Paintsville Internal Medicinelnc.
Loey J Kousa, MD, Kitta Kousa, MD, 538 Main Street, Paintsvile, Kentucky 41240, (606) 789-6086

Patient Demographics:

Patient Registration Form

Omr. Omiss Omrs. O ms. O Dr.

For minors only: child lives

L] with both parents

Marital statud.] Singll] Marrid.] Divorceld Widowed

Patient Name: e Female [ Birth date Age
Address City State
Zip
Alternate address for mailing
(optional):
Social Security # - -
OK tocall? L eave M essage? Best Time To Call

Home Phone

Ovyes |ONO O ves| O NO
Work Phone

Oyes |ONO O ves| O NO
Cell Phone

Oyes |ONO O ves| O NO
Employer/School Occupation:

[ Mother

L] Father

Mother/Guardian: Addresd(fferent)

Date of Birth: Home Phone: Work Phone:
Father Addressffd@rent)

Date of Birth Home Phone: Work Phone:

Authorization of Release of Health Infor mation:

Who may we talk to about your medical concerns:
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Is this contact only for emergency purposes oL} Yes [J No
Can we release information to this person about fiealth whenever needel.]  Y{J No.

Relationship Phone:

Identification of other physicians/health care &exiinvolved with my medical care to whom | auikerongoing release of
information for continuity of care:

Provider:
Phone:
Address: Zip:
Type of physician/ health care provided:
Provider:
Phone:
Address: Zip:

Type of physician/ health care provided:

Health Insurance I nfor mation:

Responsible party for insurance and bills:

LI patient
L] Spouse
L1 Mother
U1 Father

[lother

Provide a copy of Driver's licentJ  YLkNo

Primary Insurance Company Name: Card Number;

Group Number:

Relationship to insurance policy Subscriber / holde
L] Self

L] Spouse

L] Mother

L] Father

L] Other Card Copied: [J Yed] No

Name of Health Insurance Policy Subscriber /Holder:

Date policy went in effect: Date Policy Expired:

Amount of co pays: moukt of yearly deductible:
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Your Insurance Carrier Representative's name (coatgent):

Your Insurance Carrier Representative's phone:

Secondary Insurance Company Name: Name on contract:

Contract Number: Card copied] Yes [1 No

Card holderd Self [ Spouse L cHA Other

I hereby instruct and direct my primary insuranompany and my

secondary insurance company to pay by Check made out anigantai:

Joseph Kousa, MD, 9485 Mentor Avenue, Suite 104thte Ohio 44060. or If my current policy prohibiirect payment to
doctor, | hereby also instruct and direct you @keout the check to me and mail it as follows (@@&mnd address):

For the professional or medical expense benefitsvable and otherwise payable to me under my cuinsarance policy as
payment toward the total charges for the profesdisarvices rendered. This is a direct assignmemty rights and benefits undg
this policy. This payment will not exceed my intidness to the above mentioned assignee, and ldgaged to pay, in a curren
manner, any balance of said professional serviaegels over and above this insurance payment.

A photocopy of this assignment shall be considasedffective and valid as the original.

Dated at this day of 20

* Signature of policyholder Witness

* Signature of Claimant, if different than Policyhetd

[

Information reviewed: /2008 /09 /10 /11 /12 /13 /14 /15 /16 117
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Privacy Consent — For the Use and Disclosure of Protected Healibrination

This consent is required by the Health InsuranagaBility and Accountability Act of 1996 to inforgou of your rights for privacy
with respect to your health care information.

| hereby give my consent to to use and disclose my protected health information for the purposes of
treatment, payment and oper ations of my health care and this practice.

Consent for treatment: |, with my signature, authorize (this practica)d any employee working under the direction of the
physician, to provide medical care for me, or tig thatient for which | am the legal guardian. Timedical care may include
services and supplies related to my health (oidéetified person) and may include (but limited po¢ventive, diagnostic
therapeutic, rehabilitative, maintenance, pallathare, counseling, assessment or review of pHysicaental
status/function of the body and the sale or dispgnof drugs, devices, equipment or other iteeggiired and in
accordance with a prescription. This consent oietucontact and discussion with other health qanefessional for care
and treatment.

Consent for release of information for payment and operations: | also authorize this practice to furnish informatio the
identified insurance carrier(s) for any and all payt activities. | further consent to the use foy practice operational
needs as identified in the practice privacy notitais release may include information about dreg/abuse, alcohol
use/abuse, mental health issues or concerns, AlBi$\bstatus as pertinent to my medical care.

Consent related to the Privacy Notice: | have had a chance to review and Practice PriXextice as part of this registration process.
| understand that the terms of the Privacy Notieg/ thange and | may obtain these revised noticenbtacting the practice by
phone or in writing. | understand | have the rightequest how my protected health informationljftds been disclosed. | also
have the right to restrict how this informatiordisclosed, but this practice is not required teeadp my restrictions. If it does agree
to my restrictions on PHI use, it is bound by thgteement.

