ZL arnii /JJ ’%‘A% 20528 Boland Farm Road, Suite 104 9420 Key West Avenue, Suite 410 18111 Prince Philip Drive, Suite 12}

Germantown, MO 20876 Rockwvifie, MO 20850 Olney, MD 20832
301-572-0400 3019476816 301-570-1545
%Qa/fbca]fe 301-916-1453 Fax 301-217-0358 Fax 301-570-3061 Fax

PLEASE FILL OUT AND PUT IN BASKET

PATIENT NAME (print)
DATE OF BIRTH |
TIME OF APPOINTMENT
TIME OF SIGN IN
NEWY PATIENT? YES __No
' HAS YOUR INSURANCE CHANGED? ___YEBS __NO
HAS YOUR ADDRESS CHANGELD? . YES ___No
HAS YOUR PHONE NUMBER CHANGED? WYES - ___No
ANY OTHER CHANGES? YES NO

IS THIS WORKMAN'S COMP OR MVA RELATED? ‘ YES _NO



PATIENT INFORMATION

PATIENT NAME: TODAY'S DATE:
HOME ADDRESS:

CITY, STATE, Z1%:

HOME: WORK: CELL:

PREFERRED REMINDER METHOD: HOME + WORK = CELL (Please ctrcle)
RACE: ETHMNICITY, IF OF HISPANIC ORIGIN:

EMANL ADDIRESS!

DATE OF BIRTH: SOCIAL SECURITY NUMBER:

SEX: __ MALE ___ FEMALE
MARITAL STATUS: SINGLE MARRIED RARTNER OTHER
PATIENT'S OCCUPATION:

NAME OF EMPLOYER:

SPOUSE'S NAME:
NAME OF RESPONSIBLE PARTY IF UNDER 181

EMERGENCY CONTACT NAME

EMERGENCY CONTACT PHONE NUMBER:

PLEASE CHECK YOUR PREFERENCE:
15 [T OK TO LEAVE AMESSAGE (MESSAGE MAY INCLUDE TEST RESULTS) ON YOUR:
Home Phone Cell Phone Ofiice Prone

Never leave 3 message, only speak with me

1S IT OK TO LEAVE A MESSAGE (MESSAGE MAY INCLUDE TEST RESULTS) WITH YOUR:
Spotse Parent Sigrificant Cliher

Other, pleass specify




INSURANCE INFORMATION

INSURANCE COMPANY:

INSURANCE ID NUMBER:

INSURANCE GROUP NUMBER:
THIS IS THE ONLY INSURANCE | HAVE: YES NO
THIS POLICY [§ THROUGH MY EMPLOYER: YES NO

wxk If you answered yes to both questions do not complete
any move questions but sign on line at the botiom

#%%  If you answered no to either question above complete
the remainder of the form and sign at the bottom

NAME OF POLICY HOLDER:

First Initial Last

POLICY HOLDER'S SEX: MALE FEMALE

POLICY HOLDER'S DATE OF BIRTH:

POLICY HOLDER'S ADDRESS:

Street

City State Zip Code

POLICY HOLDER'S SOCIAL SECURITY NUMBER:

POLICY HOLDER'S PHONE NUMBER:

POLICY HOLDER'S EMPLOYER:
PATIENT'S RELATIONSHIP TO POLICY HOLDER: WIFE HUSBAND CHILD
DO YOU HAVE ANOTHER HEALTH INSURANCE COMPANY: YES NO

IFYES, NAME OF INSURANCE COMPANY.

INSURANCE 1D NUMBER:

INSURANCE GROUP NUMBER:

NAME OF POLICY HOLDER:

Family HealthCare has my permission to bill the insurance companies listed above for services
rendered to me or my dependent, I am certifying that the insurance information is accurate.

