Date: |

latagorda Episcopal Health Qutreact  ogram Inc.

Z:“m 7101 Ave F. North -
Bay City TX 77414
New__ Retum __ Phone: (979) 245-2008 » Fax: (979) 245-0744

l
PAYMENT I3 EXPECTED A5 SERVICES ARE RENDERED

Thank you for choosing our office.

In order to sarve you proparly we will nasd the following information.
(PLEASE PRINT uting black ink)

Patient Narma Last First Mi Birthdate Sax Marital Status
Nombra del pacianta Apellido Nombre Fecha de Nacimiento Sexo Estado Marltal

Addregs Ty T T e Zlp Home Phone
Comiclile Cludad Estado Zana Postal Taléfono

Jtian

Social Security # Driver's Licensa # a-Mail Address
Saguro Social Numarg de licencia comeo electrénlco

Paticod Infar-—~

If child, Parent or Guardian Name FarenvGuardlan Soclal Security # Parent/Guardian Birthdala] Sex Marital Status
5l es menor de edad, que &5 el nombre de o5 padres Saguro Social Facha de Nacimiento Sexg Estado Marital

Name of employer/ occupation Addrass Businesg Phone
Nombre de emplador Domicilio Télephono

Do yau hava medical insurance? If no, how do intend to pay? ins. Co, Name & Address
{(Cusnta Ud. con aseguranza médica?) 3l no, como plensa pagar? Nombre y domicilio de azeguranza

Subscriber Name Policy Numbar Group Number Is It through your employer?
Nombre del suseriptor Numarp de la polica Nomero de grupa | 2Es a través de su empleador?

Name of Spouse Spouse Birthdate Spouse Social Security Number
Nombra ge ESposola) Facha de Macimiento Sequro Sockal

|a there secondary Insyrance, spouse Znd carriec? Name & address of spouse employer Butinass Phone
¢ Hay secundaria empresa asequradora, de 2 de conyuga? Nombre vy direccidn del empleador del chnyuge

Secondary insuranca name & address Policy # or L.D. Group Numbar
Nombre de seguro secundarlos & dirsccidn Politica # o Identificacldn Numero de grupo

Medicaid Nurmbar Madicara Numbar
Nurmso de Madicaid Numers de Medicara
Person Ninancially responsible for this account Address Falationship to Patiant

Cuian &5 la persona responable por esta cuenta Domicilio Qua ralacion tiena con el paciente?

Why are you here today?
Porqua éexta aqul hoy?

Attending Schaal? Yes __ No __ Grade Lagt Grade Complated:
Ecta atendiendo escusia actualmanta? Uitimo grado de estydly

Ethnigity: Etnicidad
White Black Hispanic Aslan Other?

How did you find out about MEHOR?
Comg se enterd de MEHOP?

Do you have 8 Church heme?  Yes . No If yes, where?

Es usted mismbro 48 una |glesis? Si, Indique donde?,

Person to cantact in case of an amargency”?
En caso de smargancia, a quien debamos notificar

MNama Address

Nambre Damicilio
Phone # () - Ralationship to patient?
Taldtono Qua relacion tiena con el pacienta?

b autharize Ihis office 10 relaase any information necessary to expedite insurance elaims. 1 understand that | am résponsible for all changes, regardiess of insurance coverage. By signing below, | am
indicating that the Information above |s accurate to the best of my knowladgae. My signature acknowladges that | voluntarlly consent to examination, lestng precedures, and treatment by the Matagorda
Episcopal Health Clinic. | am aware that information may be shared with other agencies for referal purposes or in delivering services.

Apthorizo et aficina a liberar ¢aulguitr informacion necetcaria para facilitar reclamas al segura. Eniendo que soy responsable de tedo carga, 8 pesar de [a supuranza. Cuande yo fimme abajo, yo indico
que 13 informacion 8s exacto al mejor de me concimiento, Woluntariaments y con mi firma doy consenlimento a los examenas y servicloe que voy a tomar de el Matagorda Eplacopal Health Clinica. Estoy
entarado que |a informacion puede ser compartida con otras agencias para referencias u olrot Servicios.

