MEDICAL CLINIC Hello,
NORTH TEXAS, PA.

On behalf of the nurses, physicians and staff of Medical Clinic of North Texas
(MCNT), I would like to take this opportunity to welcome you to our group. | am
o _ delighted you chose one of our physicians to care for you or your loved ones. We
Administrative are all personally committed to providing the highest quality care and exceptional
and Business Center customer service for you and your family.

9003 Airport Freeway

Suite 300

N. Richland Hills, TX 76180 Our network of physicians is unique to the Dallas-Fort Worth Metroplex because
we focus on providing primary care through the following specialties: Pediatrics,

Office (817)514-5200 Family Medicine, Internal Medicine, Obstetrics & Gynecology, Psychotherapy,

Fax (817)514-5210 CBO Sports Medicine, Rheumatology, Neurology, Endocrinology, Geriatrics, Infectious

Diseases, and Podiatry. This allows us the ability to serve you and your family at
every stage of your lives.

With more than 100 physicians and 40 locations, MCNT physicians are
conveniently located to meet your personal health care needs. In addition, we
strive to be progressive in our use of Information Technologies to include
electronic medical records and on-line services. Our advanced systems provide
you easy access to our physicians for appointments and timely medical advice. For
more information, please review our web site at www.MCNT.com. Again, thank
you for choosing your Medical Clinic of North Texas physician.

Sincerely,
R
¢,

Karen Kennedy
Executive Administrator

www.MCNT.com

Arlington Bedford Burleson Carrollton Cleburne Coppell Cross Roads Dallas Denton Farmers Branch Flower Mound Fort Worth Frisco Irving Lake Worth Las Colinas Mansfield Plano Saginaw



MEDICAL CLINIC OF NORTH TEXAS, P.A.

PATIENT INFORMATION FORM

PHYSICIAN’S NAME

PATIENT’S FULL NAME (LIST ALL NAMES IF MORE THAN ONE CHILD)

DOB

PATIENT’S SOCIAL SECURITY #

SEX M[] F[J

SEX MO F[J

SEX M[] F[]

SEX M[J F[J

SEX

PARENT’S/GUARDIAN’S NAME

WORK # ( )
DOB CELL # ( )
5% HOME # ( )

EMAIL ADDRESS

ADDRESS

PRIMARY INSURANCE COVERAGE

INSURANCE INSURED’S DOB [JPARENT
COMPANY [J OTHER
NAME OF COPAY
INSURED AMOUNT
INSURED’S

EMPLOYER

INSURANCE CLAIMS INSURANCE
ADDRESS PHONE #
CITYy STATE ZIP

POLICY NUMBER

GROUP NUMBER

SECONDARY INSURANCE COVERAGE

INSURED’S SOCIAL SECURITY #

INSURANCE INSURED’S DOB LIPARENT
COMPANY JOTHER

NAME OF COPAY

INSURED AMOUNT
INSURED’S

EMPLOYER

INSURANCE CLAIMS INSURANCE
ADDRESS PHONE #

CITY STATE ZIP

POLICY GROUP INSURED’S SOCIAL SECURITY #
NUMBER NUMBER

ANY OTHER [JYES COMPANY

INSURANCE COVERAGE J NO NAME PHONE # ( )

WHOM MAY WE THANK FOR
REFERRING YOU TO OUR OFF

ICE?

CARE PHYSICIAN

PRIMARY

INSURANCEAUTHORIZATIONANDASSIGNMENT
| authorize the Medical Clinic of North Texas, P.A. to my insurance carrier and/or their agents any information necessary to determine benefits payable for related
services. | authorize the payment of medical benefits to Medical Clinic of North Texas, P.A. | understand that | am ultimately responsible for all services whether
covered by insurance or not. | also authorize my physician, based on his/her discretion, to access my chart for utilization management review.

DATE:

SIGNATURE

P-02.form.Patient.Information Rev. (03/09)



MEDICAL CLINIC OF NORTH TEXAS, PA.

PATIENT NAME:
DATE OF BIRTH:

PHYSICIAN:
PEDIATRIC HEALTH QUESTIONNAIRE
BIRTHHISTORY
CHILD’S BIRTHWEIGHT: DURATION OF PREGNANCY:
MOM'SAGE: ~ DAD'SAGE: ~ ANYPROBLEMSWITHPREGNANCY? Y N
TYPE OF DELIVERY: IFYES, SPECIFY

PLACE OF DELIVERY:
ANY MEDICATIONS, SMOKING, DRUGS DURING PREGNANCY? Y N

ANY PROBLEMSWITH LABOR/DELIVERY? Y N IFYES, SPECIFY
LENGTH OF STAY IN NURSERY:

MEDICAL INFORMATION REGARDING PATIENT

ANY HISTORY OF COLIC OR UNUSUAL FEEDING PROBLEMS BEFORE 3 MONTHS? Y N
ANY MINOR ILLNESSABOUT WHICH YOU WORRY? Y N HAD CHICKEN POX? Y N
HAS YOUR CHILD HAD MORE THAN 4 BOUTS OF EAR INFECTIONS IN ONE YEAR? Y N

ANY MAJOR ILLNESS/HOSPITALIZATION? Y N IFYES, SPECIFY

ANY SURGERY? Y N IFYES, SPECIFY

ANY ACCIDENTS/INJURIES? Y N IFYES, SPECIFY

ANY MEDICATIONS TAKEN REGULARLY? Y N IFYES, SPECIFY
ANY KNOWN DRUG ALLERGIES? Y N IFYES, SPECIFY

DEVELOPMENTAL HISTORY

AGE CHILD SAT ALONE: AGE CHILD WALKED ALONE:
AGE CHILD SAID FIRST WORD AGE CHILD TOILET TRAINED:
CURRENT SCHOOL GRADE: SPECIAL CLASSES? Y N
PERFORMANCE IN SCHOOL.: STRENGTHS

WEAKNESSES

FAMILY HISTORY

0 ALLERGIES [OANEMIA [OASTHMA [ODIABETES [OCANCER HIGH CHOLESTEROL

0 BLEEDING DISORDER [ EPILEPSY LHEART DISEASE OHIGH BLOOD PRESSURE

00 KIDNEY DISEASE [OMENTALILLNESS OSICKLE CELL STROKE OTUBERCULOSIS

SOCIAL HISTORY
NUMBER OF PEOPLE IN HOUSEHOLD:
NAMES & AGES OF SIBLINGS:

ANY SMOKE/ALCOHOL IN HOUSEHOLD? Y N

P-03a.Pediatric.Health.Questionnaire (Rev. 5/08)




Patient Name:

Date of Birth:

Family History

Please indicate if anyone in the patient’s family has (or had) any of the
following medical problems and what relation that relative is to the
patient (i.e. maternal or paternal grandmother (GM) or grandfather (GF),
aunt, uncle, cousin, brother, sister, mother, father, etc.).

