Lauren Plawner, MD
Pediatric Neurologist

New Patient Form

Patient Name: Dato:

Parent/Guardian Name(s):
Date of Blitth: N

Age: ___ Right_ or Laft _ Handed (check ors) Height Welght
How did you leam about our practice? Were you referred? (By Whom?)

What I3 the reason you have come to see a Neurclogist?

Please fist current medications (Inciude supplements):
! Name of Medication | Strength Dosage/Directions

Pharmacy: Phone®: (____)
Does the patient have any allergies to medication? If yes, please fist the medication and adverse reaction:

Does the patient have any other significant medical problems? Surgeries?

Is there anything eise you think it is important that | know?

Plaage check if the patient has had any of the following to a significant degree:

(] unusually Tired (] Troubie Seeing/Vision ] vombhing

(] Peverichisis [ Hoarsa voice (] Poor Eating

{T] troutts Steeping ] rroute Breathmg [[] excess Eating

(1 snoring {J wheeze [ weignt Loss/Gain

(] setzures [ cough [C] Pain with urination

] Heacache (] chest Pain [_] tncreasad Urinatian
L1 €auThroat Pain [] Heart Murmur (] wegularPaitul Periods
[ troubie Swatlowing'Chewing ] Stomach Pain [} doint Pain

[ Aunny Nase {3 Constipation ] asy Bruising

] troutie Hearng (] ctarrhea D Rashes



NEUROLOGICAL ASSCCIATES OF WASHINGTON, P.L.L.C.

- PATIENT REGISTRATION -
Name: —_ Data of Birth: / /
LAST FIRST ML
Addross: Sex: ___Mals ___ Femals
City: State: p: Saclal Security Number - .
Employer: Oceupation: ' Studant? Yes No
Maritai Status. S M W D Emergency Contact: Phoned
Pharmacy Nams: Phone Number: ( )
‘PHONE MESSAGES MAY BE LEFT FOR MH ON: Please clrcle Prefested cemmunication:
Home Volce Mail Colluiar Volce Mail Emall Address
{ ) - { ) - @
HOME NUMBER GELL NUMBER EMAIL. AUDRESS
Which physician in our clinic are you seeing today?
- REFERRING PHYSCIANS -
Rafarred by, Phane#
Lasl [ ]
Primary Cara Physiclan: Phanes
Last Frel
- INSURANCE INFORMATION -
JPLEASE SE SURE TO HAVE US COPY YOUR INSURANCE CARD (S) TODAY TQ INSURE PROFER SILLING
s tht lated conditfon? L&i? __Yes__No  !sthis related to an auto accident? _ Yes __No
PRIMARY IN: SECONOARY INSt
in# o]
GROUPS GROUPS
EFFECTIVE DATE EFFECTIVE DATE:
ARE YOU THE POLICY HOLDER? __Yes ______ No ARE YOU THE POUCY HOLDER? ____ Yes No
* {F NG, PLEASN PROVIDE THE POLICY HOLCER'ST: * IF NO, PLEASE PROVIDE THE POLICY HOLDER'S;
NAME: NAME:
oos ooa:
RELATIONSHIR TQ.YCUr RELATIONSHIP TO YOU
WORK INJURY INFORMATION:
Date of injury: / J Isthisclaimopen& active? ¥ N Claim #
Claims Manager Phone Nurnber: { )
Employar at tma aof injury: insuranca Company ___ Washington State L&I
__ Broadspre __ Sedgwick ____EberlaVivian ___ othern

PLEASE READ THE FOLLOWING SYATEMENT BEFORE SIGNING:

! authonzs tregumnent of the patient named above and 2gree 10 pay for ail fees for such ireatment 1 hereby authonzs the chnic o racaive 28 banafits
to wich my degendents of | 2re entitied to under my health invtrance pian 1 3i30 authorize the healthcare provider of surance campany to
raiease any nformaton requirsd to process the clam. tn addrion, | wil net withhald ot detay payment if my insurancs campany denles payment of
any cnarges tundarsiand that thera will be a 334 fee iper RCW 824 3-51 58520) on retumed (NSF) chacks  Ths undersgned agreas that whether

ne/she signs as an agent, that havshe 13 cbtigated o pay for the aczount Past due balances wil be charged 1% ntarest par month (per ACW
19 52) on s ynpaxd batance

By my signature below, | 2cknowiedge that the Notice of Privacy Prictices has vither been offersd to me or received by me.