é?gnaiura (Parenl ar Guardiar) Data
(Firma) (Facha)



~ATIENT RECORD OF DISCLOSUR=s

In general, the HIPAA privacy rule gives individuals the right to request a restriction on uses and disclosures of
their protected health information {(PH/). The individual is also provided the right to request confidential
communications or that a communication of PHI be made by alternative means, such as sending
correspondence to the individual's office instead of the individual's home,

D Home Telephone

I:I O.K. te Ieave meesage wxlh detailed lnfermatlon o B ['j O K 0 mall !e my home eddress
D Leeue meebdge W|th a, call dek number and name only ‘ e , ‘|:l D K. to.mail le my werk adch 235
D Work Telephene - ‘ . ’ ' f:l O K to fax la this number

C oK. 16

The Privacy Rule generally requires healthcare providers to take reasonable steps to limit the use or disclosure
of, and requests for PHI to the minimum necessary to accomplish the intended purpose. These provisions do not
apply to uses or disclosures made pursuant to an authorization requested by the individual.

Healthcare entities must keep records of PHI disclosures. Information provided below will constitute and
adequate record. Uses and Disclosures for treatment, payment and healthcare operations may be permitted
without prior consent in an emergency.

Record of Disclosures of Protected Health Information

Date Disclosed to Whom (X)) Description of Disclosure / By Whom Disclosed ; (2) | (3)
Address or Fax Numbar Purpose of Disclosure

(1) check this box if the disclosure is authorized
(2) Type Code: T=Treatment Records P=Payment Information O=healthcare Operations
(3) Enter how disclosure was made: F=Fax P=Phone E=Email M=Mail O=0ther



—

MATAGORDA EPISCOPAL HEALTH OUTREACH PROGRAM
PATIENTS' AND CENTER'S RIGHTS AND RESPONSIBILITIES

Welcome to the Matagorda Episcopal Health Outreach Pregram (MEHOP). Our goal is to provide

community, regardiess of their ability to pay. As a patient, you have rights and responsibilities. M
¥ou lo understand these rights and responsibilities so ¥ou can help us provide health care for you
you may have about our agency,

Quality health care to qualified persans In thig
EHOP also has rights and responsibiiitcs. W want
. Please read this statement and ask us any questions

Human Rights

1. You have a right to he treated with

Tewpect and dignity regardless of mee, marital statug, religion, sex, national erigin, ancesiy,
ot disability, age (over 40), Vietnam era

physical of mental handicap
VELerRn status, of other grounds not permitted by applicable federal,

wtate and local laws or regalations,
Paymant for Services

2, You are responsible for giving us accurate information about your present financial status and any changes In your financial status. We nead
this information to establish your fee andfor 30 we can bill private Insurance, Medicaid, Medicare, or other benefits far whieh you may be eligibte. It
your inrcome is less than the federal paverty guidelines 200% i [

or armange to pay all agreed foos for medical
lans are made avallable for specific

q. Federal law prohibits MEHOP from denying you primary health care services. which are medically necassary, solely becauss of your inabllity
to pay for these services. However, you are required to act in good faith and make paymenis for services,

Asszignment Of Insurance Bensfits To Provider

5. { hereby request payment and assign any benefits due me under the terms of any policy of policles and/ar under Titls V147 of the Soclal
Security Act that may cover professional services randerad to the above name mentloned assignes.

Privacy

6.

You have a right ta have YOur interviews, sxaminations and treatment in privacy. Your patlent records (medical, dental, behovieral health,
HIV, substance abuse) are also private. Only legally authorized
to, or copy them for, someone ales. A nd 15 named
MEHOP's Notice of Privacy Practices. ge your receipt of our Notica of Privacy Practices. The Natice of Privacy

your patient records may be used or disclosed by MEHOP and the rights granted to y&u under the Haalth
Insuranca Portability and Accountability Act ("HIPAA®).If you have private Insurance or are insursd under Medicare or Medicaid, vour insurer has
the right to requast patiant records conceming a service that was pilled ta them by us.