Date Signature

Patient or Parent/Guardian



Notice of 3I?riviiéy Practices for

20528 Boland Farm Road, Suite 104
Germantown, MD 20876
301-972-0400
Fax: 301:916-1453

9420 Key West Avenue, Suite 410 .
Rockville, MD 20850
301-947-6816
Fax: 301-217-0%58

18111 Prince Philip Drive, Sute 121
1 Olney, MD 20832
g 301-570-1545
Fax: 301-570-3061

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION

ABOUT YOU MAY BE USED AND DISCLOSED.
PLEASE REVIEW CAREFULLY.

OUR PRIVACY PROMISE TO YOU, OUR PATIENTS

YOUR INFORMATION IS IMPORTANT AND CONFIDENTIAL.

OUR ETHICS AND POLICIES REQUIRE THAT

YOUR INFORMATION IS HELD IN STRICT CONFIDENCE.

Hfective April 1, 2003

PRIVACY NOTICE

Signature

Date



Notice of Privacy Practices for

FAMILY HEALTHCARE

© 20528 Boland Farm Road, Suite 104
Germantown, MD 20876
301-972-0400
Fax: 301:916-1453

9420 Key West Avenue, Suite 410 .
Rockyille, MD 20850
301-947-6816
Fax: 301-217-0358

18111 Prince Philip Drive, Suite 121
5 Olney, MD 20832
. 301-570-1545
: Fax: 301-570-3061

THIS NOTICE DESCRIBES HOW MEDICAL INFORMAYTON
ABOUT YOU MAY BE USED AND DISCLOSED.
PLEASE REVIEW CAREFULLY.

OUR PRIVACY PROMISE TO YOU, OUR PATIENTS

YOUR INFORMATION IS IMPORYANT AND CONFIDENTIAL.
OUR ETHICS AND POLICIES REQUIRE THAT
YOUR INFORMATION IS HELD IN STRICT CONFIDENGE.

Effective April 1, 2003

s

A. OUR COMMITMENT TO YOUR PRIVACY

Our practice is dedicated to maintaining the privacy of your
individually identifiable hesith information {also called protected health
information or PHI). In conducting our business, we will create records
regarding you and the treatment and services we provide to you, We
are required by aw to maintain the confidentislity of fieatth information
that identifies you, We also are required by law to provide you with
this notice of our fegel duties and the privacy practices that we maintain
in our practice concemning your PH]. By fedem) and slate law, we raust

follow the terms of the Notice of Privasy Practices that we have in
effect at the time.

We realize that these laws are compiicated, but we must provide you
with the following important information: . '

+  How we may use and disclosa your PHI,

* Your privacy vights in your PHI,

¢’ Qur obligations conceming the use and disclosure of your PHI

The terms of this notice apply to all records containing your PHI that
are created or vetained by our practjce. We ressrve: the right to reviseor
amend this Notice of Privacy Practjees. Any revision or amendmont 10
this notice will be effective for alf your records that cur prdctice has
created or maintained in the past, and for any of your records that we
may have created or maintain in the future. Our practice will posta
copy of cur current Noftice in our offices in a visiblp location at alf

times, and you may request 8 copy of cur miost curzent Notice at any
tims.

B. JF YOU HAVE ANY QUESTIONS ABOUT THIS NOTICE,
PLEASE CONTACT: Rebecos Wosdward, Office Manager

20528 Boland Farm Road #104, Germantown, MD 208726
361-972.0408

€. WE MAY USE AND DISCLOSE YOUR FHI IN THE
FOLLOWING WAYS:

The following cafegories describe the differcnt ways in which we may

use and disclose your PHI,

1. Treatment. Our practice may use your PH! to treat you, For
example, we may ask you to have taboratory tests (such as blood oz
vrine tests), and wo may use the results to help us reach a diagnosis,
We might use your PHI in order to write a prescription for you, of we
might disclose yous PHE to a pharmacy when we order a prescription for
you. Many of the people whe work for our practice - including, but
timited to, our doctars and nurses - may use or disclose your PHI in
oeder to trent you oF to assist others in your treatment. Additionally, we
way disclose your PHI to others who may assist in yout care, such as
your spouse, childen or parends. Finally, we may also disclose your
PHI to other health care providers for purposes related to your
{reatment,

