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e
GEORGE NAHHAS, MD, FACC
JOSEPH CHATTAH, MD, FACC

PETER MANCINI, MD, FACC

Al copeys wre dus at the tne of arvics.
hlfnwmumywwmmmumm o vexify coverage and ensurs that po changes bave beve
raace. Thin 53 request from LSUFBRce companies. -
As per Foderal guidelings, there will ba a chamge for al services parformad by the physician in the hosplea! asd (a the office,
This may dnchude services Interpretad by the physicisn notin }{gut preseace. By llowing the physiclan or stafl to care for
Tou you are sgreeing o pay for the serviKis rendered and are vesponsibic for AUl psymant. Any oppesl must be made st
Use tine of service, .

Pedera legisletion prohlbits the physician from walving any popay, deduclible, or other balances that the patlent may
Irseur, TS baciudes not billing for services atal.
£ you 0 wot have Insurance we are siH) required b charge fdr all services provided at or above, the published cuprent
flacel yoar Medicare fos schedule. We kave s private pay rusd\muiu for ot services provided at this office.

Pienss 60 w0t muk pur physician to walve yous copay or deductitle. The physician could Incur severe prnaities and toge his
particip 7 for g ded programs as Wi as commersial ingurance compamiad.

}t you sre unable to pay your bill In AL please cootect our bl ! ng epartment for payment options. Wa will be happy to
apist you : !

Most HMOs requie 3 refervs) for ench and pvery sétvice. It lsiyour responsibiliey to chtain  refereal from your Prunary
Care Physicisn (PCP) for rach service performed = applicable. +

B Is your respoasibiiity te vad 4 the guidelines of your pottcy, any applkable copays
ané/ar deductibles. You will be responsibie forall pon-covesad services.

10, A3 2 cOurtasy, We wil procese and fils medical claims to your |esurunce campany o your behall. From time 0 me we

Wy £equest your assistance i prosussing these clalms.

11, Acceplable forms ol paywent Include Cash, Chack, Viss, Mmr&ard. 2nd American Exprese. There will be a §35.00 fee far

12, Theveis a fou for the completion of sll Mmedicsl records Trlesses

off returnad checks,

knd dltability forms requested by the patient.

13, Papmests zre always applied (0 the oldest putmandieg balance. [Please retain rectipts for yuur records.
14, We raquest 48 hour notice for appolntnent cuncellations. Wi ryservs the right ta charge for time and medical supplies last

For o shows®, Thi& I8 0} overed by insurance a0d will be thejpatients responsibbiy.

4100 canculistion foe veill bu sppiiad for cancellation of vshicese veln trestorents without 48 howr advance patice
4150 eanceflation fes will be applied for ftation of nuclvar wedicine gervices uﬂ-}u 4% hour advence
notics

18, We reserve the right 1o charge Interest on dalances outstanding after 9C dfy:. at thy madmum allowsble interast rate

16, We reserve the right to our

under the tawy of e State of Mickigen, and to utille all avaflable legal mechanisms for collection of outstanding bills.
dent ip in the eveat of your fallure et rafusal to comply wis

£
Wi financial policy and pay ovtstanding balances owed.

FEES AND POLICIES ARE SUBJECT TO CHANGE

ACKNOWLEDGEMENT OF FINANCIAL POLICY

1 ave ress this offior’s financial policy. 1 understand and agree Lo the tefms as they have beas set forth, { hareby suthorize my
msurance benefizs 1o be paid direcdly to my physician, realiutng that | anyresponsible to pay non-covered services and | hereby
sutiioriad the release of pertinent medical Information to Msurabee carTirs.

Patientsigr Date,

{Printad)




GEORGE NAHHAS, MD, FACC l
JOSEPH CHATTAHI, MO, FACC i
PETER MANCINI, MD, FACC - b

Permission to Communicate my Health Information ﬁloctronlallv

our office Is pleased to inform that we now participate in & health Information exchange- As you may be aware,
health Information exchanges allow for elactronic commu nleatlon ang access to yqur electronic medical resord.
This electronkc access, in turm, sUppots opportunities fof mproved continulty of care by physicians and other
heathcare personnel who are \nvolved 1n your care. Most important Is that health Information exchanges create @
smeans by which healthcare data may be accessed in a shorter period than has been traditionally the case th'
papef records. S

participation in the hesith information exchange could give your heaitheare provider access ta critical information
such as your heme agdress, past medical history, surglcal history, hospitatizations [family history, sacial history,
vitat signs, Immunizations, allergies, chrofl¢ medical conditions, previous and currgnt medications, (aboratary and
radiology test results, Of course, your privacy protections through HIPAA would e main and providers wil be
expected to access information cansistent with these rules.