Hualth Cars

7. You are respensible for providing us accurate, co

You have a right and are ancouraged to participate n

“fou have a right to information and explanation

information about your health or liness, reatment pla

(and the cansequences of refusing treatment; the reazonable alternatives

This information is called obtaining vour informed consent
9. You have the right to receive information regarding

mplete and current information
decisions about your treatment,

% in tha language you normally speak and in words that

about your health so that we can give you proper health care,
8, you understand. You have a right to
treatment; its expecled benefits; its Inherent risks and hazards

d thelr risks and benefits; and the expacted outcome, if khown,

10. ‘You have a right to receive informatl

process. If you have any questions, pleasa ask,

If you are an adult, you have a fight to refuse treatment or procedures to tha extent permitiad by applicable law and regulations, In this

regard, you have the right to be informed of tha risks, hazards and consequences of refusing such treatment or procedures. Yaur recaipt of this
information is necessary so that your refusal will be *informed”. You ara rezponsible for the consequences and outcome of refusing recommended
treatment or procedures, If you refused treatment or procedures that your haaithcara providars

believe is in your best ihterest, you may be asked
to sign a Refusal to Permit Medical Treatment or Services form or Against Medical Advics form (as appropriate).
12. You have a right to

health care and treatment that is raasonable for your condition and within aur capability, hawever, MEHOP is not an

amargency care facility. You have g right to ba transterred or raferred 1o ancther facility for services that we cannot provide. MEHOP does not pay
for services that you receive from angther healthcare provider. You are rasponsgible fo

r payment armangsments for services provided by another
provider of entity outside of MEHOP,
If you are in pain, you have a right to receive an approgpriate assessment and pain management, as necessary,
Center Rulos
14, You are responsibie for the supervigion and safe

ty of childran you bring with yau to MEHOP. You are responsible for your children's safety
and the protection of other patients and our preperty, We ara not responsibie for children {eft unattended, Should any d
responsible for reimbursement of cost to repair or replace.

amages occur, you may be
15, You have a responsibility tp keep your schedulad appoiniments, Missed schaduled appointments caugse delay in treating other patients. if
you do not keep scheduled appointments, you may be asked fo meet with MEHOP's Chief Executive Officer 1o detemming the reason for your
whather you can continue as a patient of MEHOP,

",

13

Complaints

16, 't yau are not satisfied with our services, please tell us, We want suggestions 50 wa can improve our services. Yoy may request a Client
Suggestion/Complaint Form to document your concerns. You shall receiva a respanse from MEHOP by rmail or phone regarding tha outcome of
your complaint or suggestion. If you are not satisfied with h

ow the complaint iz handlad, you may complain to MEHOP's Board of Qirectors,
You cannot ba punished for filing a complaint, and we will continue to see you as 4 patient,
Tarmination

18, If we decide to terminate our relationship with you, you have a fight to advance notice that explains the reasan for tha decision, and you will be
givan thirty (30) days to find other health cars services. MHowever, MEHOP can decide 1o stop treating you immediately, ang without writtsn notice,
if you have created a threat 1o the safety of the Staff and/or other patiants. You have a right to recelve a copy of MEHOP's Termination of the

i . Reazons to terminate may incude: (1) fallure o obey MEHGP rules, {2} intentional failure

f, (3} intentional failure 1o provide accurate health information, and (4) Intentional Gilure ta follow medical

17,

advice,

18, If we decide to stop freating you as a patient, you hav

® a right to appeal the decision to the Board of Directors or through the courts, Unless
there is an emergency, we will not continue to see you as a patient while you are appealing the decision
Appeals

20, if MEMOP has glven you notice of temrnination of th:
Directors. Unless you hava a medical emargency,

& pitient and Canter retationahip,

you have the rght to appeal the decision to the Board of
w# will not eantinue to see you ps g pa

tient while you are appealing the declsion.
Date

Signatura

Lof 1



ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

Notice to Patient:
MEHOP is required to provide you a copy of our Notice of Privacy Practices, which states how we

may use and/or disclose your health information. Please sign this form to acknowledge receipt of
the Notice, You may refuse to sign this acknowledgement, if you wish.

e ke ke ol ol ol e e o o o o e o o o e o

I acknowledge that | have received a copy of MEMOP's Notice of Privacy Practices.