2. Payment, Our practice may use and disclose your PHI in order to
bill and coltect payment for the services and items you may receive
from us. For example, we may contecl your health insurer to certify
thabyou H;E etigible for henefits {and for what range of benefits), and
we may pi'?vidc your insurer with details regarding your treatment to

determinie if your insurcr will cover, or pay for, your Weatment. Wealso
may use and disclose your PHI to obtain payment from third parties that

may be responsible for such costs, such a3 family members. Also, we
mny use your PHE fo bill you directly for services and iteris, We may
disclose your PHI to other health care providers and eutities to assist in
their billing end collection ¢fforts,

3. Health Care Operatlons. Our practics may use and disclose your
PHI to-operate our busingss, As examples of the ways in which we may
use and disclosa your information for our operations, our practice may
use your PHI to evaluate the quality of care you received from us, or to
conduct cost-management and business planaing activities for our

practice. We may disclose your PHI {o other health care providers und
cntitics to assist in their health care operations.

4, Appointment Reminders, Qur practice may use and disclose your
P to contact you gnd remind you of an appointment.

§. Trestment Options. Our praclice may use and disclose your PHI to
inform you of potential treatment opticrs or allemgtives.

6. Health-Related Benefits and Services. Qur practice may use und

disclase youe PHI to inform you of health-related benefits or services
ihat may be of interest fo you.

7. Release of Information to Family/Friends. Our practice may
release your PHL to a friend or family member that is involved in your
case, of who assists in taking care of you. For exampls, a parent or
guardian may ask that & baby sitter teke their child to the office for

treatment of @ cold. In this example, the baby sitier may have access (o
{hiis child’s medical information.

8. Disclosures Required by Law. Out practice will use and disclose
your PHI when we arc tequired to do 50 by federal, state, or local law.

D. USE AND DISCLOSURE OF YOUR PRI IN CERTAIN
SPECIAL CIRCUMSTANCES:
1. Publfc Health Risks. Our practice may disclose your PHI 1o public
health suthoritics that are authorized by taw {0 collect information for
the purpose of :
*  Maintaining vita records, such ss births and denths,
Reporting child abuse or neglect,

Preventing and controliing disease, injury, or disability,
Motifying a person regarding potential exposuicio 8
communicable disease,

Notifying a person regarding potential risk for spreading or
contracting & discase or eondition,

Reporting reactions to drugs or problems with products or devices,
Notifying individuals if a product or device they may be using hes
been recalied,

Notifying appropriate government agency(ies) and suthority(ies)
regarding the potential abuse or neglect of an adult patient
{including domestic violence); however, we will only discloss this
information if thhe paticnt agrees or we are required or authorized
by law to disclose this information,
Notifying your employer under limited circumstances refated
primarily to workplace injury or illneys or- medical surveiliance,

*
*
L]

" 2. Health Oversight Activities, Our practice may disclose yous PHI

1o health oversight agency for activitics authorized by Iaw. QOversight



sctivities can include, for example, investigetions, inspections, audits,
surveys, losnsure and disciplinary actions; civil, sdministrative and
crinina! procedures or actions; of other activitics necessary for the
govemment to monitor govemment programs, compliance with civil
rights laws and the health care system In gentral,

3. Lawsults aed Similar Procesdings. Our practice may use and
dJisclose your PHI in response 1o a cowst o sdministrative arder, if you
sre involved in a tawsuit or similar proceeding. We also may disclose
your PH in response to a discovery reguest, subpoens, or other fawdil
process by another party involved i the dispute, but caly if we have
made an effort o inform you of the request of to obtain an order
protgcting the information the party has requested.

4., Law Enforcement, We may refease PHI if asked fo do so by s law

enfojcement officia]:

+  Regarding a ctime victim in cgriain situgtions, if we are unable lo
obtain the person’s agreement,

+  Concesning the death we beliove has tesulted from criminal
condugt,

«  Regarding criming! conduct af our offices,

«  Inresponse to & warant, summons, court order, subpoens, of
similar legal process, ‘

«  ‘Toidentifyflocate a suspect, material witness, fugitive, or misging
person,

»  Inanemergency to report & crime (including the location of
victim(s) of the crime, or the description, identity or focation of
the perpetrator).

