Patient Information

Hasbani & Hasbani Medical Group

Patient Registration

All fields in red must be filled out. If a question doasn't apply to you, please entsr "NONE™

First Name Last Name Emall

Prelerrad Name Homa Phone Cell Phone

Birth Dale Sex Soclal Securily #
QOFemale (O Male

Addrass 1 Addrags 2 City Stale 2P

Dominant Hand Height Welght Work Phone

OnRright QOlLent

Providers

Who are you hereto see?  Primary Care Provider Relerring Provider zPlrg;erred Pharmagy {Name &

Emergency Contact

Flrst Name Lest Name Phone Relaticnship

Address Clty State zZIp

Insurance

Primary Insurance

Carrler Copay

Certificate or ID # Group # Clalms ZIP Code

The clalims ZIP code can be found on the hack of the card.

Paton! Ragtsirton
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Canler Copay

Certificate or ID # Group # . Claims ZIP Code

T hersby authorize Dr. Hasbanl to releass any medical Information nacessary to the Attornay, No-Fault lnsurance Carrier; and
Workman's Compansation. L agree to pay my account as services are provided. If for any reason there is a balancs owing on
my account, I agree to pay promptly upan recelpt of the monthly statemant. After 3 months otristanding balances will be

charged an additional 18% a year. If my account remalns unpeld I agree to pay; In addltlon to the amount dug, reasonable
attornsy fees and court costs If sult Is inltlated to collect the balance. For missed appointments, you may be responsible for
the charge of the visit at the discretion of the doctor. I authorize the release of any medical or ather information necassary to
gracss this claim. I also request payment of government banefits sither to myself or to the party who accapts assignment

elow,

Slgnature
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Hasbani & Hasbanl Medical Group
Patient History

Instructions
All fields In red must ba filled out. If 2 question doesn't apply to yau, plaase enter "NONE*

Current Problems
List the reasons you are coming 10 see the neurcloglst

Current problems (Issus, how long)

Please Iist all of your drug allergles

Drug ellsrglas (and reaction)

Past Medical History
Pleass list your past medical history.

Medical history (conditlon, year of dlagnosls, treating physlclan)

GtV

Past Surglcal and Hospltalizatlon History
Pleasa list your past surgarlas/hosphtalizetions.

Surgerles ftypse, surgeon, year); Hosplializations (placs, year, reason)
Famlly History
Please list medical condltions assoclated with the following family members (please also Indloats If deceased and cause of
death):
Father ' Mother
Brother Slster
Son Daughiler
Grandfather Grandmother
Cther
Soclal History
Puliant Hislory Pagatuid

4MR



Marital Status Educalion Level

Employer Cooupation

Habiis
Are you currently a smoker?  Ifyas, how much?

OvYes ONo

Have you smokadinthe past? If yes, how much?

If yas, how many years? If yes, when did you quit?

OYs ONo

Do you drink alcoholic If yas, how much?
beverages?

QOYes QONo

Have you used any If yes, which ones?
racreational drugs?

Ovs OnNo

Legal History

Must fill out If belng seen for a personal Injury or If this Is & workman’s compensation case

Case Typs

O Personal Liabillty () Workman's Compsnsation

Please fill out if Personal Liabllity / Personal Injury (l.e. car accident, slip and fall)

Lanve blank unless applicable.

Date of Injury Place of Injury If hospltalizad, whera? Driver of motor vehicls
Atiorney name Attorney phone Attorney fax (important)
Atlorney address Attorney city Attorney Siate Atlornay ZIP
No fault Insurancs carrler Carrlar phone
Carrier address Carrlér clty Carrler slate Carrier ZIP
Pufert Hitary Pegs2ofs
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Claim # insured nameo

Please fill out if Workman's Compensation
Leave blank unless applleable,

Employer responsible for Injury

Employer addrsss Employer clty Employer stale Empioyer ZiP

Date of injury Claim # Compensation carrler (ins. Co.)
Carrler address Cafrier city Carrlar stale Carrer ZIP

Diet and Exerclse History

Diet Exerclse

Please record any changss to your welght In the last year.

Welght Loss Welght Gain

Patfanl Hislory Py 3018
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Hasbani & Hasbani Medical Group

Review of Systems
Ophth
Yes No
Loss of vision O O
Double vislon O O
GauU
Yes No
Bladdsr accidents O O
Impotsnos O @
ENT _
Yes No
Hearing loss O O
Ringing In ears O O
Parsisient dizziness O O
Difflculty swallowing O O
Endo
Yo8 No
Thyrold dissase O @)
Diabates O O ]
I yes 1o dlabstes, how long?
Musk
| Yos No
Neck paln ®) O
Low back paln O O
cv
{ Yes No
Chest pain O O

Roer of Sysiams

Ppet0i8
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Palpltations O O
Light headsdress O @]
High blood pressure O O

If high blood pressurs, how long?