Signature* Relationship: _sef __spouse _ Jegat quarcran __ciner

Date: ! ! Prnted Name (:f other than patient):




NEUROLOGICAL ASSOCIATES OF WA
SCHEDULING COMMUNICATION PREFERENCE

In an effort to guard your privacy while allowing for efficient scheduling, please answer
the following questions on how best to contact you regarding appointments.

Yes, it is ok to leave messages or voicemails at the following numbers
No, it is not ok to leave phone messages or voicemails

Phone # Cell __ Home_

Phone # Cell _ Home_

I would like to receive appointment reminders by:

Email: | (email address)
Text: (cell phone number)
Name:
DOB:
Signature:

Date:




RELEASE OF INFORMATION GUIDE

A release of information form has been included in this packet. A
release of information will give Neurological Associates of Wa and Dr.
Plawner permission to obtain or release information with other
providers providing care to your child, ie, pediatrician, primary care

doctor, medical specialists, psychological, psychiatry, therapists, school
districts.

There is room on this form for 3 providers. If you need additional

forms or need help completing these forms, please ask for Linda, Dr.
Plawner's assistant.



Authorization for Neurological Associates of Washington
To Use or Disclose My Health Care Information

Patient name: Date of birth:

Previous name: Social Security #:

I. My Authorization
You may use or disclose the following health care information (check all that apply):
{0 All health care information in my medical record
{1 Health care information in my medical record relating to the following treatment or condition:

1 Health care information in my medical record for the date(s):
1 Other (e.g., X rays, bills), specify date(s):

You may use or disclose health care information regarding testing, diagnosis, and treatment for (check all that
apply):

[0 HIV (AIDS virus) 3 Psychiatric disorders/mental health

[0 Sexually transmitted diseases O Drug and/or alcohol use

You may disclose this health care information to:
Name (or title) and organization:

Address: City: State: Zip:

Reason(s) for this authorization (check aii that apply):

O at my request O check only if [practice/ facility]requests the authorization for marketing
O other (specify) purposes

O check only if [practice/facility] will be paid or get something of value
for providing heaith information for marketing purposes

This authorization ends: (no more than 90 days afier the date it is signed)
O 90 days from the date signed 1 on (date):
O when the following event occurs:

II. My Rights
I understand I do not have to sign this authorization in order to get health care benefits (treatment, payment or
enrollment). However, I do have to sign an authorization form:
¢ To take part in a research study or
o To receive health care when the purpose is to create health care information for a third party.
I may revoke this authorization in writing. If I did, it would not affect any actions already taken by [name of
practice or health care facility] based upon this authorization. | may not be able to revoke this authorization if
its purpose was to obtain insurance. Two ways to revoke this authorization are:
-Fill out a revocation form. A form is available from the [practice/health care facility). Or
-Write a letter to the [practice/health care facility].

Once health care information is disclosed, the person or organization that receives it may re-disclose it. Privacy
laws may no longer protect it.

Patient or legally suthorized individual signsture Date Time

Printed name if signed on behalf of the patient Relationship(parent, legal guardian, personal representative}
Last Update. 09/05/03

IPS-102.2: Authorization Form
Patient Information Privacy and Security Manual
Neurological Associates of Washington



Neurological Associates of Washington

Authorization for Verbal Disclosure of
Protected Health Information

In compliance with Federal laws, we must have your signed approval before we discuss
your personal health information with anyone not directly involved in your health care.
This form enables to you designate those persons for us.

