" POTOMAC PHYSICIAN ASSOCIATES

Susan G. Baruch, WD. Patient Responsibilities

Phone: 301.493.8487
Fax: 301.493.5332

Patient Name: DOB:
Bremt A, Berder, M.D.
Phone: 301.347.0560
Fae - 301.493.5532 The doctors of PPA want to keep healthcare accessible and affordable to our patients.
Lee R. Pennington. M.D. 1o s U
Phone: 301453 8936 You can help by taking responsibility for the following:
Fax: 301.493.5532
Alan R. shefl, M.D. I. Notify us of any changes in your address or insurance information at the time
Phoner 301.493.9607 fthe ch
Pax:  301493.3532 of the change.
Eva Rand, M.S..R.D.. LD.
Phone: 2312322223 2. Know your insurance policy. Every policy has its own rules and regulations. It
AN AYD . . . . . .
16315 Fermmond Houd is in your best interest to know what your policies are, and if referrals are
Suite 100A required. If you are seeing a specialist and arrive without getting proper

Bethesda, MDD 208 ' . .
P et ot referrals you understand that this means you become responsible for this

Fax:  301.493.5532 service.

www.ppa.md

3. We order tests that are medically necessary. It is your responsibility to know
what tests your insurance policy covers and does not cover. (This includes all
lab and radiology tests.)

4. All appointments must be scheduled in advance. A $50.00 No Show or Late
Cancellation fee will apply if you do not cancel your annual appointments 24
hours in advance or do not show for your annual appointment.

5. Co-payments must be made at the time services are rendered. (This is a health
insurance requirement.)

6. Pay your bill promptly. If there is financial hardship, please contact the billing
department at (301)917- 6513 in advance of appointment.

7. If your check is dishonored or returned for any reason, we may electronically
debit your account for the amount of the check plus a processing fee of
$35.00.

8. When needing a prescription refill or referral request of any kind, we will
require 48 hours from the time of your call to process your request.

I have read and understand the above policies.
Patient’s Signature: Date:
PPA Witness: Date:

Internal Medicine



Potomac Physician Associates, PC

Name: () Male ()Female Date:

Birthdate: Work # Homett Cell#

Occupation; Marital Status: S M D W (please circle)
Emergency Contact:

Relationship:

Phone number: Other #:

Reason for today’s visit:

PAST MEDICAL HISTORY

Check which condition(s) you are currently being treated for or have been in the past :

o Arthritis oDepression/ Anxiety  ©oHigh cholesterol oStroke

o Asthma o Diabetes

oHeadaches o Hypertension - ¢Thyroid Problems

oBirth defects o Heart Attack o IBS/ Digestive problems  ©Other

oBleeding disorder/ o Seasonal allergies

Anemia oHeart Disease o Seizure Disorder

oCancer oHeartburn/ Ulcer o Sexually Transmitted Disease
oType

T What is the vear of your last colonoscopy?

CURRENT MEDICATIONS ' MEDICATION ALLERGIES

Medication Name Dosage # Times daily | Please list any drug allergies with
List any medications you are currently taking, please include any reaciions:
over the counter medications, vitamins, supplements etc. ..

L.

o[ 1
i ilaipd|—

SOCIAL HISTORY (please circle Yes or No)

Do you use tobacco? YES NO Formerly (year quit )
If yes what kind and how much per day? # years

Do you drink alcohol? YES NO Formerly (vear quit )
How many drinks per week?

Do vouuse drugs? YES NGO Formerly (year quit } _
If yes what types? - How many times per week?

Do vou drink caffeinated beverages? YES NGO
If yes how many per day?

Do vou Exercise? YES NO
If yes how many times per week?

Do ybu wear a seatbelt? YES NO

Who else lives at home?
Do you feel safe at home? YES NO

FRdkkkikkkPLEASE TURN OVER AND COMPLETE®*## % #dwk



SURGICAL HISTORY

List any in or out patient surgical procedures you have had, starting with the most recent.