8, Decensed Patieats. Our practice may release PHI to a medical
examiner o7 coroner 1o ldentify a deceased individual or to identify the
cause of death. I necessary, we also raay release information in order
for funeral directors to perform their jobs.

6. Organ snd Tissue Donafion. Our practice may release your PHI to
organizations that handle orgsn, eye o tissue procurement or
transplantation, including organ donation banks, as necessary o
facilitate organ or tissuc donation and trensplantation if you are &n
organ donor.

4, Research. Our practice may use and disclose your PHE for research
purposes in certain limited circumstances. We will obtain your written
authoyization to use your PHI for rescarch purposes except when an
Internal Review Board or Privacy Board has determined that the waiver
of your anthorization satisfies all of the folfowing conditions: (g)the
use or disclosura involves no more that a minimal risk to your privacy
based on the following: (i) an sdequate plen to the identifiers for
improper use and disctosure; (if) an adequate plan to destray the
identifiers at the carliest opportunity consistent with the restarch
{unless there is a health or ressarch justification for relaining the
identifiers or such retention is otherwise required by law); and (jii)
adequate writien assurances that the PHI will not be re-used or
disclosed to any other person of entity {except as required by law) for
authorized oversight of the research study, or for other research for
whicl the use or disclosure would otherwise be permitted; (b) the
research could nol be practicably be conducted within the waiver; {¢)
the research could not practicably be conducted without access fo and
use of the PHL

8. Serious Threats {0 Health and Safety. Cur practice may use and
disclose your PHI when necessary to reduce or prevent a serious threat
to your health and safety or the health and safety of another individual
or the public. Under these circumstances, we will only make
disclosures to a person or organization able to help prevent the threat.

9. Military. Our practice may disclose youe PHI if you are 2 member
of L., or foreign militery forces (including veterans) and if required by
the appropriate authorities.

10. National Security. Our practice may disclose your PHI to federal
officials for intefligence and national security activities authorized by
law. We may also disclose your PHE to feders! and aationst security
activitics authorized by law. We also may disclose your PHE to federst
officials in order to protect the presjdent, other officials or foreign heads
of state, or to conduct investigations.

11. Inmates. Our praclice may disclose your PHI fo corrdctional
institutions of law enforcement offigials i you are an inmate or under
the custody of a law enforcement official. Disclosyre for these purposes
would be necessary: (a) for the institution {o provige health care
services fo you, {b) for the safety and securlty of the institition andfor
{c) to pratect your health and safety of other fadividusls.

12, Warkes' Can;pennciun. Our practice may pelease your PHI for
workers’ compensation and simitar programs,

E. YOUR RIGHTS REGARDING YOUR PHI:
You have the following rights regarding the PHI woe maintain sbout
you:

1. Coufidertial Communltations, You litve the right to request that
our practice communicate with you about your health and related fssues
in a pasticuler manner or &t a certain lecation. For instance, you may
ask that we may contact you at home, rather than work, Inorderto
request a type of confidential communication, you must iake a written
request to Rebiecea Woodward, Oifice Manager, 301-972-0400
specifying the sequested method of contact, or the Tocation where you
wish to be contacted. Qur practice will accommeodate reasonable
requests, You do not need to give a reason for your request.

2. Requesting Restrictlons. You have the right to request a restriction
in our use or disglosure of your PHI for treatment, payment or health
care operations. Additionally, you have the right to request that we
restrict our disclosure of your PHI to only certain individusls involved
in your care or paymesit for your care, such as family members and
friends. We are not required to agree to your request; however, if we do
agree, we are bound by our agreement except when otherwise required
by taw, in emergencies or when the information is necessary to treat
you, In order to request a restriction in our use or disclosure of your
PHI, you must meke your request in writing to Rebecea Woodward,
Office Manager, 301-972-8400. Your réquest must describe in clear
and concise fushion:
2  The information you wish restricted,
»  Whether you ark Tequesting to limit our practice’s use, disclosure
orboth,
o To whom you want the limits to spply.

