o Dothan Behavioral Medicine Clinic ;001 recistranion rorm

{Please Print)

Today's date: Poctor/Clinician 1o be seen:

PATIENT INFORMATION

Patient's last name: First: Micldie Initics.

Is this your legal name? If next, wiat Is your legal name® 0.0.8: Agle. Sex:_
Streetf address: focial Securdiy no.: Home phone:

PO Box: City: State: Zip code:

E-mail oddiess:

INSURANCE INFORMATION

{(Flease give yourinsurance card to the receptionist)

Is this prfient cover by insurance?

Please Inditate primory insurance:
Subsciiber #: Group #:
Subscriber's name: Subscrber's §.5. no.: D.O.8:

Patient’'s relafidnship to the subscriber:
COLLECTION AGREEMENT

IF YOUR ACCOUNT SHOULD BECOME DELINQUENT MORE THAN 40 DAYS, iT WiLL BE TURNED OVER TO A COLLECTION
AGENCY. A COLLECTION FEE OF 33% AND 18% INTEREST FEE WILL BE ADDED TO THE BALANCE ON ACCOUNT.

Patient/Guardian Signature Rale Witness Date
IN CASE OF EMERGENCY

Name of local friend or relative {riot living af tha same address): Relotionship fo patiant:  Cell phone no.:

The abeve infermation is frue fo the best of my knowledge. | authorize my insurance benefits be puid directly fo the
physician. | understand that | am financially responsible for any balance. | also autharize Dothan Behavieral Medicine
Clinic or insurance company fo release any information required fo process my claims.

Patient/Guardian Signature Date

With your signed consent: Treatment: Means the provision, coordination, or management of your medical and clinical
heatth care, including consultations between your Dothan Behavioral Medicine Clinic staff providers, Follow-up: Medns
contact made after the Initial Evaluation for follow-up studies and Frogress updates, With Your Signed Authorization:
Means activities we underiake fo obtain relmibursement for health cadre provided for you, inctuding determinations of
eligibifity and coverage and other ufilization review activities.

Patienl/Guardiar Signature Daie Witness Date



- STATEMENT OF UNDERSTANDING REGARDING CONRDENTIALITY

We are proud that you have declded to choose Dothan Behavicral Medicine Clinic. There ara several things we want You to know
before we begin-providing quality services to you. Personal problems are sometimes difficult to talk about. For this rea son,
assurance of confidentiality s extremely imnportant. We take every precaution in protacting the confidentiality of your visit with us
and we hope that you will do the same. WE DO NOT DISCUSS YOUR SITUATION WITH ANYONE EXCEPT FOR REASONS CITED
BELOW, UNLESS YOU GIVE US WRITTEN PERMISSION TO DO 50. THERE ARE SEVERAL LIMITATIONS TO CONFIDENTIALITY THAT ARE

BEYOND YOUR CONTROL:

1. If we learn about child abiuse or abuse of disabled-adults, we are required by faw to report it to the proper authvoriies,

2. If, in our judgrment, a client is dangerous to himself or others (suicidal or homicidal), we will disclose nformation i order to
halp protect the person from harm. 3. If we are required to present racords to comply with a court order, it is gur legai
responsibifity to comply. 4. In providing services to adolescents, there may be limits in the canfidentiality of informatio n betwaen
parant and adolescent. THIS PROVIDES A SAFE AND SECURE OPPORTUNITY FOR YOU TO DISCUSS PERSONAL PROE LEBAS WITH
LS, WE WILL BELP YOU WITH AN ASSESSMENT OF YOUR PERSONAL PROBLEMS AND THEN WILE HELP YOU DEVELOP A PLAN OF
ACTION, WHICH WILL INPRIVACY NOTICE CLUDE OUR TREATMENT RECOMMENDATIONS.

PRIVACY NOTICE

This natice describes the type of information we gather about you, with whom that information may be shared and the safaguards
we have in place to protect it. You have the right to the confidentiality of your health information and the right to approveor
refuse the release of specific information except when the releas is required by law. OUR PLEDGE REGARDING YOUR HEALTH
INFORMATION: We undarstand that information about you and your health is personal. Protecting health information ahout you
is important. We create a record of care and services you receive. We need this record fo provide you with consistent cquality care
and to comply with regulatory agencies. This notice apphies to all of the records of your care generatad by the Dothan Behaviaral
Medicine Clinic. This notice will tell you about the ways in which we may use and disclase health information about your. We alsq
describe your rights and certain abligations we have regarding the use and disclosure of health information. USES AND
RISCLOSURES OF YOUR HEALTH INFORMATION: We will use and disclose elements of your protected heaith informatian {PHY} in

the following ways:

With Your Signed Consent: Treatment: Means the provision, caordination, or management of your medical and clinical health
care, Including consuitations between your Dothan Behavioral Madicine Clinic staff providers. Follow-up: Means contact made
after the Initial Evaluation for follow-up studies and Progress updates. With Your Signed Autherization: Means activities wie
undertake to abtain reimbursement for health care provided to you, fricfuding determinations of afiglbllity and coverage and ather

utilization review activities.

Progress Reporting: Means activities we underiake to keep school officials {or any other persons directly related to the care of
your child/family member} informed of his/her progress in regards to treatment. Authorization Is also required for any disdosure
of your protected heaith care information to any person(s) ar agencies. Except for the special situations set forth below, we will
not use or disclese your protected health information for any other purposes unlass you provide written authorization. You have
the right to revoke that authorization at any time, provided the revocation is in writing, except to the extent that we have taken

action In refiance on your authorization.

