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Total Care Physicians
Adolescent Patient Information

All information is confidential and in accordance with HIPAA

DEMOGRAPHIC INFORMATION

Name:

Date of Birth:

Gender:

Total Care
Physicians

Age:

Place of birth:

Race:

Address:

Preferred phone number:

May we leave messages at the above number: Yes

No

Email address:

Social Security:

Current Grade or highest level of education

How did you hear about Total Care Physicians?

EMERGENCY CONTACT INFORMATION
Emergency Contact:

Relationship:

Number:

BIRTH INFORMATION

Please check if Vaginal Delivery or Caesarean Delivery

Complications?

Birth Weight?

Are immunizations up to date? Yes No

Any developmental delays? Yes No

PAST MEDICAL HISTORY (CIRCLE any of the diseases if ever diagnosed)

Anemia Alcohol Abuse

Arthritis Congenital Heart Disease
Blood Disorders Bronchitis

Bronchitis Cancer

Diabetes Depression

High Cholesterol Gall Stones

Kidney stones HIV

Urinary Bladder Problems Seizures

Thyroid Disease Tuberculosis

List any disease diagnosed with if not mentioned above:

Asthma

Constipation

Crohn’s Disease
Diverticulitis
Developmental Delays
Irritable Bowel Disease
Seizures

Stomach Ulcers
Ulcerative Colitis

Acid Reflux
ADHD
Autism
Scoliosis




FAMILY MEDICAL HISTORY (Please list if any diseases were diagnosed with certain family members)-
*****pLEASE CIRCLE IF ALIVE or DECEASED*****
Mother (Alive/Deceased):

Father (Alive/Deceased):

Sister(s) (Alive/Deceased):

Brother(s) (Alive/Deceased):

Maternal Grandmother (Alive/Deceased):

Maternal Grandfather (Alive/Deceased):

Paternal Grandmother (Alive/Deceased):

Paternal Grandfather (Alive/Deceased):

PAST SURGICAL HISTORY

Year Type of Surgery

HOSPITALIZATIONS

Year Reason for Hospitalization

ALLERGIES

Medicine/Food Type of Reaction (Rash, swelling, breathing problems, etc)

CURRENT MEDICATIONS
Name of medication Dosage How often Start date

PREFERRED PHARMACY INFORMATION
Name:

Address:

Number:




*++*SOCIAL HISTORY (to be completed by patients between the age 10-17 years old)***

Home Life:
Who lives at home with you?

Have there been any recent changes in the home?

Education/Employment:
What grades are you getting in school?

Have you ever experienced bullying in school?

Is there an adult at school you can talk to about important things?

Do you work? Yes No If Yes, where do you work?

What do you like best about school/work?

What are your plans for the future?

Eating/Exercise:

Do you eat meals with your family? Yes No

Are you happy with your weight? Yes No

Do you ever skip meals regularly? Yes No

Do you play any sports? Yes No If so, what do you play?

How often do you do any physical activity?

Activities/Peers:
What do you do for fun?

What clubs or groups do you belong to?

Are you apart of any gangs or know anyone whoisinagang? __ Yes ____ No

Drugs:

Does anyone in your family use illicit drugs? Yes No

Does anyone in your family smoke tobacco? Yes No

Have any of your friends tried drugs like marijuana, IV drugs, ectasy, cocaine, etc? Yes

Have you ever tried drugs? Yes No

Do you smoke tobacco? Yes No

Do you drink alcohol? Yes No

Sexuality:

Have you had any sexual experiences with a male or female? Yes No
If so, do you use condoms always? Yes No

How many partners have you had in total?
Has anyone touched you in a way that made you feel uncomfortable? Yes No
Mood and Personality:
How do you handle stress?

No

Have you ever tried to hurt yourself? Yes No




If so, what prevented you from doing so?

Do you currently have thoughts of hurting yourself or others? Yes No

Safety:
Do you always wear helmets if riding a bike or seatbelts while driving in a car? Yes

Do you ever drive when you have had alcoholic drinks? Yes No

Do you feel safe at home? Yes No

Are there any guns in the home? Yes No

Do you feel safe at school? Yes No

Do you have someone you can contact if you ever felt unsafe? Yes No

Strengths/Spirituality:
What are your best strengths?

Do you have any religious beliefs that would affect your health care Yes No

Any other additional information you may want to include in you medical history:

No




Total Care Physicians

3259 South Wells
Chicago IL 60616

CONSENT FOR MEDICAL TREATMENT

I acknowledge and understand that in presenting myself for medical care and treatment at
Total Care Physicians, | hereby voluntarily consent and authorize to such care encompassing
diagnostic procedures and medical treatment by my physician, his/her assistants or his/her
consignees as may be necessary in his/her judgment. | acknowledge that no guarantees have
been made as to the result of treatments or examination. | understand that this consent will
remain in effective until | choose to revoke it in writing.

