. . Please fill out this form completely and indicate with N/A where
wimwwﬁ% mwwwgmum%ﬁw applicable. If not completed in it’s entirety our front end staff will

mww@ﬁﬁ@m@mwﬁ @ﬁﬁ@m@@ ask you for any missing information.

REGISTRATION FORM

LAST NAME FIRST NAME

MAILING ADDRESS

STREET ADDRESS

CITY STATE Z1p
DATE QOF BIRTH SOCIAL SECURITY NUMBER

RACE ETHNICITY LANGUAGE
HOME#® CELL# MARITAL STATUS

PHARMALCY & ADDRESS

REFERRING PHYSICIAN PHONE
FRIMARY PHYSICIAN PHONE
EMERUENCY CONTACT & RELATIONSHIP PHONE

PHARMACY NAME & ADDRESS:

EMPILOYER INFORMATION

COMPANY NAME WORK. PHONE EXT

ADDRESS CITY ST. Zip

CONSENT FOR GENERAL MEDICAL TREATMENT

This is to certify that I, the undersigned, hereby voluntarily consent to ireatment at LLCGO, and such diagnostic procedures and
medical care by the attending physician, and designates, as is necessary in their judgment. I acknowledge and understand that the
practice of medicine is not an exact science, and that no promises or guarantees have been made concerning the outcome of
resulis of my care and treatment at 1.CGO.

CONSENT TO OBTAIN or REEEASE PATIENT INFORMATION

THEREBY AUTHORIZE LCGO to REQUEST from any physician or physician group any medical information/records
pertaining to my care, | ALSO HEREBY AUTHORIZE LCGO to RELEASYE to any physician or physician group involved in
my care any and all information contained in the medical record of the above named patient to any third party payer for whom I
may seek payment or reimbursement for expenses refated to my treatment: o any entity having responsibility for review,
investigation, claim processing, utilization review, or financial audit, in respect to payment for care rendered by LCGO: or any
governmental agency requesting information for lawful purposes.

NAME DATE WITNESS [F GUARANTOR HAS SIGNED



INSURANCE FORM

PRIMARY INSURANCE INFORMATION

Subscriber Name Relationship

Date of birth of subscriber(if other than self)

Insurance Copay
D# Groups
Effective date Expiration date

SECONDARY INSURANCE INFORMATION

Subscriber Name Relationship

Date of birth of subscriber(if other than self)

Insurance __Copay

ID# Group#

Effective date Expiration date
BILLING INFORMATION

IT IS YOUR RESPONSIBILITY TO SEE THAT REFERRALS ARE OBTAINED PRIOR TO YOUR APPOINTMENT
IF ONE IS NEEDED IN ACCORDANCE WiTH YOUR INSURANCE PLAN, IF THERE ARE ANY CHANGES
RELATED TO YOUR INSURANCE INFORMATION (IE. CHANGE OF ID # ETC.} IT IS YOUR RESPONSIBILITY
TG NOTIFY US OF THESE CHANGES AT THE TIME OF YOUR APPOINTMENT. IF CHARGES ARE INCURRED
DUE TO THE ABOVE REASONS, YOU WILL BE BILLED DIRECTLY FOR THESE CHARGES.

AUTHORIZATION TO ASSIGN INSURANCE BENEFITS .
Patient (or the policyholder, if the patient is not the policyholder) hereby authorizes and directs that all medical benefits payable
to or for the benefit of the Patient under the terms of any applicable insurance policy, be paid directly to LCGO. Patient agrees to
sign any additional assignment of benefits form requested by LCGO or any insurance company from time to time. Patient
understands that she is liable to LOGO for all related charges, whether or not covered by insurance. PLEASE BE ADVISED
THAT ALL CO-PAYMENTS ARE EXPECTED TO BE PATD AT THE TIME THE SERVICE IS RENDERELD,

AGREEMENT TO PAY L.CGO
Patient and guarantor (where applicable) agree that in consideration of the services to be rendered by LCGO, reach personally
promises and obligates himself/herself to pay the amount of LCGO charges in accordance with its regular rates and terms. In the
event of non-payment, patient and grarantor {where applicable) understand that such non-payment will be reported to credit
reporting agencies and aggress 1o pay all reasonable costs of collections including attorney’s fees. LCGO is suthorized to access
credit burean files and reports now and in the future for collsction purposes. This information is given pursuant to Title 9 Sec.

2480F of Vermont Statues.

AUTHORIZATION OF MEDICARE BENEFTTS

¥ request payment of authorized Medicare benefits to me or on my behalf for services furnished to me by LCGO. 1 suthorized any
holder of medical and other information about me be released to Medicare and its agents to help determine these benefits or
benefits for related services,

NAME DATE WITNESS [F GUARANTOR HAS SIGNED



Lake Champlain
Gynecolegic Oncology

364 Dorset Street, Suite 2, South Burlington, VT 03304 Phone: 802-859-9500 Fax: 802-859-9944

RECEIPT OF NOTICE OF PRIVACY PRACTICES
WRITTEN ACKNOWLEDGEMENT FORM

1 , have received a copy of the Lake
Patjant hame

Champlain Gypecologic Oneology’s Notice of Privacy Practices.

