
3. Inspection and Copies. You have right to request to see and receive a copy of PHI contained in
clinical, billing, and other records used to make decisions about you. Your request must be in writing.
Our office may charge you related fees. Instead of providing you with a full copy of the PHI, we may
give you a summary if you agree in advance to the form and cost of the summary, Our practice may
deny your request to inspect and/or copy in certain limited circumstances; however, you may request a
review of our denial.
4. Amendment You have the right to request that we make amendments to clinical, billing and other
records about you kept by our practice. Your request must be in writing and must explain your reason(s)
for the amendment. We may deny your request if you ask us to amend information that is in our
opinion: (a) accurate and complete, (b) not part of the PHI which you would be permitted to inspect and
copy; (c) not created by our practice (unless you prove the creator of the information is no longer
available to amend the record); (d) the information is not part of the records used to make decisions
about you.
5. Accounting of Disclosures. All of our patients have the right to request an "accounting of
disclosures.” An "accounting of disclosures" is a list of certain non-routine disclosures our practice has
made of your PI-II for non-treatment or operations purposes. Use of your PHI as part of the routine
patient care in our practice is not required to be documented. In order to obtain an accounting of
disclosures you must submit your request in writing to our office. All requests for an accounting of
disclosures must state a time period, which may not be longer man (6) years from the date of disclosure
and may not include dates before April 14,2003. The first list you request within a 12-month period is
free of charge, but our practice may charge you for additional lists within the same 12-month period.
6. Right to a Paper Copy of This Notice. You are entitled to receive a paper copy of our notice of
privacy practices. You may ask us to give you a copy of this notice at any time.
7. Right to file a complaint. You may complain to us or to the Health & Human Services secretary if
you believe that your privacy has been violated. If you wish to file a complaint with us, please provide
the office manager with written notice of how you believe we violated your privacy. All received will be
investigated and reviewed by a physician. We will respond to all notices within two (2) weeks, and we
will not retaliate for any allegations you make.
8. Authorizations. Our practice will obtain your written authorization for uses and disclosures are not
identified by this notice or permitted by applicable law. You may revoke in writing any authorization
you make, except to the extent that it was relied on.

EFFECTIVE DATE OF THIS NOTICE
This Notice of Privacy is effective on April 14,2003.

If you have any questions regarding this notice please contact our office manager at 727-323-2727 or contact
us in writing:

Fifth Avenue Pediatrics, PA

2855 5th Ave North

St Petersburg, FL 33713.



FIFTH AVENUE PEDIATRICS, P.A.
Pamela M. Patranella, M.D.
Julie D. Johnson, M.D.
Sally M. Smith, M.D.
Tanya M. Liberato, M.D.
Joyce E. Slyder, APRN

PRACTICE LIMITED TO INFANTS AND CHILDREN
2855 Fifth Avenue North. St. Petersburg, Florida 33713
(727) 323-2727 ® (727) 327-8101

PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

I grant consent to Fifth Avenue Pediatrics, PA to use and disclose my protected health information
and the protected health information of my child/children for the purpose of diagnosing or providing
treatment, obtaining payment for my health care bills, and conducting health care operations. Please
refer to Fifth Avenue Pediatrics, PA Notice of Privacy Practices for a more complete description of
uses and disclosures.

I grant consent to Fifth Avenue Pediatrics, PA to call my home or other designated location and leave
a message on voicemail or in person in reference to any items that assist the practice in carrying out
treatment, payment and healthcare operations, such as appointment reminders, insurance items, and
any call pertaining to my child’s clinical care, including laboratory results among others. I consent
protected health information may be mailed to my home or other designated locations, such as
appointment change notices and patient statements. I consent protected health information may be
disclosed to schools, camps or other institutions to the extent of completing school physical forms,
immunization forms, or camp physical forms.

I understand I have the right to review Fifth Avenue Pediatrics, PA’s Notice of Privacy Practices prior
to signing this consent. This Notice of Privacy Practices is subject to change at any time. I may obtain
a copy of the revised notice by written request to our office manager at 2855 5" Avenue North St.
Petersburg, FL 33713, or by calling our office at 727-323-2727, or asking for one at the time of my
next appointment.

I understand that diagnosis or treatment of me or of my child/children may be conditioned upon y
consent as evidenced by my signature on this document. I have the right to revoke this consent in
writing, except to the extent my protected health information has already been disclosed in reliance of
this consent.

Patient Name: DOB:

First Middle Last

Signature of Patient or Legal Representative Date

Print name of Patient or Legal Representative Relationship of Patient