Date | Surgery

A Bl Fad ad lan

Have vou ever received a blood transfusion? O Yes O Neo

Gynecological History (for Women Only)

Date of last Pap smear # pregnancies
Date of last mammogram # deliveries
Date of last bone density '

FAMILY HISTORY

Has any member of you family had any of the following ilinesses:
(Indicate relationship i.e., Mother, Father, Grandparent, Sibling)

mAsthma oDiabetes oMental retardation
oBirth defects oHeart attack ) oOsteoporosis
o Age diagnosed
riBleeding problem/ oHeart disease : oSeizures_
Anemia o Age diagnosed
oCancer riHigh blood pressure nStroke
nCystic fibrosis rHigh cholestero! oThyroid problems
oDepression/anxiety oIBS/Digestive problems c10ther
Living Current Age or Age at death Cause of Death

Mother  Yes No
Father Yes No
Sister Yes No
Brother Yes No

Pharmacy Name: Telephone #

Address:

Patient Signature Date

Physician Signature Date




NAVEE (Last, First Middie)

pmac Physician Associates
19735 Germantown Rd
Germantown, MD 20874

(301) 917-6513

H
H

LANGUAGE | sEX

LOCAL ADDRESS

CITY, STATE ZIP

HEEERRING PHYSICIAN

i
SECONDARY/BILLING ADDRESS ({if Applicable)

HOME PHONE DAY PHONE

EMAIL ADDRESS

PRIMARY CARE PROVIDER

CITY, STATE ZiP

MARITAL STATUS | STUDENT 8TATUS

;Fuil T;maT Part-Tim

SMOKER (Y/N)7? | VETERAN {Y/N}?

EMERGENCY CONTACT NAME

CONTACT PHONE

HOME PHONE

PRIMARY EMPLOYER SECONDARY EMPLOYER (if Applicable)
ADDRESS ADDRESS

CITY, STATE ZIP CITY, STATE ZiP

WORK PHONE WORK PHONE

NAWIE (Last, First Middle)

{if Different than above):

N

[ |Fubtime | Past-time,

I LANGUAGE SEX
|
LOCAL ADDRESS CITY, STATE ZiP ' SECONDARY/BILLING ACORESS (if Appliceble)
HOME PHONE DAY PHONE EMAIL ADDRESS
MARITAL STATUS | STUDENT STATUS SMOKER (Y/NY? | VETERAN (Y/NY? | PRIMARY CARE PROVIDER

"NAVE OF INSURANCE COMPANY

~ POLICY#

CITY, STATE EIP

NAME OF INSURED GROUP#
ADDRESS OF INSURANCE COMPANY COPAY AMT
PHONE DEDUCTIBLE

RELATIONSHIP TO PATIENT

EFFECTIVE DATE EXPIRATION DATE

NAME OF INSURANGE COMPANY '

POLICYH

CITY, STATE ZiP

NAME OF INSURED GROUP#
ADDRESS OF INSURANGE COMPANY COPAY AMT
PHONE DEBUCTIBLE

RELATIONSHIP TO PATIENT

EFFECTIVE DATE EXPIRATION DATE

| hereby authorize this physician to apply for benefits on my behalf for covered services rendered.

| certify that the information | have reported with regard fo my insurance coverage s correct,
| further authorize the release of any necessary information, including medical information for this or any related claim, to my insurance carrier,

{or, in the case of Medicare Part B benefits to the social security administration and healthcare administration).

A copy maybe used in place of the original.
This authorization maybe revoked by either me or my insurance carrier at any time in writing.