Please print your name here

Signature Date

FOR OFFICE USE ONLY

We have made every effort to obtain written acknowledgment of receipt of our Notice of Privacy from
this patient but it could not be obtained because:

The patient refused 1o sign.
Due to an emergency situation, it was not possible to obtain an acknowledgement.
We weren't able to communicate with the patient.

Other (Please provide specific details)

Employee Signature Date

HIPAA Acknowledgement of Receipt of the Notice of Privacy Practices

MEHOP 1/15/10



"'CONSENT TQ TREATMENT

I {for} undersigned patient, do hereby voluntarily consent to such health care involving routine diagnostic
procedures and medical/dental treatment by my attending physician/dentist, his assistants or his designees.
I am aware that the practice of medicine/dentistry and surgery is not an exact science and | acknowledge
that no guarantees have been made to me concerning the results of any treaimeni or examinations to be
rendered during this episode of care. | understand that the attending physician/dentist may not be an agent
of the Matagorda Episcopal Health Qutreach Program (MEHOP), and may have been granted privileges by
MEHOP to practice medicine/dentistry and to use the facilities of MEHQP. | further understand that the
nurses/nygienist and other technical staff at MEROP do not practice medicine/dentistry, but carry out the
orders of independent licensed physicians/dentists when providing treatment to patients at MEHORP.

MEDICAL CARE

Independent contractors fumishing services to the patient, including the radiologist, pathologist,
anesthesiologist, emergency room physicians, and others may bill directly for their services. MEHOP
provides only general duty nursing care unless the physician orders that the patient be provided more
intensive nursing care. If the patient’'s condition requires the service of a special duty nurse or sitter, this
service must be arranged by the patient or patient's representative since MEHOP does not provide this
special care. When protective side rails are placed on the patient’s bed and raised for patient protection or
when protective restraints are ordered, the patient assumes all risks of injury or damage if the patient refuses
to permit raised side rails or restraints.

CONSENT TO PHOTOGRAPH

MEHOF is permitted to take pictures of the medical/dental or surgical progress involving the patient and to
use same for scientific, educational or research purposes.

When patient is UNABLE to consent or is a MINOR, complete the following:

Patient is a MINOR ( ) years of age, or is unable to consent because:

{Print reason patient is unable to consent)

Patient Signature or Authorized Signature Date

Relationship to Patient

Witness, why patient is unable to consent
MEHOP 1/2010



MATAGC  \EPISCOPAL HEALTH OUTREACH PROGR " (MEHOP)
. et HEALTH QUESTIONNAIRE —_

Name: Date of Birth: Phone No.

Please list any allergies:

Past Surgeries:

Current medications and Dosages:

Do you smoke? ] Yes (] No How mugch:

Consuma alcohol? [ ves ] No How much:
Recreational Drug Use?[]] Yes [J No How much:
Domestic Violance? L] Yes 1 No Describe:

Describe your Current Job:

Check below if you are having any symptoms in the following areas and briefly explain:

[ Ears O Chest/Heart ] Head/Neck Recent Changes in;

[ Nosge [] Back O Skin [ Weight [ Erergy Level

[] Throat O Bladder ] Circutation ] Ability to Steep ] Other Pain/Discomfort
3 Lungs ] Bowal

Please explain any checked symptoms:

Patient Medical History: (for example, diabetes, heart disease, hypertension, asthma, etc)

Family Medical History: (for example, diabelas, heart disease, hypertension, etc) '
Mother:
Father:

Sisters/Brothers:
Children:

Health Maintenanca:
When was your last:

Pap Smear: Tetanus Shot:
Mammaogram: Pneumovax:
Colonoscopy: Bone Dansity:

Prostate Exam:

Do you have a living will? Patient Signature / Dateg:

Revised: 1-21-11