Past Medical History

If this patient has stayed overnight in a hospital, other than at the
time of birth, please provide the following:

Year Diagnosis

1

Condition or N . Relatives with Condition

2

High Blood Pressure

3

High Cholesterol

4

High Tri-glycerides

Heart Disease

Migraine Headaches

If this patient has had surgery, other than circumcision, please provide
the following:

Stroke Year Diagnosis

Kidney Disease 1

Diabetes 2

Allergies 3

Asthma 4

Seizures Please list any medications to which this patient is allergic:

Cancers: (List Type)

Birth History

Please indicate if this patient has been diagnosed as having any of the
following illnesses:

Type of Delivery: Vaginal () or C-Section (_ )

Was your baby full term? Yes( )orNo( )

If premature, at what month was infant born?

How many pregnancies did you have before this child? |

Strep Throat: Yes( )No( )
Chicken Pox: Yes(_ )No( )
Pneumonia: Yes(_ )No( )
Frequent Ear Infections: Yes( )No( )
Freguent Throat Infections: Yes( )No( )

Please describe any problems at birth:

Please list other notable or recurring illnesses:

Birth Weight: Birth L ength:

Discharge Weight:
) o B B
Blood Type:

Other:

Please note any other comments concerning this patient’s medical
history that you feel may be important:

THE NURSE WILL COMPLETE THISSECTION

Immunization History

Date Manufact Lot/Control # Date Manufact Lot/Control #
DPT/Tetra 1 OVP1
DPT/Tetra 2 OVP?2
DPT/Tetra3 OVP3
Acel/Tetra 4 OVP4
DT1 OVP5
DT2 PVX1
HIBT TB1
HIB2 B2
HIB3 B3
HIB4 PPD1
MMR 1 PPD 2
MMR2 FLU1
Measle Atten Vac 1 FLU?2
Hepatitis B 1 FLU3
2 Other 1
3 2

P-03b.form.Pediatric.Patient.History (Rev. 12/08)



PARENT or GUARDIAN: Please fill out ONLY if the office visit is for a minor.

MEDICAL CLINIC OF NORTH TEXAS, P.A.
CONSENT TO MEDICAL TREATMENT OF A MINOR

Date:
Parent’'s Name(s): DOB:
Name of Person Giving Consent:
Relationship (Parent, Guardian, Managing Conservator of the child):
Address:
Phone Number: (Home): (Cell):

To Whom It May Concern:

| hereby give my permission for Medical Clinic of North Texas, P.A., and its physicians, nurse practitioners,
physician assistants, and other associates to examine and treat my child whose name and age is listed below:

who is years of age.

Patient’'s Name

In addition, in the event that | cannot be contacted, | hereby give my consent to the following individuals or
institutions to consent to medical treatment for the foregoing child.

Names of Individuals who have care and control over the foregoing child (e.g. babysitter, grandparent)

Names of Institutions (School, daycare, etc.)

Consent to Counseling and Provision of Contraception. Texas permits minors to be treated for sexually
transmitted diseases and pregnancy without parental consent and as such, | understand that appointments may
include discussion, testing and treatment of sexually transmitted diseases and/or pregnancy issues. Texas does
not, however, permit a health care provider to counsel and provide contraception to minors without parental
consent except under limited circumstances. Check Yes or No as to whether you consent to the counseling and
prescription of contraception for the minor whose name appears above.

1 Yes, | consent to the counseling and provision of contraception to my child.

O No, 1 do not consent to the counseling and provision of contraception to my child.

X
Signature of Parent, Guardian, or Managing Conservator

Witnesses to Signature Above:

Name Address

Name Address

P-04.form.Consent.to.Treat.a.Minor.doc (Rev. 04/08)



Medical Clinic of North Texas, P.A.
Consent for Treatment

MIEI)I{'.J\II. CLINIC
of
NORTH TEXAS, PA.

By signing this consent, | am authorizing my physician and/or other individuals he or she
deems appropriate to perform and/or order exams, tests, procedures, and any other care
deemed necessary or advisable for the diagnosis and treatment of my medical condition.
This consent is valid for each visit | make to the Medical Clinic of North Texas, P.A.
unless revoked by me orally or in writing.

Please be informed Texas law allows a patient to be tested for possible exposure
to the Human Immunodeficiency Virus (HIV), the virus associated with AIDS, in
the following situations: 1) to screen blood, blood products, organs or tissues to
determine suitability for donation; 2) if another individual is accidentally exposed
to a patient’s blood or body fluids, such as through a needlestick (any such test
shall be conducted pursuant to the Medical Clinic of North Texas, P.A.’s
infectious disease protocol); or 3)if a medical or surgical procedure is to be
performed which could expose health care workers to the patient’s blood or body
fluids. This disclosure is to inform you that you may be tested, at the expense of
the Medical Clinic of North Texas, P.A. if any of these situations occur during
your treatment period.

Patient’s Printed Name Date of Birth

Patient/Legal Representative Signature Date

Relationship to Patient

Witness Date

A-04.form.Consent.for. Treatment.doc Rev. (8/08)



MEDICAL CLINIC OF NORTH TEXAS, P.A.
FINANCIAL POLICY

Thank you for choosing the Medical Clinic of North Texas, P.A. (MCNT) as your health care provider. We are committed to providing
excellent health care services to you, our patient. As a part of our professional relationship, it is important that you have an understanding of
our financial policy.

o,

%
%

All patients must read and sign this form prior to receiving services.