SIGNATURE OF PATIENT/GUARDIAN

DATE



Susan G. Baruch, M.D.
Phone: 301.493.8487
Pax: A01.493.5532

Brent A. Berger, M.D,
Phone: 301.547.0560
Fax: 301.493.5532

Lee R. Penpington, M.D,
Phone: 301.493.8838
Fax: 301.493.5532

Alan R, Sheff, M.,
Phone: 301.493,9607
Fax: 301.493.5332

Eva Rand M5, RD., LD

Phone: 301.347.0369
Fax: 301.493.5532

10213 Fernwood Road
Suite 100A

Berhesda, MD 20817
Phone: 301.547.0569
Fax: 301.493.5532
www.ppa.md

iniermnal Medicine

POTOMAC PHYSICIAN ASSOCIATES

PATIENT ACKNOWLEDGEMENT & CONSENT FORM

Acknowledgement of Notification
The educational pamphlet entitled “Notice of Privacy Practices” provides information
about how Potomac Physician Associates may use and disclose protected health
information about you, and is compliant with the requirements of the Health
Insurance Portability and Accountability Act of 1996 (HIPAA).

Our Notice of Privacy Practices states that we reserve the right to change the terms
described. Should this happen, we will post the changes in all of the offices.

You have the right to request restrictions on how your protected health information
may be used or disclosed for treatment, payment, or health care operations. We are
not required to agree to your restrictions; but if we do, we are bound by our
agreement with you.

By signing below, you acknowledge receipt of our Notice of Privacy Practices.

Patient Signature Date

Consent for Use and Disclosure of Information
By signing below, you consent {o our use and disclosure of protected health
information about you for treatment, payment and health care operations. You have
the right to revoke this consent, in writing, except where we have already made
disclosures in trust on your prior consent.

I request that payment of authorized Medicare/Insurance carrier benefits be made on
my behalf to Potomac Physician Associates for any services furnished to me by that
physician or supplier. I authorize any holder of medical information about me to
release to the Centers for Medicare/Medicaid Services and its’ agent and/or any other
Insurance Carriers for which I have coverage, any information needed to determine
these benefits or the benefits payable for related services. 1 agree to provide all
referral and treatment plan(s) as required by my insurance carrier(s). All co-pays
must be paid at the time of service in accordance with the contracted Insurance
Carrier agreements.

Patient Signature Date

Print Full Name



Susan G, Baruch, M.D,
Phone: 301.493 8487
Fax: 301.493.5532

Brent A. Berger, M.D.
Phone: 301.547.0560
Hax: 301.493.5332

Lee R. Pennington, M.D.
Phone: 301.493.8838
Fax: 3031.493.5532

Alan R. Shelf, M.D,
Phone: 301.493.9607
Fax: 301.493.5532

Eva Rand, MS., R.D. LD
Phone: 301.547.0569
Fax: 301.493.5532

10213 Fernwood Road
Suite 100A

Bethesda, MD 20817
Phone: 301,547.0569
Fax: 301.493.5532

www.ppa.md

Internal Medicine

POTOMAC PHYSICIAN ASSOCIATES

PERSONAL REPRESENTATIVE, FAMILY OR OTHER ENTITIES AUTHORIZED
ACCESS TO PROTECTED INFORMATION TO BE USED AND/OR DISCLOSE
(OPTIONAL)

Name or specifically identify these persons and/or entities you are authorizing to make use of
and/or to disclose your protected health information regarding treatment, payment and other
healthcare operations,

Name of Authorized Person or Entity Relationship Phone #

Name of Authorized Person or Entity Relationship Phone #
AUTHORIZATION FOR USE OF ANSWERING MACHINE AND/OR
VOICE MAIL

Potomac Physician Associates physicians and healthcare staff routinely are unable to
contact patients directly during normal business hours. On these occasions our offices leave
messages on communication devices provided by our patients. Due to the new federally
mandated HIPAA Privacy Rule we must obtain your authorization to continue this mode of
communication. Protected Healthcare Information that we may possibly disclose on your
home, work, or cell phone would include, but is not limited to: test/lab resuits,
prescription/pharmacy information, appointment instructions for visits and procedures, and
surgical posting/scheduling information.