Signature of Patient Date



Effective Date of this Notice:_4/14/03 _

WA Lake Champlain

-
-
it i) —

&Y Gynecologic Oncology, PC.

Gamal FL. Eleabbaich, MD, FRCOG, FACOG » 364 Derser St So. Burlingron, VT 05403 « P: 8028599500 / F- 802.859,9944

) NoTice OF PRIVACY PRACTICES
As Required by the Privacy Regulations Created as a Result of the Health Insurance Portability
and Accountability Act of 1996 (HIPAA)

THIS NOTICE DESCRIBES BOW HEALTH INFORMATION
ABOUT YOU (AS A PATIENT OF THIS PRACTICE ) MAY
BE USED AND DISCLOSED, AND HOW YOU CAN GET
ACCESS TO YOUR INDIVIDUALLY IDENTIFIABLE
HEALTH INFORMATION.

PLEASE REVIEW THIS NOTICE
CAREFULLY.

A, OUR COMMITMENT TO YOUR PRIVACY

Our practice is dedicated to maintaining the privacy of your individually identifiable health
information (TTHI). In conducting our business, we wiil create records regarding you and the
treatment and services we provide to you. We are reqnired by law to maintain the confidentiality
of health information that identifies you. We also are raquired by faw to provide you with this
notice of our legal duties and the privacy practices that we maintaiz in our practice consening
your IHL By federal end state law, we must follow the terms of the notice of privacy practices
that we have in effect at the time,

We realize that these laws are complicated, but we must provide you with the following
important information;

«  How we may use and disclose your T
« Your privaty rights in your ITHI .
+ Our obligations concerning the vse and disclogure of your [THI -

The terms of this notice apply to all records containing your TIBX that ave created or retained by
our practice. We reserve the right to revise or amend this Notice of Privacy Practices. Any revision
or amendment fo this sotice will be effective for all of your records that onr practice has created or
paintzined in the past, and for any of your recards thetwe may create or maintain in the fatare.
Our practice will post a copy of our eurrent Notice in our offices in a visible location at oM times,
and you may request a copy of our most earrent Notice at any time.

B. IF YOU HAVE QUESTIONS ABOUT THIS NOTICE, PLEASE CONTACT:

Privacy Officer: Lake Champlain Gynecologic Osnioww
364 Dorset Street, Suite 2 .
Seuth Burlington, VT 05403, Phone (802) 859-9500



Effective Date of this Notice:_4/14/03__
C. WE MAY USE AND DISCLOSE YOUR INDIVIDUALLY IDENTIFIABLE HEALTH
INFORMATION (IIH0) IN THE FOLLOWING WAYS

The following categories describe the different ways in which we may use and disclose your
TERIL

1. Treatment. Our practice may use your ITHI to treat you. For example, we may ask you to
have laboratory fests (such as blood or vrine tests), and we may use the resuits to help vs reach a
dingnosis. We might use your IIHI in order to write a preseription for you, or we might disclose
your ITHI to a pharmacy when we order & prescription for you. Many of the people who work
for our practice — including, but not limited to, our doctors and nurses — may use or disclose vour
TTHI in order to traat you or to assist others in your treatment. Additonally, we may disclose
your ITHI to others who may assist in your care, such as your spouse, children or parents.
Finally, we mzy aiso disclose your IIHI to other health care providers for purposes relzted to
yourr treatment.

2. Payment. Our practice may use and disclose your HHI in order to bill and collect payment
for the services and items you may receive from us. For exaraple, we may contact your health
tnsurer to certify that you are sligible for benefits (and for what range of benefits), and we may
provide your insurer with details reparding your treatment to determine if your instrer will
cover, or pay for, your freatment. 'We also may use and disclose your ITHI to obtain payment
from third parties that may be responsible for such costs, such as family members. Also, we may
use your ITHI to bill you directly for services and jtems. We may disclose your ITHI to other
health care providers and entities to assist in their billing and eollection efforts.

3. Health Cere Operstions. Our practice may use and disclose your IIHI fo operate our
business. As exaraples of the ways in which we may use and discloss your information for our
operations, our practice may use your TIHI to evaluate the quality of care you reccived from us,
or to conduct cost-management and business planning activities for our practice. We may
disclose your HHI to other health care providers and entities to assist in their health care

operations. .
4, m&ﬁ&nwﬂnﬁ Reminders. Our vnmomna may use and disclose your ITHI to contact you and
reenind you of an appointment.

5. Treatment Options. Our practice may use and disclose your TTHT to inform you of potential
treatment options or alternatives. :



Effective Date of this Notice:_4/14/03__

6. Health-Related Benefits and Services. Our practice may use and disclose your IfH] to
inform you of health-related benefits or services that may be of interest to you.