% Itis your responsibility to provide us with your most current insurance information.

If you fail to provide accurate insurance information in a timely manner, your insurance company may deny the claim. If the claim
is denied, you will be financially responsible for services rendered.

We must emphasize that, as medical providers, our relationship is with you, the patient, and not your insurance company. Your
insurance is a contract between you, your insurance company and possibly your employer. It is your responsibility to know and
understand the level of services covered by your insurance company.

If you have Medicaid coverage of any kind, you must notify us prior to your visit. This is part of your agreement with Medicaid,
and failure to notify us of Medicaid coverage will result in full financial responsibility for services rendered.

We may accept assignment of insurance after verification of your coverage. Please be aware that some or perhaps all of the
services provided may not be covered in full by your insurance company. You are financially responsible for services

not covered by your insurance company.

Before receiving services, you must verify that we are participating providers for your insurance company. It is also necessary that
our primary care physician is listed as your primary care provider with your insurance company, if required by your contract with
your insurance company. In the event we are not participating providers or our physician is not listed as your primary care provider
with your insurance company, we will file the initial claim as a courtesy. Payment, however, is due in full at the time of service.
We charge what is usual and customary for our area. You are responsible for payment regardless of any insurance company’s
arbitrary determination of usual and customary rates.

Copayments, coinsurance and/or deductibles are due at the time of service. We will estimate the amount you owe based on
information we receive from your insurance company. However, you are responsible for paying the full amount determined by
your insurance company once they have paid your claim — regardless of our estimation.

It is your responsibility to provide us with your most current billing information.

You must provide your most current billing address, all available telephone numbers and any other important contact information.
If your address or contact information changes, it is your responsibility to contact us with the updated information.

We will send a statement (to the billing address you provide) notifying you of any balances you may owe. If you have any
questions or dispute the validity of this balance, it is your responsibility to contact our business office within 30-days after receipt
of the initial statement. You can call (817)514-5200 or 1-800-555-1429.

Payment in full is due upon receipt of the statement. Patient balances not paid in full within 30 days of the statement
issue date are deemed past due. Past due accounts may be subject to a $5.00 monthly late fee and may be referred to a
professional collection agency and/or attorney for further collection activity. You will be responsible to pay all collection
costs incurred, including attorney’s fees and court costs if applicable.

If you are not able to pay the balance due in full, you must contact our billing office to discuss a payment schedule. Any late fees
already incurred on past due balances will be included in any mutually agreed upon arrangements. If you fail to make payments as
agreed upon, your account may be referred to a professional collection agency and/or attorney. You will be responsible for all
collection costs incurred, including attorney’s fees and court costs if applicable.

If your account is assigned to a professional collection agency, you will be notified by certified mail that you will no longer be able
to receive services from any of the physicians at the Medical Clinic of North Texas, P.A. Failure to accept this certified letter
(and/or to pick it up at the post office) serves as notice of termination of services.

In the event you submit payment by check and the bank returns the check unpaid for any reason, we will add $25.00 to your
original balance. In addition, we may seek all additional legal remedies provided to us under Texas law.

We may charge you a “No Show” fee if you fail to cancel or reschedule your appointment at least 24 hours prior to your
appointment date.

Failure to keep your account balance current may require us to cancel or reschedule your
appointment.

Full payment is due at the time of service. We accept cash, checks and credit cards. | have read and understand this Financial Policy.

Signature of Responsible Party Date

Patient Name: Patient Date of Birth:

EPM Medical Record Number: A-05.form.Financial.Policy.doc Rev.(04/09)




MERIUAL CLINIC
of
NORTH TEXAS, P.A.

www.MCNT.com

To be completed by the person whose name appears on the Form of Payment:

1, , give permission for,

, to use my Medical

(Printed name of patient)
Flex card, personal credit card, or personal check to pay for the services that they receive

at the Medical Clinic of North Texas.

Please provide the last 4 digits of the card number or bank account that will be used for
transactions.

FlexMed card: Expiration year:

Credit card: Expiration year:

Bank account:

I understand that the information provided in this document will remain in effect until
expiration dates indicated above or until written letter is provided to the Medical Clinic of
North Texas to either void or terminate this agreement.

Dependent’s Name:

Guarantor’s Signature:

Guarantor’s Printed Name:

Date:

Witness:

form.MCNT.Red.Flag.Payment.Permission.doc



Medical Clinic of North Texas, P.A.
Is excited to offer NextMD

MEDICAL CLINIC

—of ———
NORTH TEXAS, P.A.
W i\'.h‘[ CN T.L' lllll

What is NextMD?

NextMD is a patient portal service that eliminates time-consuming phone calls and allows
you, the patient, on-line access to your physician’s office. All requests or questions will
be answered within 24 hours. With respect to system security, unlike emails that use
multiple servers over the internet, the NextMD technology allows your doctor to use a
single server secured by both a firewall and 128-bit encryption to safeguard your privacy.
This secured system operates by a password protected log-in that you receive upon
registering for the service. Only you will have access to your information. Each family
member will receive their own log-in code and password. If the patient is under 18 years
of age, the responsible parent will receive the enrollment code and password information.

Benefits of NextMD

With NextMD, you can access a wealth of general health information online, view new
messages from the practice or take advantage of these many powerful benefits:
e Access and request personal or general information.
e Request a non-urgent appointment or confirm an appointment. For all urgent
issues, we ask that you call our office.
e Request medication refills.
e Receive documents from your doctor such as immunization records, return to
work/school forms, lab result cards, and visit summaries.
e Receive important notifications such as drug recalls or guidance, tailored to your
specific health plan, chronic conditions, and disease management.
e Many new features, such as the ability to view all lab results, fill out forms and
pre-visit questionnaires, and online doctor visits are on the horizon.
e No health information is sent via email. When a message is sent from the doctor’s
office, you receive an email stating you have a new message from Medical Clinic of
North Texas and are directed to log in to NextMD to review.

How Do | Sign Up?