(Initial) I agree to allow Potomac Physician Associates physicians and healthcare
staff to leave messages that include Protected Healthcare Information of the following:
Please initial next to the applicable communication devices:

home number, work number or ceH number

(Initial) No, I do not agree to allow Potomae Physician Associates physicians and
healthcare staff to leave messages that include Protected Healthcare Information on my home,
work and cell phone.

Patient’s Signature Date

For PPA Internal Use Only
UNABLE TO OBTAIN NOTICE RECEIPT ACKNOWLEDGEMENT

Option 1: I could not obtain a signed Notice Receipt Acknowledgement from the patient for the
following reason:

Onption 2: [ attempted to obtain a signed Notice Receipt Acknowledgement from the patient on
/ / , but was unable for the following reason:

'PPA Employee Signature Date



AUTHORIZATION FOR RELEASE OF INFORMATION
I HEREBY AUTHORIZE THIS PHYSICIAN TO APPLY FOR BENEFITS ON MY BEHALF FOR COVERED SERVICES
RENDERED.

1 CERTIFY THAT THE INFORMATION I HAVE REPORTED WITH REGARD TO MY INSURANCE COVERAGE IS
CORRECT. I FURTHER AUTHORIZE THE RELEASE OF ANY NECESSARY INFORMATION, INCLUDING MEDICAL
INFORMATION FOR THIS OR ANY RELATED CLAIM, TO MY INSURANCE CARRIER, (OR, IN THE CASE OF
MEDICARE PART B BENEFITS TO THE SOCIAL SECURITY ADMINISTRATION AND HEALTH CARE FINANCING
ADMINISTRATION). A COPY OF THE AUTHORIZATION MAY BE USED IN PLACE OF THE ORIGINAL.

THIS AUTHORIZATION MAY BE REVOKED BY EITHER MY INSURANCE CARRIER OR ME AT ANY TIME IN WRITING.

X

SIGNATURE OF PATIENT, INSURED, OR BENEFICIARY DATE
ASSIGNMENT OF BENEFITS
1HEREBY AUTHORIZE PAYMENT OF ALL MEDICAL INSURANCE BENEFITS WHICH ARE PAYABLE TO ME UNDER
THE TERMS OF MY INSURANCE POLICY TO BE PAID DIRECTLY TO THIS PHYSICIAN FOR SERVICES RENDERED. 1
FURTHER AUTHORIZE THE RELEASE OF ANY INFORMATION NEEDED FOR PROCESSING MY INSURANCE CLAIMS.
A COPY OF THIS AUTHORIZATION MAY BE USED IN PLACE OF THE ORIGINAL.

FUNDERSTAND AND AGREE THAT I AM FINANCIALLY RESPONSIBLE FOR CHARGES NOT PAID BY MY
INSURANCE COMPANY.

X

SIGNATURE OF PATIENT, INSURED, OR BENEFICIARY DATE
FINANCIAL AGREEMENT

I HEREBY ASSUME FINANCIAL RESPONSIBILITY FOR AND AGREE TO MAKE PAYMENT IN FULL TO POTOMAC
PHYSICIAN ASSOCIATES FOR ALL CHARGES FOR SERVICES OR MEDICAL SUPPLIES FURNISHED THE ABOVE-
NAMED PATIENT NOT OTHERWISE AUTHORIZED OR PAID BY MY INSURANCE CARRIER. PAYMENT IS TO BE
MADE WITHIN 30 DAYS AS STATEMENTS ARE PRESENTED WITH SETTLEMENT IN FULL, OR PAYMENT
ARRANGEMENTS TO BE MADE COMPLETE TO THE BEST OF MY KNOWLEDGE, AND FURTHER AUTHORIZE
POTOMAC PHYSICTAN ASSOCIATES TO INVESTIGATE ANY AND ALL FINANCIAL INFORMATION GIVEN
CONCERNING THIS OR RELATED CLAIMS.