Heme
s No
Easy bruising/bleading O O
Blood clots In lags or lungs @) @
Miscarrlage Q @
Psych
Yos No
Depresslon O O
Andely O O
Psychlatric liness treatment o O
Resp
Yas No
Difflculty breathing O O
Asthma O
al
Yos No
Persistent diarthea O O
Bpwel accldents O O
Hepatlils A O o
Hspatitls B O O
Hapatitis C O O |
Neuro
Yas No
Rovtaw of Systoms ‘Pogn2 018
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Strokas O O
Headaches O O
Seizures O O
Tubsroulosis @) O
Const

Yos No

Perslstent fevers O
Radow ol Syaters ' ' Pepgedald
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Pleass list all of the medications you are taking now.

Hasbani & Hasbani Medical Group
Current Medications

Medlcation Dose How Often? Dale Started?
Medication Dose How Often? " Dale Starled?
Maedication Dose How Cftan? Date Started?
Medlcation Dose How Often? Date Slarted?
Medication Doss How Often? Dale Startsd?
Madicetion Doss How Often? Dale Started?
Medlcation Dose How Often? Date Slarted?
Medicalion Dose How Often? Datg Started?
Curent Madestong Prgat ol
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Hasban! & Hasbani Medical Group
Notice of Privacy Practices

NOTICE OF PRIVACY PRACTICES To all our patients: A law has been passed requiring us to letyou know your rights. We do
notintend to bore you, butare required to have you review and sign an acknowledgment that you recelved thisInformation.
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW
YOU CAN GET ACCESS TO THIS INFORMATION, PLEASE REVIEW CAREFULLY,

This notice of Privacy Practices describes the ways In which we may use and disclose medical Information about you. In this
notice, we refer to this medical information as your pratected health information (PHI), Protected health Information Is
information about you, Induding demographic informatlon that may Identify you and that relates to your present, past

or futura physical or mental health and related health care services. This notice also describes your right and the practice

cbligations with respect to the use and disdlosure of your protacted health information.
We are required by law to:

taintain the privacy of your protacted health Information

Provide our patients with this notice of our legal duties and privacy practicas with raspect to your protactad health
Information

Abida by the terms of this notice, as currently in effact.

We understand that your protectad health information Is parsonal, end we are committed to protecting this Information.
In order to provide you with quality care and to comply with certaln legal requirements, we creata records of the care and
services you recelve from us, This notice of privacy practices applies to these records and other communications whather

verbal or In writing ebout your PHI

CHANGES TO THIS NOTICE

We reserve the right to chenge this notice. We reserve the right to make the revised or changed notice effectiva for medical
Information we already have aboutyou aswell as any Information we recelve In the future, We will posta copy of the currant
notice in our offlce, This notice will contain the effactive date on the first page.

HOW WE MAY USE AND DISCLOSE YOUR PROTECTED HEALTH INFORMATION
A Uses and disclosures of your Protected Health Information for Payment, Treatment and Healthcare Operations

This practice may use and disclose your protected health information as describad In this section In the contaxt of providing
you with treatment and services, obtaining payment for that treatment and maintain our healthcare operations. The
paragraphs below describe thase categories and the dliferent ways that we may use and disclose your protected health
Information within each category. For most categories, we provide an example of one of the uses or disclosures. These
examples are not meant to be exhaustive, but to describe the types of uses and disclosures that may bs made by our

practice,

For Treatment: We may use your PHI to provide you with medical treatment or services, We may disclose your PHI to

doctors, nurses, technlclans or other personnel or third partles who are Involved in taking care or you. For example,

we will share you PHI with a physiclan to whom you have been refarred to ensure that the physiclan has the necessary

Information to diagnose or traat you. Different membars of our workforce also may shara your PHI in order to coordinate
the different things you need, such as prescriptions, lab work and x-rays. We may also disclose your PHI to people outside
our practice who may be Involved In meadical care, such as family members or othars we use to provide services that are
part of your care such as a Visiting Nurse,

For Payment: We may use and disclose your PHI so that the treatment and services we provide may be billed and
payment collect from you, an Insurence company or a third party. For axample, we may need 1o give information about
your treatment to your health Insurance provider so that it can pay us or reimburse you. We may also inform your
health Insurance provider about treatment that we Intand to provide so that we can obtaln any necessary approval or
to confirm coverage for treatment such as anticipated hospltaltzatlons or Imaging (MRI's, X-rays, atc.)