At check in, tell the office staff that you would like to register for NextMD.

Provide your email address to the office staff.

You will be given a temporary enrollment code.

You will then be given the website address to enter your enrollment code, so that you can
complete the enrollment process from home or work.

You must complete the enrollment process from home or work within 14 days. After 14
days, your enrollment code will become invalid, and you will have to re-register at your
physician’s office at your next visit.

We are very excited about providing this service to you. Your health and well-being are our
number one priority. Be sure to sign up today.



TEXAS DEPARTMENT OF STATE HEALTH SERVICES
IMMUNIZATION REGISTRY (ImmTrac)

y /
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Texas Immunization Registry

DEPARTAMENTO ESTATAL DE SERVICIOS DE SALUD
REGISTRO DE INMUNIZACION (ImmTrac)

CONSENT FORM FORMULARIO DE CONSENTIMIENTO
(Please print clearly / Sirvase escribir claramente con letra de molde)
_ _ _ For Clinic/Office Use
Child’s Last Name / Apellido del nifio(a)
Child’s First Name / Nombre del nifio(a) Child’s Middle Name / Segundo nombre del nifio(a)

*Children under 18 years only /

/ /

Solamente nifios menores de 18 afios

Child’s Gender / Género: |:| Male / Masculino |:| Female / Femenino

Child’s Date of Birth / Fecha de nacimiento del nifio(a)

Child’s Address / Direccion del nifio(a)

Apartment # / Apartamento # Telephone / Teléfono

City / Ciudad

State / Estado Zip Code / Cédigo postal County / Municipio

Mother’s First Name / Nombre de la madre

Mother’s Maiden Name / Apellido de soltera de la madre

ImmTrac, the Texas immunization registry, is a free service of the Texas
Department of State Health Services. The immunization registry is a secure
and confidential service that consolidates and stores your child’s (under 18
years of age) immunization records. With your consent, your child’s
immunization information will be included in ImmTrac. Doctors, public health
departments, schools and other authorized professionals can access your child’s
immunization history to ensure that important vaccines are not missed.

The Texas Department of State Health Services encourages

your voluntary participation in the Texas immunization registry.

El registro de inmunizacién (ImmTrac) de Texas, es un servicio gratis que proporciona el
Departamento Estatal de Servicios de Salud. EI registro de inmunizacion es un servicio
seguro y confidencial que consolida y guarda el récord de inmunizaciones de su nifio
(menor de 18 afios de edad). Con su consentimiento, la informacién de la inmunizacién de
su nifio sera incluida en ImmTrac. Los doctores, departamentos de salud publica, escuelas
y otros profesionales autorizados pueden tener acceso al historial de inmunizacién de su
nifio para asegurar que las vacunas importantes no le falten.
El Departamento Estatal de Servicios de Salud le anima a
participar voluntariamente en el registro de inmunizacién de Texas.

Consent for Registration of Child and

Release of Immunization Records to Authorized Entities
| understand that by granting consent below, I register my child in the Texas
Department of State Health Services immunization registry and authorize the
registry to include my child’s information in the registry and to release past,
present, and future immunization records on my child to a parent of the child
and any of the following:
public health district or local health department;
physician or health care provider;
insurance company, health maintenance organization or payor;
school or child care facility in which the child is enrolled and/or
state agency having legal custody of the child.
I understand that | may withdraw the consent to include information on my
child in the ImmTrac Registry and my consent to release information from the
registry at any time by written communication to the Texas Department of
State Health Services, ImmTrac Group — MC 1946, P.O. Box 149347, Austin,
Texas 78714-9347.

Consentimiento Para Registrar al Nifio(@) y Para Poder Dar a Conocer a

Entidades Autorizadas el Récord de Inmunizaciones del Nifio(a)
Entiendo y acepto que al autorizar mi consentimiento en la parte inferior, registro a mi
nifio(a) en el registro de inmunizacion del Departamento Estatal de Servicios de Salud de
Texas y autorizo al registro para que incluya la informacion de mi nifio(a) en el registro y
que el récord de inmunizaciones de mi nifio(a) del pasado, presente y futuro sea dado a
conocer a alguno de los padres del nifio(a), y a cualquiera de los siguientes:
distrito de salud publica o departamento de salud local;
médico o proveedor de atencion de salud;
compafiia de seguros, organizacion para el mantenimiento de salud o pagador;
escuela o centro de cuidado de nifios, en el que el nifio(a) est4 inscrito y/o
agencia estatal que tenga custodia legal del nifio.
Reconozco y acepto que en cualquier momento puedo retirar mi consentimiento de poder
incluir la informacién de mi nifio(a) en el Registro ImmTrac, y también retirar mi
consentimiento para poder dar a conocer la informacion del registro, por medio de
comunicacion escrita dirigida al Texas Department of State Health Services, ImmTrac
Group — MC 1946, P.O. Box 149347, Austin, Texas 78714-9347.

By my signature below, | GRANT consent for registration. | wish to INCLUDE my child’s information in the Texas immunization registry.
Al firmar abajo, YO AUTORIZO el consentimiento para registrarlo. Deseo INCLUIR la informacion de mi nifio en el registro de inmunizacion de Texas.

Parent, legal guardian, or managing conservator:
Alguno de los padres, tutor legal o administrador de bienes:

Printed Name / Escriba con letra de molde

Date / Fecha

Signature / Firma

Privacy Notification: With few exceptions, you have the right to request and be informed about information that the
State of Texas collects about you. You are entitled to receive and review the information upon request. You also
have the right to ask the state agency to correct any information that is determined to be incorrect. See
http:/www.dshs.state.tx.us for more information on Privacy Notification. (Reference: Government Code, Section
552.021, 552.023, 559.003 and 559.004)

Notificacién Sobre Privacidad: Tan solo por unas cuantas excepciones, usted tiene el derecho de solicitar y de ser informado
sobre la informacion que el Estado de Texas retine sobre usted. A usted se le debe conceder el derecho de recibir y revisar la
informacién al requerirla. Usted también tiene el derecho de pedir que la agencia estatal corrija cualquier informacién que se ha
determinado sea incorrecta. Dirfjase a http:/www.dshs.state.tx.us para mas informacion sobre la Notificacion sobre privacidad.
(Referencia: Government Code, seccidn 552.021, 552.023, 559.003 y 559.004)

Questions? / ¢ Tiene preguntas?