X

SIGNATURE OF PATIENT, INSURED, OR BENEFICIARY DATE

COLLECTION FEES

SHOULD THE TREATING PHYSICIAN, REFER MY ACCOUNT TO A COLLECTION AGENCY AND/OR ATTORNEY FOR
COLLECTION, I AGREE TO PAY ALL COLLECTION COSTS, INCLUDING BUT NOT LIMITED TO COURT COSTS AND
ATTORNEY FEES OF 25 PERCENT OF MY BILL. I UNDERSTAND THAT ALL DELINQUENT ACCOUNTS SHALL BEAR
INTEREST AT THE RATE OF 12 PERCENT PER ANNUM.

X

SIGNATURE OF PATIENT, INSURED, OR BENEFICIARY DATE

FOR MEDICARE PART B PATIENTS ONLY

[ UNDERSTAND THAT IN CERTAIN CIRCUMSTANCES MEDICARE MAY DECIDE THAT APPROPRIATE MEDICAL
SERVICES ARE NOT MEDICALLY REASONABLE OR NECESSARY UNDER THE MEDICARE LAW. SINCE MEDICARE
MAY DENY PAYMENT FOR THESE SERVICES, I AGREE TO BE PERSONALLY AND FULLY RESPONSIBLE FOR
PAYMENT OF THESE CHARGES.

X

SIGNATURE OF PATIENT, INSURED, OR BENEFICIARY DATE

Patient name { print) Date of Birth:




Privaicy Practices

UNDERSTANDING YOUR HEALTH RECORD & INFORMATION: Each fime you visit a hospital, physician, or other healthcare provider,
a record of your visit is made. Typically, this record contains your symptoms, examination and test resulis, diagnoses, treatment, and a
ptan for future care or treatment. This information, often referred to as your health or medical record, serves as a basis for planning your
. care and treatment and serves as a means of communication among the many health professionals who contribute to your care.
- Understanding what is in your record and how your healh information is used helps you to ensure its accuracy, better understand who,
= what, wht;n, where, and why others may access your health information, and make more informed decisions when authorizing disclo-
sure {o others.

YOUR HEALTH INFORMATION RIGHTS: Unless otherwise reqguired by law your health record is the physical property of the health- |

3 | care practitionar or facility that compilad it; the information beiongs o you. You have the right to request a restriction on certain uses and
i - disclosures of your information, and request amendments to your health record. This includes the right fo obiain a paper copy of the

rotice of information practices upon reguest, inspect, and obtain a copy ofyour health record. You may obtain an accounting of disclosures
of your health information, request communications of your healih information by alternative means or at alternative locations, revoke
your authorization to use or disclose health information except to the extent that action has aiready been taken.

. OUR RESPONSIBILITIES: This organization is required to maintainthe privacy of your health informaticn, and in addition, provide you
= with a notice as to our legal duties and arivacy practices with respect to information we coliect and maintain about you. This organization
- must abide by the terms of this notice, notify vou if we are unable to agree o a requested restriction, accommeodate reasonable requests
~ you may have to communicate health information by alternative means or at aliernative locations. We reserve the right to change our
nractices and 1o make the new provisions effective for all protected health information we maintain. Shouid our information practices
change, we will mail a revised notice to the address you have provided. If we maintain a Web site that provides information about our

2L customer services or benefits we will post our new netice on that Web site. We will not use or disclose your health information without

your authorization, except as described in this notice.
EXAMPLES OF DISCLOSURES FOR TREATMENT, PAYMENT, AND HEALTH OPERATIONS

. We wili use your health information for treatment. For example: n-
© formation obiained by a healthcare practtionsr wilf be recorded in your
- record and used to determine the course of treatment that should
- work best for you. By way of example, your physician will document
. -in your record their expectations cf the members of your healthcare

.= team. Members of your healthcare team will then record the actions

 ihey ook and their observations (example varies by practitioner
= fype). We wili also provide your other praciitionsrs with.copies of var-

i * lious reports that should assist them in treating you.