For Health Care Operatlons: We may use and disclose your PHI as necessary to support the business opemations and
activitles of our practice. These uses, and disclosures are nacessary to run the practice and maka sure that all of our
patients receive quallty care. For example, we may use your medical Information to review our treatment and services to
evaluate the performance of our staff. We may also disclose information to doctors, nurses, techniclans, medical students

Paga 1 of2
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and other personnel for educational purposes. We may call you by name while you are In our walting room when the

physidan fs ready to see you.
Incidental Disclosures: In the course of making disclosures of your PHI for the purposes of treatment, payment and
heslthcare aperations, we may also, as a by-product of these disclosures, make incidental disclosures, We will taks

reasonable safeguards to minimize the incldental disclosures.
Appointment Reminders: We may use and disclose medical Information, as necessary, to contact you as a raminder
that you have an appointment for treatmant or medlcal cara.

B. Uses and Disdosure of Your Protectad Health Information Based upon Your Authorization

All other uses and disclosures of your PHI will be made only with your specific authorization in writing, unless otherwise
permitted by law or listed balow, Some examples of circumstanca in which we will be required to cbtain authorization will
be to use your PHI for markating or to provide you with treatment In the context of a research study. You may revoke your
authorization at any Hme, In writing, except that this revacation will not be effective to the extent that we have already relied
on your authorization or;, where the autharizatlon relates to research study, the continuad use and disclosurs of your PHIis

necessary to maintain the integrity of the research study.

C. Uses and Disclosure of Your Protected Health Information After Providing You with an Opportunity to Objsct
Indlviduals Invelved In Your Care or Payment for Your Care: We may release your PHI to a friend or family member who
Is Involved in your medlcal care, We may also give Information to somaons who helps pay for your care, We may also inform
your famlly or frlend about your condliticn.

D. Uses and Disclosure of Your Pratected Haalth Information That May be Mede Without Your Authorization or Opportunity
to Object

Under certain circumstances, we may use or disclase your PHI without obtaining your authorization or without providing
you with an opportunity to object. These sltuations Include the following: As Required by Law: We will disclose your PHI

when required to do so by federal, state or logal law,
Thls is to certify that I have recsived and had an opportunity to review the Notice of Privacy Practicss.

Slgnature
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Hasbani & Hasbanl Medical Group
Authorizations

Communication Policy

We will talephone you at your home. ¥ you're not available we will leave a message on your answaring machine or with
whoever answers the phone, In case of an urgent matter, we will also attempt to reach you on your cell phone or at work.

We routinely contact our patlents by telephone for a varlety of reasons;

Appalntment scheduling

Appointment reminders

Routine test results

Procedure preparation and instructions
Response to your questions or concems

Your signature Indlcates you agree with our communleation polley.

Slgnature

Authorization to request medical iInformation on my behalf

Please list thase wha you'd like to autharize to request medical information on your behalf

Neme Relatlonship
Name Relationship
Name Relatlonship
Name Relationship
Nams Relatlonship

The people listed above have permission to bs informed of schadufing, procedures, tast results, and my medical conditlon.

Signature

Aulunleabong

Pagatoit
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Hasbani & Hasbanl Medical Group
Payment Policy and Financlal Agreement

Thank you for choosing M. Hasbani MD & M.J. Hasbani MD/PhD.

Please review the following Payment Policy and Finandial Agreement as it applies to being a patient In our practice. We
balleve that part of excellent healthcars is to establish and communicate to our patients the financial policy of our practice

up front and at the Ume of service. .

Co-Pays and Deductibfes: All co-payments and deductibles must be pald at the time of service. This arangement Is part
of your contract with your insurance company, Fallure on our part to collect co-payments and deductibles from patients
can be considerad fraud, We accept most forms of payment including; credit cards, deblt cards, HSA cards, chacks and
cash. When billing your insurance company for a claim, we require that elther a credit/debit or HSA card be on file with
our practice. All finandlal and credit card Information Is stored offstte by our 3rd party provider Inbox Health Corp andina
secure and encrypted PCI/HIPPA compliant environment. All balances are to be pald in full at the ime of service or require
a payment plan to be set up at the ime of service. Any bll or pre-arranged payment play thet Is not pald within 10 days
or the agreed upon terms may be subject to collections and late charges. Our staff is available to sat up payment plans
for larger balances upon request. We understand and share your concern regarding medical costs and have desigried our
biilng practices to specifically help you to afford your medical care.