7. Release of Information to Femily/Friends. Our practice may release vour [THI 1o a fiiend
or family member that is involved in your care, or who assists in taking care of you. For
example, & parent or guardian may ask that a babysitter teke their child to the pediatrician’s
office for treatment of a cold. In this example, the babysitter may have access to this child’s
medice! information.

8. Disclosures Required By Law. Our practice will use and disclose your ITHI when we are
reguired to do so by federal, state or local law.

D. USE AND DISCLOSURE OF YOUR ITHI IN CERTAIN SPECIAL
CIRCUMSTANCES

The following categories deseribe unique scenarios in which we may use or disclose your
ideptifiable heatth information:

1. Public Health Risks, Our practice may disclose your ITHI to public health authorities that
are suthorized by law to collect information for the purpose oft

maintaining vitz] records, such as births and deaths
reporting child abuse or neglect
vna<gnﬁm or controliing dissase, injury or disability
notifying a person regarding potential exposure fo 2 commimicable disease
" potifying & person regarding & potentiel risk for spreading or contracting a disease or
condition
reporting reactions to drugs or problems with products or devices
» notifying individuals if a product or device they may be vsing has been recalled
« ' notifying appropriate government agency(ies) and authority(ies) regarding the
potential abuss or neglect of an adulf patient (including domestic violence); however,
we will only disclose this information if the patient agrees of we are required or
“authorized by law to disclose this information
- notifying your employer under limited circumstances related primarily to workplace
injury or illness or medieal surveillance.

+ 2 = 0w

2. Health Oversight Activities. Our practice may disclose your HIHI to & health oversight
agency for activities authorized by law. Oversight activities can include, for example,
investigations, inspections, zudits, surveys, licensure and disciplinary actions; civil,
administrative, and criminal procedures or actions; ot other activities necessary for the
government to monitor governmant programsy, compliance with civil rights laws and the health

care system in general,

3, Lawsuits and Similar Proceedings. Our practice may use and disclose your ITH! in
response to & court or admindstrative order, if you are involved in a lawsuit or similar proceeding,
We also may disclose your ITHI in response to a discovery request, subpoena, or other lawful



Effective Date of this Notice:_4/14/63

11, Inmates. Qur practice may disclose your ITHI to corrdctional institutions or law
enforcement officials if you are an inmats or under the custody of a law enforcement official.
Disclosure for these purposes would be necessary: (a) for the institution to provide health care
services to you, (b) for the safety and secwrity of the institation, end/or (¢) to protect vour health
and safety or the health and safety of other individuals.

12, Workers” Compensstion. Our practice may release vour ITHI for workers’ compensetion
and similar programs.

E. YOUR RIGHTS REGARDING YOUR Iif]
You have the following rights regarding the [THI that we maintain about you:

1. Confidential Communications. You have the right to request that our practice communicate
with you about your health and related issues in & particular manner or at a certain Jocation. For
wmstance, you may ask that we contact you at home, rather than work. In order 1o request & tvpe
of confidentin! communication, you must make & written request to LCGO Privacy Officer,
address as above, phone number (802) §59-9500, specifying the requested method of contact, or
the [oeation whare you wish to be contacted. Our practice will aceommodate reasonzble
requasts. You do not need to give a reeson for your request.

2. Requesting Restrictions. You have the right to request & restriction in our use or disclosure
of your IEI for treatment, payment or health care operations. Additionally, you have the right to
request that we restrist our disclosure of your IHI to only certain individuals involved in your
care or the payment for your cars, such 2 family members and friends. We ere not required to
agree to your request; however, if we do agres, we are bound by our agreement except when
otherwise required by law, in emergencies, or when the information is necessary to treat you In
drder to request a restriction in our vse or diselosure of yonr ITHY, you must make your request in
writing to LCGO Privacy Officer, address 15 above, phone mmber (802) 859-9500. Your
request must describe in 2 clear and coneise fashion:

(2) the information you wish restricted;
(b) whether you are requesting to limit our practice’s use, disclosure or both; and
(¢) to whorm you want the limits to apply.

3. Inspection and Copies. You heve the right to inspect and obtain a copy of the ITH] that may
be used to make decisions sbout vou, including patient medical resords and billing records, but
not inchading psychotherapy notes. You must subrmit your request in writing to LCGO Privacy
Officer (address as above, phone number (802) 85%-9500) in order to Emvnﬁ and/ot obtzin a
copy of your ITHI. Our practice may charge a fee for the costs of copying, maiting, labor and
supplies associated with your requast. Qur practice may deny your nﬂﬁnﬂ to inspect and/or
copy in certein limited circumstances; howsver, you may request a review of our denial. Another
licensed health care professional chosen by us will conduct reviews.

4, Amendment. You may ask us to amend vour health information if vou believe it is incorrect
or incomplete, and you may request an amendment for e [ong as the information is kept by or
for our practice. To request an amendment, your request must be made in writing and submitted
to LCGO Privacy Officer, address a5 above, phone number (802) 859-9500. You must provide
us with 2 reason that supports vour request for amendrnent.  Our practice will deny your request