B Spe.ciat Situations:

Pubiic Health Risks: We may disclose protected haalth information for public health activities'such as: (1} Prevention and control
of disease; and/ar [2} To report child abuse or neglect. Law Enforcement; We may release privileged health information if ssked to
do 5o by a law enforcement individual: {1} In response top a court erder; and/or {2) About criminal conduct on our premises.
Serfous Threats: As parmitted by applicable law and standards of ethical conduct, we may disclose protected health information if
we, in gocd faith, beligve that the use or disclosure is necessary to prevent ar lassen a serlous and imminent threat to the health
and safety of a parson or the public. Emergency: We may disclose protected heaith information in a care situation where you are
incapable of giving ronsent. Military: If vou are 8 member of the armed forces, we may release infarmation about you =5 required

by military authorities.




IF patient is a MInor fill out only Secfion B

*under current law, this means o single individuol under 19 years of oge and a marmed individual '
fess than 18 years of age

Section A
| have read, agreed to and received a copy of this consent,

pafieni's Signafure : Date

o e

Pafient's Name Frinfed

Signafure of person Obtaining Consent

Secfion B This section is o be signed by Leéal Guardian Onlyl

I have recid, agreed o and received a copy of this consent.

I;areni or Guardian’s Signature Date

ﬁé;é_r{i 'a;-a'sumdicn's Name Printed

F;"dﬁent‘s Name Printed

éigncture of persén Obitdining Consent

Authorized persan(s) allowed to bring patient to Clinic [please print name(s)

e i P P —



Dothan Behavioral Medicine Clinic

ACk”°W|ed98men’r of Receipt of Nofice of Privacy Practices

The Health Insurance Portability and Accountabllity Act 199
requires thatf the health care providers give patients a copy of the
office Notice of privacy Practices and make a good faith effort to
obtain an acknowledgement of receipt of same. You may refuse to
sign this acknowledgement form.

By signing this form | confirm | have received o cop'y of the
Notice of Privacy Practices.

{Office use only) Case Number: E————
Print Name: '
Sign Name:
Relationship to patient:

Written Acknowledgment was not obtained

[ ]Patient refused to sign

Emergency situation
Unabkle fo communicate W1’rh patient
Other
“TWitriess Signature] Date

Note: Future changes in federal and state law may mandate revisions



Caroners: We may release information to a coroner or medical examiner for identification or to determine the cause of death.
National Securlty: We may refease information about you to authorized officers so they may provide protectionto the president
as well as other national security activities authorized by law.

YOUR RIGHTS:

1. You have the right to inspect and reqﬁest 8 copy of the health care information that may be used to make decicion s about your
care, Usually this [nchudes medical and billing records, but may not include psychatherapy nates. To inspect and requ est a copy of
your health care information, you must submit your request in writing to: Dathan Behavioral Medicine Clinic, Attn: Miedica)
Records Department, 408 Healthwest Drive Dothan, AL. 36303. If you request a copy of the information, we will charge a fee for
the cost of copying, mailing, or other supplies associated with your request.

2. If you feei that health care information we have about you is incarrect or insarnplete, you may ask us to amend the
infarmation. You have the right bo request an amendment for as long as the information is kept. To request an amens merrﬁ, your
request must be made in writing and submitted to the Clinical/Madical Director, In additian, you must provide g reasoin that
supperts your request. We may deny your request for an amendment If it is not in writing or does not inelude a reasen to suppaort
the request. In addition, we may deny your the persan or entity that created the Information is no longer available ta make the
amendment; {2) Is not part of the health informatfan kept by Dothan Behavioral Medicine Clinic; or {3} Is aceurate ar camplete.

3. You have the right to request an "account disclosure.” This is a list of the disclosures we made of health informatian ahout you.

.To request this list or accounting of disclasures, you must submit your request in writing to the Clinical/Medical Director. Your

datas may notindude dates bafore April 14, 2003.

4. Yau have a right 1o requast a restrlction or limitation on the health Information we use or disclose about you for treatment,
payment, or health care operations. You also have the right to request a limit on the health information we disclose s bout you to
somecne who s itvvalved in your care of the payment of your care, like a family member or friend. To request restrictions, you
must make your request in writing to t;&_g Clintcal/Medicat Director. In your request, you must tel] us {i) what information you
want to limit; (1) whether you want to fimit our use, disclosure or both; and {3) to whom you want the Fmits to apply.

5. You have the right to request that we commitnicate with you about health care matters in a certain way or at a certain location,
Far example, you can ask that we only;gpntact yau at home ar by mail.
= B .

CHANGES TO THIS NOTICE: We reserve the right to change this notice. We reserve tha right to make the révised or changed
notice effective for health information we already have about you as well as any information we receive In the future. We will
post a copy of the current notice. This notice will cantaln on every page, in the bottom left hand carner, the effactive date.

COMPLAINTS: If you helieve your privacy rights have been violated, you may file a corplaint with Dothan Behavioral Medicine
Clinic, To file a complaint with DBMC, contact our Privacy Officer at the address and phone nurber below. All complaints must he

submitted in writing,
You will not be penaflzed for filing 2 complaint,

PRIVALY OFFICER: Tami Johnson, Chief Privacy Gfficer, 408 Healthwest Drive Dothan, AL. 36303 334-702-7222

OTHER USES OF HEALTH INFORMATION: Other uses and disclosures of medical information not covered by this notice or the laws
that apply to us will be made only with your written permission. If you provide us permission to use or disclose health infarmation
about you, you may revoke that permission, In writing, at any tima. If you revoke your permission, thereafter we will na longer
use or disclose medical information about you for the reasons cavered by your written authorization. You understand that we are
unable to take back any disclosures we have already made with your permission, and that we are required to retain our records of
the care that we have provided to you. Dathan Behavioral Medicine Clinic / HIPPA PRIVACY NOTICE: 04142004 FORM 1002-4