(800) 252-9152 o (512) 458-7284 ¢ www.ImmTrac.com
Texas Department of State Health Services ¢ ImmTrac Group — MC 1946 e P.O. Box 149347 e Austin, TX 78714-9347

Stock No. C-7
Revised 08/06/07

b

**
Xy TEXAS

Department of
State Health Services

PROVIDERS REGISTERED WITH ImmTrac — please fax this
signed (by parent) Consent Form to ImmTrac
only if the child is not currently registered with ImmTrac.
Fax to: Toll free (866) 624-0180




Medical Clinic of North Texas, P.A.

Authorization to Release Medical Information
to the Medical Clinic of North Texas, P.A.

wd

i
MEDICAL CLIMIC
i
MOFTH TEXAS. A
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I, , hereby authorize
(Name of patient or legal representative)

(Name of person/entity who should release records)

(Address of person who should release records)
to release the following information by mail, fax, electronically or orally to:

. . Information is for:
Medical Clinic of North Texas, P.A.
Denton North DDr S Ta|b0t
Address: 2609 Scripture St.
Denton, Texas 76201
Phone: (940) 484-4424 Fax: (940) 484-4474

From the health records of:

(Name of person whose record will be disclosed) (Social Security Number)
For the purpose of;

Allrecords [_] Progress Notes
D Statements of charges or payments D Discharge Summary

D Records of a_II visits _ D Consultation Reports
[L] AIDS or HIV information [_] Hepatitis information

[] History and Physical Examination [_] Photographs, videotapes, digital, or other images
D Record of visit for a specific date(s).

Specific dates include or are limited to:
D Copies of records or reports provided to the above named (i.e. hospital, lab, clinic, etc.)
D Mental health and/or alcohol and drug abuse treatment
D Other (must be specific):

This authorization is given freely with the understanding that:

1. Any and all records, whether written, oral, or in electronic format, are confidential and cannot be disclosed
without my prior written authorization, except as otherwise provided by law.

2. A photocopy or fax of this authorization is as valid as this original.

3. I may revoke this authorization at any time in writing, except where information has already been released.

4. The Medical Clinic of North Texas, P.A., its employees, officers, and physicians are hereby released from any
legal responsibility or liability for receipt of the above information to the extent indicated and authorized herein.
5. Information used or disclosed pursuant to the authorization may be subject to disclosure by the recipient and
may no longer be protected by this rule.

6. Treatment, payment, enroliment, or eligibility for benefits may not be conditioned on obtaining this authorization.

Patient’s Printed Name Date of Birth
Patient/Legal Representative Signature Date
Relationship to Patient Expiration Date of Authorization

Witness Date

A-06.form.Authorization.Release.TO.DN Rev. (08/08)



Medical Clinic of North Texas, P.A.
Acknowledgement of Receipt of
Notice of Privacy Practices

C
NORTH TEXAS, PA.

I have been provided with a Notice of Privacy Practices that provides me a more complete
description of the uses and disclosures of certain health information. | understand the Medical
Clinic of North Texas, P.A. reserves the right to change their Notice of Privacy Practices and
prior to implementation will provide an updated copy on the clinic website, www.MCNT.com,
and in the physician’s office. | may request a copy of the updated Notice of Privacy Practices by
calling my physician’s office or requesting a copy in person at my appointment.

Patient’s Printed Name Date of Birth

Patient’s/Legal Representative’s Signature Date

Relationship to Patient

Witness Date

I wish to be contacted in the following manner:
Home Telephone:

() Ok to leave message with detailed information
() Leave message with call-back number only
Work Telephone:

() Ok to leave message with detailed information
() Leave message with call-back number only

The following names are of people | would like to be involved in or have access to my protected
health information on a routine basis. | give permission for Medical Clinic of North Texas, P.A.
to share my protected health information with:

Name Relationship
Name Relationship
Name Relationship

A-07a.form.HIPAA.Receipt.doc Rev. (04/09)



Medical Clinic of
North Texas, PA.
Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL
INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN
ACCESS THIS INFORMATION. PLEASE
REVIEW IT CAREFULLY.

IF YOU HAVE ANY QUESTIONS ABOUT THIS
NOTICE PLEASE CONTACT OUR PRIVACY
OFFICER STEPHEN EPPSTEIN, M.D. AT (817)
514-5200.

This Notice of Privacy Practices describes how we
may use and disclose your protected health
information to carry out your treatment, payment for
your health care, or health care (clinic) operations
and for other purposes that are permitted or
required by law. It also describes ﬁour rights to
access and control your protected health
information. “Protected health information” is
information about you that may identify you and that
relates to your past, present, or future physical or
mental health or condition and related to health
care Services.

We are required to maintain the privacy of
protected health information and to abide by the
terms of this Notice of Privacy Practices. We may
change the terms of our notice at any time. The
new notice will be effective for all protected health
information that we maintain at that time. Upon your
request, we will provide you with any revised
Notice of Privacy Practices via our website,
www.MCNT.com, or by calling the office and
requesting that a revised copy be sent to you in the
mail or asking for one at the time of your next
appointment. An updated copy will also be posted
in your physician’s office.

1. Uses and Disclosures of Protected Health
Information

Your protected health information may be used and
disclosed by your physician, our office staff and
others outside of our office that are involved in your
care and treatment for the purpose of providing
health care services to you. Your protected health
information may also be used and disclosed to pay
your health care bills and to support the operation
of the physician’s practice.

Following are examples of the types of uses and
disclosures of your protected health care
information that the physician’s office is permitted to
make. These examples are not meant to be
exhaustive, but to describe the types of uses and
disclosures that may be made by our office.