1 hereby give my authorization for verbal disclosure of my protected health
care information to be disclosed to:

1. Name of Person:

Relationship to you: Phone#:

2. Name of Person;

Relationship to you: Phone#:

3. Name of Person:

Relationship to you: Phone#:

4. Name of Person:

Relationship to you: Phone#:

5. Name of Person:

Relationship to you: Phone#:

Your Signature: Date:

Print Name:
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Neurological Associates of Washington
Cancellation and/or No-Show Policy

up
their appointment, that time is wasted and thers is no ons to fill the hole. (If given proper
notice, we are often abls 10 fill it with someone from our lengthy canceliation list.}

Dus 1o the increase of last-minute cancellations and no-shows in our appointment
schedules, we have no choice but to implement the following: '

Appointments that are cancelled without at least one business day’s notics or where

the patient does not show up oy does not eall to cancel until after the fact will be
billed directly to the patlent ag follows;

*  Qffice Visits $75.00

¢ MRI $300.00
s EEG $100.00
» EMG/Nerve Conduction $100.00

D'l".‘..!“'i!‘l""‘.tt'i‘.."!!'."l".'.l'.1.‘.1.."".‘1"""“!‘.

[ have read the above policy, understand and agree to pay the
penalty assigned to me if I should no-show or cance] my
appointment without the required notice, When calling to cancel,
please do not leave this Inessage on voicemail. Please let the

receptionist know that you need to cancel an appointment and ask
to speak directly to the assistant.

(signaturs of patient)

Patient Name {piease prnt) Date

**Exceptions will be made for truly extenuating circumstances,

N 2320 3k 2 2 Y 2 o 2 2 620 226 3 26
i*?*hk*&%%&w*&qh*kt%k*#414**&k**&**&****ﬁiﬁ**&******&*%*&&H***&*%*%*?



Notice of Privacy Practices
~In Accordance with Federal Regulations~

Neurological Associates of Washington keeps necessary records of your medical condition and care. We would
be happy to provide you with a copy of these records upon request and will not disclose these records to
others unless you direct us to do so or uniess the law authorizes or requires us to do so. Please feel free to
submit to us any comments or corrections regarding these records.

Our Notice of Privacy Practices (please see next 3 pages) describes in more detail how your health
information may be used and disclosed and how you can access this information.

By signing below, you will be acknowledging that you understand the Notice of Privacy Practices of
Neurological Associates of Washington. This signed form will also be retained in your medical record and will
remain effective untii revoked by you in writing.

Additionally:

1. May we leave messages regarding your appointment on your answering machine or voicemalf at
your home? 0 No [ Yes

2. May we discuss your medrta}ii_i]are with avnymrEi that answers the telephone at your home?
No Yes

3. Are there any members of your family, household or those coming with you to this appointment
with whom we should not discuss any of your health care issues?

0 nNo ] Yes

4. Do you have any suggesdansD regarding how Ele may improve our Patient Privacy Program?
No Yes

Signature - Date / Time
Print Name
If not signed by Patient, Guardian Name Relationship to Patient

I the ,paﬁent s a minor or not legally competent, the parent or legal
guardian should sign this document for the patient.
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@ . Notice of Privacy Practices
S ~in Accordance with Federal Reguistions~
The following document describes how your medicai records may be used and haw yOu can obtain access to
' this information:

Neurclogical Associates of Washington respects your privacy and understands that your personal heaith
| Information is very sensitive. Accordingly, we will not disclose your information to others uniess you
ask us ta do so, or uniess the law authorizes or requires us to do so (please see below).