Nonpayment: If you account becomes past due, you will recelve a final notice stating that your account may now be sent
to collections If payment Is not made. This notice may also be referred to a collections attomsy and could affact your
credit rating. We will always work with you as our patient to assist you with a financial plan for your out of pocket medical
expenses, but it is vary important that you communicate and discuss your financial situation with us up front as it pertains
to the payment of your bill,

Insurance: We participate In most insurance plans, Including Medlcare. If you are not Insured by a plen we do businass
with, payment In full is expected at the time of your vislt, If you are Insured by a plen we accept and have a Co-Insurance or
Deductible obligation that has not yet been mat, payment is required In full and until we can verify your responsiblity has
been met Please contact your Insurance company with any questions you may have regarding your coverage or the status
of your deductible. Some insurance plans such as PPO's or if you are “out of network” will send the physiclans payment as
a reimbursement directly to you as the patlent. IFyou have this type of Insurance plan, you must make payment In full at
the time of service,

Nan.covarad sarvices: Please be aware that some ~ and perhaps all of the services you recelve may not be coverad or
not considered reasonable ar necessary by Medlcare, or other insurers, You must pay for thesis servicas at the time of your
visit and in the event that a dalm Is not accepted or pald for by the insurance provider.

Proof of Insurance: All patients must complete our patient Information form before seelng the doctor We must obitain a
copy of your valld driver’s license or photo ID In addition to your current valid Insurance card. If you fall to provide us with
correct Insurance Information you will be raspansible for any and all balances or dalms as a resuit.

Clalm and Submission: Wa will submit your cleims and assist you in any way we reasonably can to help get your claims
paid. Your Insurance company may need you to supply certain Infaormation directly. It Is your responsibility to comply with
thelr request. Please be aware that the balancs of your claim Is your responsibility whather or not your Insurancs company
pays your clalm. Your Insurance banefit Is a contact betwezn you and your insurance company We are not party to that
contract.

Coverage Changes: If you Insurance changes please notify us so we can maks the appropriata changas to help you recsive
your maximum benefits upon future visits. Fyour Insurance company doesn to pay your claim because of a change orlapse
in Insurancs any balance wlll automaticelly be bifled to you.

Appolntment Cancellation / No Show Pollcy: We understand that there are times when you must miss and appolntment
due to emergencles or obligations forwork or family, Howaver, when you do not call to cancel an appointment, you may be
prevanting ancther patient from getting much needad treatment conversely, the situstion may arise whare anothear patient
falls to cancel and we are unable to schedule you for a visit, due to a seemingly “full” appointmant book. If an appointment
In not cancelled at least 24 hours In advance you will be chargad up to a hundrad dollar ($100) fee: this Is not covered by
your Insurance company.

Financial agreement: | understand that all costs associatad with my care and/or the care of anyone that 1 am the responsible
party/guarantor for will be my full financial responsibllity in tha event that my Insurance daes not cover a service bllled for
by this office [ understand that [ am fully responslble for the payment of theses costs within 10 days of being notified by

Psjirant Pobcy und Firandal Agtvament Pegntoi2
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the practice, In the event that my accaunt Is turned over to a collectlon agency I acknowledge that 1 will be responsible for
the full cost of all interest, attomeys fees and collectlon casts assodatad with the amount dua.

lauthorize M. Hasban! MD & MJJ. Hasbani MD/PhD to release any Information needed to dstermine insurance bensfits
payable for related services. I haraby acknowledge that M. Hasbani MD & M.J, Hasbanj MD/PhD have offerad me a capy of
thelr Notice of Privacy that descaribes how Information will be used and disclosed. M Hasbani MD & M., Hasbani MD/PhD
has the right to modify the privacy practices as outilned In the Notice to keep current with regulation.

1 hereby authorize the practice of M Hasbani MD & M.\ Hasbani MD/PhD to automatically charge my credit/dablt or HSA
cand for any balance this Is owed after insurance refmbursement or in the case of being danled by my Insurance provider
This authorization Isvalid without any additional consent on my part up to an amount of $250.00, For amounts and balances

over

Signature of Pallent/Responsible Party

Paptoant Policy amd Finastial Agcuoirard Pega2ofa
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