Treatment: We will use and disclose your
protected health information to provide, coordinate,
or manage your health care and any related
services. This includes the coordination or
management of your health care with a third party
that has already obtained your permission to have
access to your protected health information. For
example, we would disclose your protected health
information, as necessary, to a home health
agency that provides care to you. We will also
disclose protected health information to other
physicians who may be treating you. For examé)le,
your protected health information may be provided
to a physician to whom you have been referred to
ensure that the physician has the necessary
information to diagnose or treat you.

In addition, we may disclose your protected health
information from time-to-time to another physician or
health care provider (e.g., a radiologist or

Bathologist) who, at the request of your physician,
ecomes involved in your care by providing
assistance with your health care diagnosis or
treatment to your physician.

Payment: Your protected health information will be
used, as needed, to obtain payment for your health
care services. This may include certain activities
that your health insurance plan may undertake
before it approves or pays for the health care
services we recommend for you such as: making a
determination of eligibility or coverage for
insurance benefits, reviewing services provided to
you for medical necessity, and undertakin%
utilization review activities. For example, obtaining
approval for a hospital stay may require that your
relevant protected health information be disclosed
to the health plan to obtain approval for the hospital
admission.

Healthcare (Clinic) Operations: We may use or
disclose, as-needed, your protected health
information in order to support the professional and
business activities of your physician’s practice.
These activities include, but are not limited to,
quality assessment activities, employee review
activities, training of medical and nursing students,
licensing, and conducting or arranging for other
business activities.

For example, we may disclose your protected
health information to medical and nursing school
students that see patients at our office. In addition,
we may use a sign-in sheet at the registration desk
where you will be asked to sign your name and
indicate your physician. We may also call you by
name in the waiting room when your physician is
ready to see you. We may use or disclose your
protected health information, as necessary, to
contact you to remind you of your appointment.

We will share your protected health information with
third party “business associates” that perform
various activities (e.g., billing, transcription
services, telephone answering services) for the
practice. Whenever an arrangement between our
office and a business associate involves the use or
disclosure of your protected health information, we
will have a written contract that contains terms that
protect the privacy of your protected health
information.

We may use or disclose your protected health
information, as necessary, to provide you with
aPpointment reminders, information about treatment
alternatives or other health-related benefits and
services that may be of interest to you. For
example, we may send you information about
Broducts or services that we believe may be
eneficial to you.

Uses and Disclosures of Protected Health
Information Based upon Your Written
Authorization Other uses and disclosures of your
protected health information will be made only with
your written authorization, unless otherwise
permitted or required by law as described below.
You may revoke this authorization, at any time, in
writing, except to the extent that your physician or
the physician’s practice has taken an action in
reliance on the use or disclosure indicated in the
authorization.

Other Permitted and Required Uses and
Disclosures That May Be Made With Your
Authorization or Opportunity to Object

You have the opportunity to agree or object to the
use or disclosure of all or part of your protected
health information. If you are not present or able to
agree or object to the use or disclosure of the
protected health information, then your physician
may, using professional judgment, determine
whether the disclosure is in your best interest. In

this case, only the protected health information that
is relevant to your health care will be disclosed. We
may use and disclose your protected health
information in the following instances:

Others Involved in Your Healthcare: Unless
you object, we may disclose to a member of your
family, a relative, a close friend or any other
person you identify, your protected health
information that directly relates to that person’s
involvement in your health care. If you are unable
to a?ree or object to such a disclosure, we may
disclose such information as necessary if we
determine that it is in your best interest based on
our professional judgment. We ma?%use or disclose

protected health information to notify or assist in
notifying a family member, personal representative
or any other Iperson that is responsible for gour
care of your location, general condition or death.
Finally, we may use or disclose your protected
health information to an authorized public or private
entity to assist in disaster relief efforts and to
coordinate uses and disclosures to family or other
individuals involved in your health care.

Emergencies: We may use or disclose your
protected health information in an emergency
treatment situation.

Other Permitted and Required Uses and
Disclosures That May Be Made Without Your
Authorization or Opportunity to Object

We may use or disclose your protected health
information in the following situations without your
authorization. These situations include:

Required By Law: We may use or disclose Kour
protected health information to the extent that the
use or disclosure is required by law. The use or
disclosure will be made in compliance with the law
and will be limited to the relevant requirements of
the law. You will be notified, as required by law, of
any such uses or disclosures.

Public Health: We may disclose your protected
health information for public health activities and
purposes to a public health authority that is
permitted by law to collect or receive the
information. The disclosure will be made for the
purpose of controlling disease, injury or disability.
We may also disclose your protected health
information, if directed by the public health authority,
to a foreign government agency that is
collaborating with the public health authority.

Communicable Diseases: We may disclose your
protected health information, if authorized by law, to
a person who may have been exposed to a
communicable disease or may otherwise be at risk
of contracting or spreading the disease or
condition.

Health Oversight. We may disclose protected
health information to a health oversight agency for
activities authorized by law, such as audits,
investigations, and inspections. Oversight agencies
seeking this information include government
agencies that oversee the health care system,
government benefit programs, other government
regulatory programs and civil rights laws.

Abuse or Ne?Iect: We may disclose your
protected health information to a public health
authority that is authorized by law to receive
reports of abuse or neglect. In addition, we may
disclose I%/our protected health information if we
believe that you have been a victim of abuse,
neglect or domestic violence to the governmental
entity or agency authorized to receive such
information. In this case, the disclosure will be
made consistent with the requirements of applicable
federal and state laws.

A-07b.form.HIPAA.Notice Rev. (08/08)



Food and Drug Administration: We may
disclose your protected health information to a
person or company required by the Food and
Drug Administration to report adverse events,
product defects or problems, biolo?ic product
deviations, track products; to enable product
recalls; to make repairs or replacements, or to
conduct post marketing surveillance, as required.

Legal Proceedings: We may disclose protected
health information in the course of any judicial or
administrative proceeding, in response to an order
of a court or administrative tribunal (to the extent
such disclosure is expressly authorized), in certain
conditions in response to a subpoena, discovery
request, or other lawful process.

Law Enforcement: We may also disclose

rotected health information, so long as applicable
egal requirements are met, for law enforcement
purposes. These law enforcement purposes
include (1) legal processes and otherwise required
tgl law, (2) limited information requests for
identification and location purposes, (3) pertaining
to victims of a crime, (4) suspicion that death has
occurred as a result of criminal conduct, (5) in the
event that a crime occurs on the premises of the
practice, and (6) medical emergency (not on the
Practice’s premises) and it is likely that a crime has
occurred.

