Las Vegas GYN New Patient Registration

Name________________________		___ SS#_______________________			
Street Address____________________		 City ______________		Zip______		
Telephone Home________________ Cell__________		 Work__________			
Referred by___________________________________________________________________________    
Spouses Name_________________________________________________________________________
Emergency contact ________________________Relationship___________________________________
PATIENT EMPLOYER INFORMATION
Employer Name______________________________ Telephone # ______________________________
Address___________________________ City/State___________________ Zip____________________
Occupation___________________________________________________________________________
INSURED PERSON (IF NOT PATIENT)
Name__________________________________________Telephone_____________________________
Address_______________________________ City/State________________ Zip___________________
SS#________________________________ Date of Birth______________________________________
Relationship to Patient__________________________________________________________________
INSURANCE INFORMATION
Medicare/Medicaid # (if applicable) ______________________________________________________
Primary Insurance Co. Name_____________________________________________________________
ID #______________________________ Group #____________________________________________
Telephone #___________________________________________________________________________
Secondary Ins. Name___________________________________________________________________
ID #________________________ Group # ______________________ Tel #_______________________
INFORMATION AND ASSIGMENT OF BENEFITS
I authorize the release of any medical record information necessary to process this claim. I permit a copy of this authorization to be used in place of the original. 
I hereby authorize Dr Chudacoff to apply for benefits on my behalf for covered services rendered by him or by his order. I request that payment on my behalf from my insurance company be made directly to Dr. Chudacoff (or to the company who accepts assignment).
I certify that the information I have reported with regard to my insurance coverage is correct.  I understand that I am responsible for any and all fees not covered by my insurance company.
I permit a copy of this authorization to be used in place of the original. This authorization may be revoked by either me or my insurance company at any time in writing. 
DATE _______________________________________________________________________________ 
 SIGNATURE________________________________________________________________________
 (PATIENT, PARENT, GARDIAN)
								






Patient Record of Disclosure
In general, the HIPPA privacy rules give individuals the right to request a restriction on uses and disclosures of their protected health information (PHI). The individual is also provided the right to request confidential communications or that a communication of PHI is made by alternative means, such as sending correspondence to the individual’s office instead of their home.

I wish to be contacted in the following manner (check all that apply):

Home Telephone________________				Written Communication
__ O.K. to leave message with detailed information		__ O.K. to mail to my home address
__ Leave message with call back number only		__ O.K to mail to my work address
								__ O.K. to fax to this number

Work Telephone _________________			Other________________________
__ O.K. to leave message with detailed information		____________________________
__ Leave message with call-back number only			____________________________

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.

Date	Disclosed to Whom 	Description of Disclosure	By whom disclosed

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
If you would like your PHI discussed with a friend or family member please fill out the below information.

Name 		Date of Birth		Relationship	
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________









YOUR MEDICAL AND FINANCIAL RECORDS

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

Like everything else in the fast moving and legalistic world of today, the practice of medicine today is much more complex than it used to be. Part of what that means to you as a patient is that the records the Practice keeps of your visits here are often used in new ways. We are providing you with this information as a requirement of the Health Insurance Portability and Accountability Act of 1996, but we are also happy for the opportunity to share our feelings about the responsibility we feel toward you and the private information with which you have entrusted us. While the records belong to the Practice, you have a right to know what is in them.  If you need a copy of some portion of your medical or financial records simply ask the receptionist for it.

The primary use for your medical record remains to help your health care provider keep track of your health history including all the symptoms that have brought you to the Practice, your family health history, examination and test results, diagnoses made, treatments supplied, and medications given.  

We might use your medical records in the following ways:

· They might be sent to another doctor or therapist who we are asking to take part in your care. In this case, we would ask you to sign a consent form and would only be sending that part of your file that relates directly to the condition for which we refer.

· We might use them as part of our quality assessment program in which we review the care our patients receive to be sure that we are documenting well and that each provider is rendering high quality care.

· Our billing clerks might read a certain day’s progress notes to decide how best to enter codes into a bill to your insurance company.

· We might send a copy of a course of treatment to an insurer who asks us to send records that support a bill we have sent them for your care. We ask you to authorize by signing a form when you first sign up as a new patient. 

· Sometimes the law requires us to divulge medical records. In medical malpractice cases or criminal cases where treatment might be related to injuries sustained during a crime the court might subpoena the medical records of patients involved. Another case likes this when we are required to divulge knowledge of suspicion of abuse.

· Your records might also be seen by business associates whom we hire to do such things as help us devise better record systems, store our records electronically, train our billing staff or other jobs related to efficient operation of the Practice. To protect your privacy in these cases, we require all of our business associates to demonstrate that they comply with our confidentiality requirements and to sign an agreement that limits what they can do with the records.













CONSENT TO RELEASE OF PROTECTED HEALTH INFORMATION FOR TREATMENT, PAYMENT OR HEALTHCARE OPERATONS


I understand that my health care provider creates and uses a record of my health history and related financial information that may be used for?

· Continuing care and treatment

· A way of communication with other health care professionals who are involved in my care

· Deriving information used in billing for my care

· A means of responding to insures request for information about my care, and/or 

· Review in quality assessment projects designed to help the Practice improve its ability to provide good health care.

My signature below authorizes the above use of my records and also signifies that I was give a “Notice of Information Usage” that this notice provides a more complete description of the ways my medical record might be used or disclosed when I registered as a patient of the Practice. I understand that the Practice’s policies about using information might change from time to time and that I can obtain another copy of the notice at the front desk any time I want one.

I know that I can request restrictions on the way my health care information is used, but I also understand that the Practice is required to abide by my restrictions. I also understand that I can revoke this consent at anytime, but that this revocation will not apply to uses of my records between the date of this consent and the date of revocation.

Please restrict the use of my record as follows:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Signed: _______________________________________________________________________
Date: _________________________________________________________________________