3. Yospectlon and coples, Since your chart is a legal document which
we are required to maintain, if you wish to review it, we would be glad
to copy it for you. The charges for copying charis will be according 10
the state’s mandated guidelines,

4, Amendment, You may ask us {o antend your health information if
you believe it is incorrect o incomplete, and you may request an
amendment for as Jong as the information is kept by or for our practice.
To reuest an amendment, your request must be made in writng end
submitted to Rebecca Woodward, Office Mansger,; 301-972-0400,
You must provide us with & reeson that supports your request for
amendment, Our practice will deny your request if you fail to submit
your request {and the reason supporting your request) in writing. Also,
we may deny your request if you ask us to amend information it opr
opinion: (g) accurate and complete; (b) rot part of the PHI kept by or
for the practios; {¢) not pert of the PHE which you would be permilted to
inspeet and copy; and (d) not created by our practice, unless this
individuel er entity greated the information is not guaitable to amend
the information.

5. Accounting of Disclosures, AJl of our paticnts have te sightto
request an “accounting of disclosures™. An “accounting of disclosyres”
is & Hst of certain non-routine disclosures our practice has made of your
PHI for purposes not related to treatment, payment, or operations. Use
of your PHI a3 part of the routine patient care in our practice is not
requited to be documented-for example, the doctor shering information
with the nurse; or the bilting department using your information to file
your insurance ¢iaim. Tn order to obtain an accounting of disclosures,
you must submit your request in writing to Rebecea Woodward,
Ofilce Mansger, 301-972-0400. All requests for an “accounting of
disclosures™ must state a time period, which may not be longer than
six(6) years from the date of the disclosure and may not include dates
before April 14, 2003, The first Hst you request withia a 12-month
period is free of charge, but our practice may charge you for additional
lists within the same 12-month peried. Our practice wiil notify you of
the costs involved with additional tequests, and you may withdraw your
request before you incur any costs.

6. Right to paper copy of this notice, You are entitied to receivea
paper copy of our notice of privacy practicss. You may ask us to give
you a copy of this notice at any time. To obtain a paper copy of this
notice, contact Rebecer Woodward, Offlce Manager, 361.972-0400,

7. Right o fife x complaint, If you believe your privacy rights have
been violated, you may file a complaint with our practice or with the
Secrefary of the Department of Heelth and Human Services, To filea
complaint with our practice, contact Rebeces Woodward, Office
Manager, 301-972-0400. All complaints must be submitted in writing,
You will not be penslied for filing a complaint,

8. Right to provide an authorization for ather uses and disclosures.
Qur practics will obtain your written authorization for uses and
disclosures that are not identifizd by this notice or permitted by the
applicable Iaw. Any authorization you provide us regarding the use and
disclosure of your PHI may be revoked at any time in writing, After
you revoks your sutherization, we will no fonger use or disclose your
PHI for the reasons described in the authorization, Please nofe: We are
required to retain records of your care,



HEALTH QUESTIONNAIRE

PATIENT NAME: DATE OF BIRTH:

Do you have an Advarice Directivel If so, does this-office have a copy!

Piease list your madication alergies:

Please list your eurrent medications, including over the counter meds. Pleass Include dose and directions for each med:

b 6.
2 7.
3 . 8.
ER
10,
Are you a smicker! Cigareties or Cigars? How many per day?
Do you consume alcoholic beverages? Mow aftan?

Do you use itegal drugs?

Plesse dst any chronic medical conditions/past linesses {&.g. asthma, high blood pressure, diabetes):
£

2
3.
4

Please list any past surgeries;
1.

2
3
4

Please fist any farnily health history (hear! problems, breathing issues, cancers, <hronie diabetes, etc):
Mother

Father
Sitlings

Maternal Grandmother

Maternal Grandfather

Paternal Grandmother

Paternal Grandfather




Kia Famil,
%Z%/ib@arz, P.C.