Coroners, Funeral Directors, and Organ
Donation: We may disclose protected health
information to a coroner or medical examiner for
identification purposes, determining cause of death
or for the coroner or medical examiner to perform
other duties authorized by law. We may also
disclose protected health information to a funeral
director, as authorized by law, in order to permit the
funeral director to carry out their duties. We may
disclose such information in reasonable anticipation
of death. Protected health information may be used
and disclosed for cadaveric organ, eye or tissue
donation purposes.

Research: If you choose to participate in medical
or scientific research, we may disclose your
protected health information to researchers when
their research has been approved by an
institutional review board that has reviewed the
research proposal and established protocols to
ensure the privacy of your protected health
information.

Criminal Activity: Consistent with applicable
federal and state laws, we may disclose your
protected health information, if we believe that the
use or disclosure is necessary to prevent or lessen
a serious and imminent threat to the health or safety
of a person or the public. We may also disclose
protected health information if it is necessary for law
enforcement authorities to identify or apprehend an
individual.

Military Activity and National Security: When
the appropriate conditions apply, we may use or
disclose protected health information of individuals
who are Armed Forces personnel (1) for activities
deemed necessary by apPropriate military
command authorities; (2) for the purpose of a
determination by the Department of Veterans Affairs
of ?lour eligibility for benefits, or (32) to foreign
military authority if you are a member of that foreign
military services. We may also disclose your
protected health information to authorized federal
officials for conducting national security and
intelligence activities, including for the provision of

rotective services to the President or others
egally authorized.

Workers’ Compensation: Your protected health
information may be disclosed by us as authorized
to comply with workers’ compensation laws and
other similar legally-established programs.

Inmates: We may use or disclose your protected
health information if you are an inmate of a
correctional facility and your Ehysician created or
received e/our protected health information in the
course of providing care to you.

Required Uses and Disclosures: Under the
law, we must make disclosures to you and when
required by the Secretary of the Department of
Health and Human Services to investigate or
determine our compliance with the requirements of
the Health Insurance Portability and Accountability
Act, Section 164.500 et. seq.

2. Your Rights

Following is a statement of your rights with respect
to your protected health information and a brief
description of how you may exercise these rights.

You have the right to inspect and copy your
protected health information. This means you
may inspect and obtain a copy of protected health
information about you that is contained in a
designated record set for as long as we maintain
the protected health information. A “designated
record set” contains medical and billing records
and any other records that your physician and the
ﬁractice uses for making decisions about your
ealth care. The request must be made in writing to
Medical Clinic of North Texas, P.A.. If you
request a copy of your medical record, your
ghysician’s office will provide you a copy within 30
ays.

Under federal law, however, you may not inspect
or copy the following records; psychotherapy
notes; information compiled in reasonable
anticipation of, or use in, a civil, criminal, or
administrative action or proceeding, and protected
health information that is subject to law that prohibits
access to protected health information. Depending
on the circumstances, a decision to deny access
may be reviewable. In some circumstances, you
may have a right to have this decision reviewed.
Please contact our Privacy Officer if you have
questions about access to your medical record.

You have the right to request a restriction of
your protected health information. This means
you may ask us not to use or disclose any part of
your protected health information for the purposes
of treatment, payment or healthcare operations.
You may also request that any part of your
protected health information not be disclosed to
family members or friends who may be involved in
your care or for notification purposes as described
in this Notice of Privacy Practices. Your request
must state the specific restriction requested and to
whom you want the restriction to apply.

Your physician is not required to agree to a
restriction that you may request. If physician
believes it is in your best interest to permit use and
disclosure of your protected health information,
your protected health information will not be
restricted. If your physician does agree to the
requested restriction, we may not use or disclose
your protected health information in violation of that
restriction unless it is needed to provide
emergency treatment. With this in mind, please
discuss any restriction you wish to request with
your physician. You may request a restriction by
submitting your written request to the manager of
your physician’s clinic.

You have the right to request to receive
confidential communications from us by
alternative_means or at an alternative
location. We will accommodate reasonable
requests. We may also condition this
accommodation by asking you for information as to
how payment will be handled or specification of an
alternative address or other method of contact. We

will not request an explanation from you as to the
basis for the request. Please make this request in
writing to our Privacy Officer at 9003 Airport
F%e%vgay, Suite 300, North Richland Hills, Texas
76180.

You may have the right to have your
physician amend your protected health
information. This means you may request an
amendment of protected health information about
you in a designated record set for as long as we
maintain this information for the purpose o
correcting an error or misinformation. In certain
cases, we may deny your request for an
amendment. If we deny your request for
amendment, you have the right to file a statement of
disagreement with us and that statement will
become part of your medical record. Your
physician may Brepare a rebuttal to your statement
which will also become part of your medical record.
Your physician will provide you with a copy of any
such rebuttal. Please contact our Privacy Officer if
you héave questions about amending your medical
record.

You have the right to receive an accounting
certain disclosures we have made, if any,
your protected health information. This
right applies to disclosures for purposes other than
treatment, pail]ment or healthcare operations as
described in this Notice of Privacy Practices. It
excludes disclosures we may have made to you,
to family members or friends involved in your care,
or for notification purposes to legal or regulatory
agencies. You have the right to receive specific
information regarding these disclosures that
occurred after April 14, 2003. You may request a
shorter timeframe. The right to receive this
information is subject to certain exceptions,
restrictions and limitations.

O |O

You have the right to obtain a paper copy of
this notice from us, uEpn request, even if you
have agreed to accept this notice electronically.

3. Questions or Complaints

If you have a question or complaint about your
privacy rights, please file a grievance form with the
site manager of the clinic where you encountered a
problem, or contact the Privacy Officer for Medical
Clinic of North Texas, P.A. at (817) 514-5200.
Should the Privacy Officer be unable to resolve
your complaint to your satisfaction, you may contact
the Secretary of Health and Human Services. We
will not retaliate against you for filing a complaint.