The law pratects the privacy of the health Information we create and cbtain in providing our care and

services to you. For example, your protected heaith information Inciudes your symptoms, test results,
diagnoses, treatments, health information from other providers and the biling and payment
information relating to thesa services, Federal and state law

allows us to usa and disclose your
protected heaith information for purpeses of treatment and heaith

cara operations, Statm law requires
us to obtaln your authorization to disclase this information for payment purposes,

Exampies of Use and Disclosures of Protected Health Information for Treatment, Payment
and Health Operations

For treatmentz

« Informaticn obtained by a nurse, physican, or other member of our health care team will be
recarded In your medical record and used to b

elp dedda what cara may be right for you,
« We may also provide Information to others providing health care to you, This will help them remain
informed about your care. :

For paymentz

. Werequapavmn'omyourhealﬁtlnmmaplan. Heaith plans need Information from us about

your medical care. Information provided to health plans may indude your dlagnoses, procedures
performed, or recommended care,
For heaith care operations:

. Wetmywmedicalremrdstnasasqualltyandlmproveservica.
* We may use and disdosa medical records to review the qualifications and performance of our
heaith care providers and to train our staff.

+ We may confact you to remind you about appointments and give you information about treatrment
aitematives or other heaith-related benefits and services,

+ We may use and disdosa your information to conduct or arrange for services, including:
+  medical quality review by yaur heaith pian;
»  3ccounting, legal, risk management, and insurance services;
»  audit functions, including fraud and abuse detection and compliance programs.

Your Health Information Rights

The health and billing records we create and store are the praperty of the practice/heaith cre facility.
Tha protected heaith information in it, however, general
»

ly belongs to you. You have a right to:
Receive, read and ask questons about this Notice;

* Ask us to restrict certain uses and disclosures, You must deliver this request in writing to us. We
are not required to grant the request. 8ut we will @mply with any request granted;

» Request and receive from us a paper copy of the most current Notice of Privacy Practices for
Protectad Health Information (*Natice”);

Request that you te allowed to see and receive a wpy of your protected heaith information.
You may make this request in writing. We have 2 form available for this type of request.



Notice of Privacy Practices

~In Accordance with Federal Reguiationse

* Request that we review a denlal o
circumstances; '

* Ask us to change your heaith Information. You may give us this request In writing, You may
writa a statement of disagreement if your request is denled. It will be stored In your medical
record, and Induded with any releasa of your records.

* Upon your request, we will give you a list of discosures of your health Information, The list will
not indude disclosures to third-party payers. You may receive this information without charge
once every 12 months, Wa will notify you of the cost involved If you request this information
mare than onca in 12 months,

s Ask that your health Information ba given to you by another means or at another location.
Pleasa sign, date, and give us your request In writing.

» Cancel prior authorizations to use or disdosa health information by giving us a written
revocation. Your revocation does not affect information that has dlready been released, It alsa
does not affet any action taken before we have it Sometimes, you cannot cancel an
authorization if Its purposa was to cbtain insurance.

f access to your heaith information—except In certain

For help with these rights, please contact our medical records department (tel.: 425-658-3310) during
our usual business hours

Cur Responsibliities '
‘We are required tos
+ Keep your protectad heaith information private;
» Glve you this Notica:
+ Follow the terms of this Notice,

We hava the right to change. our practices regarding the protected heaith Information we
maintain. If we makas changes, we will updata this Notice., You may receive the mast recent
copy of this Notica by calling and asking for it or by visiting cne of our officas to plck one up.

To Ask for Help or Compiain

If you have questions, want more information, or want to regort a problem about the handling of your

protected health information, please contact our medical records department (tel.: 425-658-3310),

If you belleve your privacy rights have been violated, you may discuss your concems with any staff
member, You may aiso dellver a written complaint to our medical records departiment.  We respect

your right to file a complaint with us or with the U.S. Secretary of Heaitht and Human Services, If you
complain, we will not retaiiate against you.

Other Disclosures and Uses of Protectad Health Informatien
Natification of Family and Others

« Unless you object, we may l-release heaith information about you to a friend or family
member who s Involved in your niedical care, 2-give Information to someona who helps pay
for your care, 3-tell your family or friends your condition and that you are in a hospital and

4-disclose health information about you to assist In disaster reflef efforts,

You have the right to object to this use or disclasure of your

information. If you object, we will
not use or disclosa it,