PLEASE INDICATE YOUR CHOICE TO PARTICIPATE OR NOT IN THE EXCHANGE AS HROVIDED) FOR BELOW,

. YES,lwanito participate to communicate My health Information with he thearg professiondls involved In
my healthcare through the heaith information exchange. | have baen Informed abput information that will be
communicated nd have had the opportunity 10 ask any questions that about this ldecision. ) understand that |
have the right to change my mind and can withdraw permission by updating this form by chacking the NO ;ecti'on
and entering a revised date. If 1 withdraw permission any informatian In my electednic medication record will not
be accessibte by the heakn Tnformation exthange. At that point my doctor will still be abigto communicate My
information by the standard methods of telephone, fax, U.S. mail and é‘ﬁctvpted email.

1 do not [or no longer] want 1o participate 10 communicate my health !prurmulon with healthcare
professionals involved in my healthcare throygh the health information exchange) have had the opporturity 0,
ask any guestions gboul this decision, | understand that my Infgrmation will contisue to be stored lnmy elecupnic
medical record but will not be aceassible by the health information exchange. |u erstand that by nol »
participating it may be more difficult for physicians and other healtheare providerq to coordinate my care,
especially in an emergency situation or when my physiclanisnot available. My physician wii) still be able ta
communicate my information by the s1andard methods of telephane, fax, U.5. M3 | and encrypted email.

— v
Pring First Name, Last Name, ooB -
signature of Patient of Representative Date

[ ;

|

=




NOTICE

Due to the constant changes in insurance, it is no longer possible
to interpret each individual’s policy. Although we try to stay

aware of the changes, It is not possible.

IT IS YOUR RESPONSIBILITY TO KNOW
YOUR INDIVIDUAL COVERAGE

Please do not get angry at us if your insurance does not cover
our services. All insurance policies have exclusions and most
policies have deductible and co-pays which can change yearly.

Please remember that your insurance Dolicy is between you and
¥ policy you and

your insurance company and NOT between the insurance

company and the Doctor.

Date of Birth

Patient Name(Printed)

Date

Signature of Patient
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@ SAFESERY HIPAA Compliance Manual

HIPAA Privacy Rule of Patient Authorization

Authorization for the Discosure of Protected Health Information
for Treatment, Payment, or Healthcare Operatlons (§164.508(a))

l, (patient’s name} understand that as part of tmy healtheare, this factlity
ariginates and maintaing health records descriving my health history, symptoms, emminaton snd test results,
diasgnosis. treatment ind any plans for future cars or treatment. | undertand that this information serves as:

+ 2 basisfor planning my care and treatmaent;

¢ amaans of communication smong the health professionals who may contribute to my
healthcare;

*  3source of information for applying my diagnasis and surgicat information to my blli;
°  dmaansby which a third-party payer can verly that services Dbifled were sctually provided:

e 3toolfor rautine healthcare op such as g qualky and reviewing the competence
of hesltheare professionals g4 .
Fhave been provided with a copy of the Notice of Privacy Proctices that provides & mare completa description of
information uses and disclosures.

Iunderstand that as part of my care and tr Rmaybe y & provide my Protecied Health lnformation

o another covared entity. | heve the right to review this facilly’s natice prior to Egning this auhorization, |

;lu:uh th;ydlzl«m of my Protected Health information as specified below for the purposes and to the parties
gnated by me.

£

Privacy Rule of Patient Consent Agrecim

Consent to the Use and Disdosure of Protected Health Information
for Treatment, Payment, or Healthcare Operations (§164.506(a})

fundersiand thag:

. | have the right to review this fadliity’s Notke of Information practices prior to signing
this consent

* Thlifadll!y,mnhdghtm:hmhnaﬁaandmﬁmudthﬁnduw
implementation wiil mall a copy of any revised notice to the adoress I've provided if
requested;

. lmwnghthlmmukﬁunumhmmymndhwthhmm
may be used or disciosed to Camry out treatment, paymunt, or healthcare operations
and that this facllity Isnok required by law to sgree to the restrictons requested,

. ! may revoke this consent in writing at any time, xcept 1o the extent that this facity,
hes already taken action I relisnce thereon,

L] & s this faciity’s procedure to share Protected Health Information vith fabs, x-rays, consulting
physicians, and hospitals, We will call the pharmacy gf mJ?{::; ”.dnl; yau,r

prexaiptions. We will only exchange minim y P te fol
each transaction. .
Signature of Patient o Legal Rep Witness 8 -
X Princed Name of Patient or Legal R Witness ovens
Bate: v iomeeressnnsonsass T R
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