This notice became effective on April 14,
2003.

Revisions/Addenda to Notice of Privacy
Practices

Family/Joint Accounts

If you or a family member receives bills with more
than one person listed on the bill, you maY have a
joint or family account through Medical Clinic of
North Texas, P.A. As a patient with this type of
account, you have two options: (1) continue with a
joint account or (2) request separate accounts for
all members of your family. If you wish to continue
to receive your bills as a joint/family account, you
need take no action. If you choose to separate
your joint accounts, requests must be made in
writing and submitted to:

Medical Clinic of North Texas, P.A.
Central Business Office Customer Service/
Collections Personnel

9003 Airport Freeway, Suite 300

North Richland Hills, Texas 76180

817) 514-5200 phone

817) 514-5210 fax

A-07b.form.HIPAA.Notice Rev. (08/08)



Other Notes:

oY OUR INSURANCE

<&
O
0\5

PLEASE CALL YOUR
INSURANCE COMPANY

TODAY

We will do our best to verify your coverage.
Knowing your benefit coverage, however, is
your responsibility and will help you to
understand services for which you may be
financially responsible.

With so many changes that insurance
companies are making, won’t you please take
time to learn how they will affect you and your
family?

MCNT Administrative Offices
9003 Airport Freeway, Suite 300
N. Richland Hills, Texas 76180
p (817) 514-5200f (817) 514-5210

www.MCNT.com

Medical Clinic of North Texas, P.A.
WwWW.MCNT.com




PLEASE CALL YOUR
INSURANCE COMPANY TODAY.

As you are probably aware, coverage under most health
insurance policies HAS CHANGED. In an effort to assist
our patients in understanding their insurance coverages,
we have defined the following as questions that you
should ask your insurance company. Whether you have
a new insurance company (or you have had the same
insurance plan for years), these questions should be
asked TODAY to determine any changes in coverage.
These are only a few suggestions, so please ask any
other question you may have when you make the call.

1. Whatis my effective date?

2. If I have coverage with more than one insurance,
which insurance is primary?

Which is secondary?

Which company is the primary for my child if both
myself and spouse have coverage?

3. Is myinsurance an HMO, POS, PPO or
indemnity? What does this mean?

4. Do | have out of network benefits?
5. Does my insurance require written referrals to
specialists?

6. Do | have a deductible? What does that
mean to me, and how much has been met?

What is the deductible for?

7. Will | have co-insurance amounts due over and
above my copay?
If yes, what are those amounts?

8. What is my office visit copay?

Do | have preventive/well woman coverage?
Is there anything that is NOT covered?

10. How often can | have a preventive physical/well
woman visit?

11. Is there a copay for preventive physical/well
woman visit?

12. Is there a cost limit on my preventive coverage?
If so, how much?

13. Is there a copay if | have labs or procedures done
without seeing the physician or physician
assistant?

14. Do | have coverage for screening tests?
(Colonoscopy, stress test, labs, mammograms,
bone density testing, EKG, etc.) If so, what is the
rate at which these tests are covered?

15. Is there a cost limit on my preventive coverage?
If so, what is that limit?

16. Do | have coverage for preventive immunizations?
Travel mmunizations?

Is there a co-pay when | go to the doctor for
immunizations only?

17. What pre-existing conditions are NOT covered by
my insurance?

NOTE: Medicare patients should find out when
co-payments apply, especially when Medicare is
offering a particular health service/exam.

www.MCNT.com
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MEDICAL CLINIC OF NORTH TEXAS, P.A.
HIPAA Patient Education
Frequently Asked Questions

What is HIPAA?

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) is a law
passed by Congress to protect patient privacy with regards to medical records and to
control the flow of health information. Also, HIPAA was designed to lower
administrative costs by setting standards for the filing and processing of insurance claims.
HIPAA regulations will affect people at all levels of healthcare, including patients and
their physicians.

What is TPO?

Treatment, payment, and operations (TPO) include the routine processes involved in
receiving healthcare. There are several examples that encompass TPO. Oftentimes it is
necessary to share your health information between healthcare providers, such as
providing a referral to a specialist. This is a part of treatment. Information about your
diagnosis and other health information is required for payment from insurance
companies. Evaluations of medical records to ensure high quality care provided by our
physicians are considered part of operations.

Why should I care about TPO?

HIPAA legislation outlines significant differences for the handling of health information
for TPO and reasons other than TPO. The laws created by HIPAA are designed to
expedite healthcare by placing no restrictions on the sharing of your health information
for TPO and severely restricting information not required for TPO (e.g. releasing
information to other people, even your family members, or for marketing reasons).

How will HIPAA affect me as a patient?

HIPAA will benefit patients in many ways. For example, the Medical Clinic of North
Texas, P.A. will provide all patients with information about their rights to privacy. Also,
the new regulations make it illegal for healthcare providers to sell your health
information to marketers and advertisers without your written authorization. As a patient,
you have the right to review your medical record if you believe something is incorrect
and request a change. However, only your physician can determine if your medical
record is inaccurate.
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Will HIPAA have any negative effects?

The intention of HIPAA legislation is to improve the level of privacy for patients.
However, the law requires the patient’s written permission before his or her health
information can be released for reasons other than TPO. For example, relatives can
not call to the clinic and get any health information without you signing an
authorization first. Please understand the clinic is working to protect the privacy of all
patients and may have stricter policies for the release of such information.

When will these changes take place?

The Medical Clinic of North Texas, P.A. must comply with HIPAA regulations by April
14, 2003. However, every clinic is working diligently to become compliant prior to the
deadline.

Who should I contact if I have concerns about the privacy of my MCNT medical
record?

The Medical Clinic of North Texas, P.A. has a Privacy Officer available to resolve any
privacy issues. Please contact:

David D. Russell, M.D.

Medical Clinic of North Texas, P.A.
9003 Airport Freeway, Suite 300
North Richland Hills, Texas 76180
(817) 514-5200

Thank you for helping the Medical Clinic of North Texas, P.A. in our efforts to
protect the privacy of ALL our patients!
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