I understand that this practice may refuse delngeservices to me if | refuse to sign this consémhay revoke this consent at any
time, but the practice may refuse further servatehat time. If | revoke this consent, the retmadoes not take affect until the
practice receives it.

* patient/Guardian Signature: Date:

* Name printed: If not patient, relationship:

Copy of Practice Privacy statement signed or initiated with patient/guardian on:

Patient unable to sign privacy statement due to:

Revocation:
| hereby revoke the consent given above;

Patient/Guardian Date:

Name printed: If not patient, relationship:

I understand and agree that (regardless of myanserstatus), | am ultimately responsible for thkafice of my account for any
professional services rendered. | understand grekdhat | am ultimately responsible for any adllen costs or fees including but
not limited to attorney’s fees and court costs ined in the collection process in case my accaitirned over for collection.

| further understand that my contract with my ir8we entity may or may not cover some serviceis nity responsibility to obtain
information from my health plan about service caggr. If | seek care outside of the contract, laavare that | may be

responsible for all charges that are incurrechave read all the information on all 3 pages f tegistration and consent document
and have completed the above answers. | cerisyitformation is true and correct to the best gfkmowledge. 1 will notify you of
any changes in my status or the above information.

* patient/Guardian initial: Date:
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Practice Privacy Statement
Paintsville Internal Medicine Inc.

Loey J Kousa, MD, Kitta Kousa, MD, 538 Main Streeaintsvile, Kentucky 41240, (606) 789-6086

THISNOTICE DESCRIBESHOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU
CAN GET ACCESSTO THISINFORMATION. PLEASE REVIEW IT CAREFULLY

Thisisaformal natification, asrequired by the government concer ning the privacy policy of thispractice. This practice has an
obligation to maintain all medical information imet strictest of confidence. Our practice cannletase information without your written
consent, including medical records, conversaticarajnder calls, test results and other confideiigmles. Patient information about
health care is identified as “PHI” or protected Itteanformation. This new policy requires that yadlne patient, identify at the time of
registration with us specific information abouteade of informationY ou can change thisinformation at any time with either written
notification or verbal notification, followed up in writing. Changes can only impact the care or informatiomftbat point in time
forward.

Your protected health information (PHI) is a péryour medical care, and can be used or disclosddllaws:

e For your treatment in this practice and other liocet under the our immediate care for care nedus.may include any prevention
or medical condition evaluation and exam, procesldmne related to your care needs, medication neamagt, hospice, VNA
support, Nursing Home care, referral for servicksgnostic tests or treatment related to your nadiare needs. This includes
release of information to family and significanhet, husband or wife.

«  For obtaining payment for treatment with your idiéed health care program. This would include doegumentation related to this
care, including history forms, progress notes, prodtedure notes. This would include eligibilityrifieation, prior authorization and
claim submission.

«  For operations of this practice, such as enroliity insurance programs, hospital privileges, actiog and compliance with federal
and state laws and regulations.

e  Appointment reminders and health related benefiices_onlywith your consent identified on the registrationnfi.

«  Disclosure to your family and friends concerning aglated health care information with your on thgistration form which can be
modified at any time orally, followed by written cgent.

e Consentisnot required for emergency care and treatment. An emergency isidentified as a medical condition that in the
judgment of the physician requiresinformation for care on your behalf.

Certain disclosures can be made without your cdnaed they are as follows:

» Disclosure required by the government or law ergforent agencies. An example would be victims of @abus

» Information used for public health purposes, mddizgaminers or related to a person’s death orffertiealth department for disease
tracking.

* Information used for health care oversight, such aie review by an insurance program.

*  For worker’'s compensation cases or employmentaglassessments

Your rights for your health information includ€he right to request limits on the uses and d&ale at registration or any time during
your care. The right to choose how we send thizrimétion to you, including an alternate address.

The right to see and obtain copies of your PHI thate may be copy and postage fees. The righgtta gsting of who we have made
disclosures to about your PHI. The right to corrgour file through an amendment process if appatgr

V. This practice reserves the right to modify or cteatigs Privacy Statement and process at any tiR@vision to the Notice will be
available upon request by contacting the officee Thanges will be effective retroactively to thitiah date of the Privacy Notice. An
updated Privacy Notice will be posted in the officighin 60 days of the revision.

VI. If you have a concern or complaint about how yaotqrted health information is being used, frons thine forward you should first
contact our Practice Administrator at our Busing§ise to resolve your concerns or you may contiaetOffice of Civil Rights or the
Ohio Medicare Carrier, GBA Palmetto.

Office of Civil Rights - Regional Manager PalmeGBA

Department of Health & Human Services Part B Openati- HIPAA Compliance Concerns
233 N. Michigan Avenue, Suite 240 B&x 18957

Chicago, lllinois 60601 Columbus, Ohio 43218

* patient Name: DOB:

* Patient signature on receipt of Privacy Notice: ate: D

* patientl] unable to sign due to: L] refused to sign e: Dat
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