9420 Key West Avenue, Suite 410 20528 Boland Farm Read, Sulte 104
Rockville, MD 20850 Germantown, MD 20876

301-972-0400 w 301-916-1453 Fax

18111 Prince Philip Drive, Suite 121
Olney, MD 20832

301-947-6816 w 301-217-0358 Fax 301-570-1545 w 301-570-3061 Fax

R

In step with-becoming. a patient centered home medical office, Family

HealthCare willbe utilizing a patient portal, This patient portat will allow patients
o communicate with the office via e-mail. Patlents will be able to request. -
‘appointments, request medication refilis and correspond with Family HealthCare

personnel. e ST - T o

In order for you to{l-jxa\'(le_—élcéass to the plolrtal',",l':éri'li_!y HealthCare will need a - .
_current e-mail address, as well as a.sighed-consent. This consent will be valid for
-one year, It will need to-be resigned on a.yearly basis in order for the portal to

-continue to be accessed, T ) |
By sighingf,t;hifs release you, the«zp_a'tieh‘t} égreé‘ to abide by the guidelines put forth ' -
by Family: HealthCare regarding this portai. Additionaily you agree to the

disclaimers listed on the,p'ati‘enf_boda_l website regarding emergency conditions.
If you ate interested in having access to'the Family HealthCare portal, please -‘
include your e-mail address, signature and today's date at the bottom of this -
release. o S o '

Pririt Name and Date of Birth:

s

Cuirent E-Mail Address (Please Print): ©

Signature:

Date:

MONICA HOWARD, M.D. ® MARTHA SKURLA, D.O. = JESSE SADIKMAN, M.D. » MEGAN WOLLMAN-ROSENWALE)J,D %EE\)!:V:/;:%MY SH‘:;::iH. M.D.
RITA SHARMA, M.D. ® RACHEL SCHREIBER, M.D., FAAAAL ® LEON KAO, M.D. ® MICHAEL GEZE:'ITER ;::\ v, STMANEPHENS;CIR'N.P
LISA SCHREIBER, P.A. # MEREDITH HARDING-8REMNER, PA. ® NILS BROWNWORTH, PA. & JEREMY , PA



“Family i’
HealthCare

POLICIES AND PRACTICES

PREVENTIVE VS PROBLEM-ORIENTED EXAMS

Insurance companies distinguish office visits as either preventive or problem-oriented. If a patient is
seen for a preventive exam (ie, a complete physical, a well-child exam) and also has new or estab-
lished problems and/or significant new complaints, this visit may be billed as both a preventive exam
and a problem-oriented exam. Some insurance companies now cover a “free” yearly preventive
exam for each patient. Please know that this includes only your preventive care. It does not cover
any new concerns or chronic conditions. New problems and chronic conditions will be billed to the
insurance company as a problem-oriented visit.

PRESCRIPTION REFILLS

Please allow 48 hours for prescription refills (Monday—Thursday). If a prescription refill is requested
on a Friday, it may not be refilled until Monday. Please understand, however, that each refill takes our
personal attention and we may rarely require extra time.

COPAYMENTS

Please know that all copayments are due at the time of your appointment.

COMPLETION OF FORMS

All forms to be completed by medical staff members will be subject to a $10 charge that will be paid at
the time in which the form is completed and received. There is no charge for a form that is completed
during an office visit.

NAME DATE



To Our Family HealthCare Patients:

We have chosen to participate in the Chesapeake Regional Information System
for our Patients, Inc. (CRISP), a statewide health information exchange. As
permitted by law, your health information will be shared with this exchange in
order to provide faster access, better coordination of care and assist providers
and public health officials in making more informed decisions. You may "opt-out"
and prevent searching of your health information available through CRISP by
calling 1-877-952-7477 or completing and submitting’an Opt Out form to CRISP
by mail, fax or through their website at www.crisphealth.org.

Please sign below to verify that you have read and understand the above.

Printed Name Date of Birth