. We will use your health informaiion for payment. For exampie: A bill
- may be sentto you or athird-party payer. The information on or accom-
= panying the bill may include information that identifies you, as well as
your diagnosis, procedures, and supplies used,

We will use your health information for reguiar-health operations, For
example: Members of the medical staff, the risk or quality improve-
ment managey, or members of the quality improvement team may use
‘information in your healih record to assess the care and outcomes in
your case and others like it. This information will then be used in an
effort to continually improve the quality and effectiveness of the
healthcare and service we provide,

Business Assaciates: There may be some services provided in aur
organization through contracts with Business Associates. Examples
*include physician services in the emergency dspartment and radiofo-
- gy, certair faboratory lests, and a copy service we use when making
. copies of your health record. When these services are contracted,
= we may disclose some or all of your health information to our Business
. Associate so that they can perform the job we've asked them 1o do.
' To protect your health information, however, we require the Business
. Associate to appropriately safeguard your information.

= Directory {inpatient seftings): Unless you notify us that you object, we
= will use your name, location in the facility, general condition, and refi-
¢ gious affiliation for directory purposes. This information may ba:pro-
vided to members of the clergy and, except for religious affiliation, to
other peaple who ask for you by name., -

1L Notification: We may use or disclose information to notify or assist in
= notifying a family membet, personal representative, or another per-
¢ _son responsible for your care, your location, and general condition.

Communication with farnily. Health professionals, using their best
judgment, may disclose io a family member, other relatives, close
_personal friends or any other person you identify, health information
relevant to that person’s involvement in your care or payment related
10 your care,

Research {inpatient). We may disclose information to researchers
' when an institutional review board, that has reviewed the research

iF proposal and established protocols o ensure the privacy of your

© health information, has approved their research.

Funeral directors:We may disclose health information to funeral direc-
tors consistent with applicable law to carry out their dufies.

Organ procurement organizations: Consistent with-applicable law, we
may disclose health information to organ procurement organizations
or-other enfities engaged in the procurement, banking, or transpian-
tation of organs for the purpose of tissue donation-and transplant.

Markeling We may contact you to provide-appointment reminders or
information about treatment alternatives or other health-related ben-
efits and services that may be of interest to-you.

Fund raising. We may contact you as part of a-fundraising effort.

Food and Drug Administration (FDA}). As required by law, we may dis-
ciose to the FDA health information relative to-adverse esvents with re-
spect to food, supplements, product end-product defects, -or-post
marketing surveiiance information to enable product vecalls, repairs,
or repiacement.

Workers compensation: We may disclose health information to the
exteni authorized by and to the extent necessary to compiy with laws
refaling to workers compensation or ‘other 'similar programs estab-
lished by faw.

Public health. As required by law, we may disciose your health infor-
mation to public health or iegal authorities charged with tracking births
and deaths, as weli as with preventing or controliing disease, injury,
ot disability.

Correctional institution: Should you be an inmate of a correctional
institufion, we may disclose to the institution or agents thereof health
information necessary for your health and the health and safety of
other individuals. An inmate does not have the tight 1o the Notice of
Privacy Practices.

. Law enforcement. We may disclose heaith information for law enforce-

ment-purposes as reguired by law or.in response to a valid subpoena.
Federal law makes provision for your health information to be released
o anappropriaie heaith oversight agency, public health authority or
attorney, provided that a work force member or business associate
believes in good faith that we have engaged-in uniawful conduct or
have ctherwise violated professional or clinical ‘standards and are
potentafly endangering one or more patients, workers or the public.

Notice of Privacy Fractices availabifity: Tris notice will be prominently
posted in the office where registration oceurs and patients will be pro-
vided with & hard copy.

Effective Date: This notice will be effective from April 14, 2003.

Modification & Amendmeant: This notice may be modified or amended
by other documents, upon notification from your healthcare provider.
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