CARE
The patient is under the care and supervision of the patient’s attending physicians of Total
Care Physicians.

PERSONAL VALUABLES
I assume full responsibility for all items of personal property, including but not limited to,
eyeglasses, hearing aids, dentures, jewelry, currency and all other valuable items.

RELEASE OF MEDICAL INFORMATION

I hereby authorize Total Care Physicians to release all pertinent information contained in my
medical records, to third party payers for payment, insurance companies, health benefit plans,
employers involved in approval of benefit claims, Illinois Public Department of Health, Total
Care Physicians medical staff involved in my care, and consulting physicians.

By Initialing in the space below, | DO NOT consent to the release of medical information
concerning HIV diagnosis or treatment, if any, to third party payors and understand that | am
personally responsible for payment for services.

HIV

| have read and understand the above terms of treatment and confirm that | am the
patient or am authorized to sign on the patients’ behalf.

Patient Name: Date

Patient’s Signature
(or Parent/Legal Guardian, Personal Representative)

Witness Signature
Date




Insurance/Payment

Total Care
Physicians

Total Care
Physicians

Information & Authorization
*Copay due at the time of office visit

Primary Insurance:

Policy member ID number:

Group ID Number:
Effective Date:

Are you the primary listed on the insurance? Yes No

If no, please complete the following information:

Primary Name listed on insurance:

Primary Date of Birth:

Primary Social Security:

Relationship to patient:
Address:

Check here if you do not have insurance and you are self-pay

PATIENT’S AUTHORIZATION

| hereby recognize Total Care Physicians to submit claims on my behalf for services rendered. | request payment to
be made directly to Total Care Physicians, or to the party that accepts assignments. | verify the accuracy of the
above information and | authorize the release of any necessary information, including medical information,
essential to process any claims. | authorize payment directly to the physician or supplier for the services described.
| hereby accept and assume financial responsibility for any covered or non-covered services not paid by the
insurance company. | authorize Total Care Physicians to release and disclose any medical information about me
that pertains to any and all medical care, tests, treatment, or advice that was rendered to me by the physicians or
staff to insurance companies, third party payers, authorized agents, claims review organizations, and/or Medicare
in order to process a claim and/or payment on my behalf. The authorization may be revoked by either me or the
above name carrier at any time in writing.

Payment (including co-pay, deductibles, and payments non-covered services) due at the time of service is the
patient’s responsibility.

Self-pay patients will be expected to pay for their services in full at the time of the visit unless a prior financial
arrangement has been made with Total Care Physicians authority.

Signature of the patient or responsible party date
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TOTAL CARE PHYSICIANS, LTD.
NOTICE OF PRIVACY PRACTICES

Effective July 23, 2012
This Notice of Privacy Practices (“Notice”) describes how medical information about you may
be used and disclosed and how you can obtain access to this information. Please review it
carefully.

Understanding Your Medical Information

We understand that medical information about you and your health is personal. We are
committed to protecting your medical information. Each time you visit a hospital, physician, or
other health care provider, they document information about you and your visit. Typically, this
record contains, among other information, your name, symptoms, health history, examination,
and test results, diagnoses, current and future treatment, and billing-related information
(“Medical Information”). This Medical Information is used to provide you with quality care and
to comply with certain legal requirements.

This Notice will tell you how we may use and disclose your Medical Information about you. It
also describes your rights and certain obligations we have regarding the use and disclosure of
your Medical Information.

We are required by law to:
e Maintain the privacy of your Medical Information.
e Provide you with this Notice of our legal duties and privacy practices with respect to
information we collect and maintain about you.
e Follow the terms of this Notice or a Notice that is in effect at the time Total Care
Physicians, Ltd. Uses or discloses your Medical Information.
e Provide a copy of our most current privacy notice upon request.

Permitted Uses and Disclosures of Your Medical Information

The following categories described different ways we may use or disclose your Medical
Information. With respect to use and disclosure of your Medical Information for Treatment,
Payment, and Health Care Operations, we may share your Medical Information with any of the
entities referenced in this Notice, or any physician or other health care provider as allowed by
law.

For Treatment. We may use your Medical Information to provide, coordinate, or manage your
medical treatment and related services. Your Medical Information can be shared with physicians,
nurses, technicians, and others involved in your care and these individuals will collect and
document information about you in your medical record. To assure immediate continuity of care,
we may disclose information to a physician or other health provider who will be assuming your
care, including consultations between health care providers regarding your care and referrals for
health care from one health care provider to another. For example, a doctor treating you for a




broken leg may need to know if you have diabetes because diabetes may slow the healing
process. Therefore, the doctor may review your medical records to assess whether you have
potentially complicating conditions like diabetes.

For Payment. We may use and disclose your Medical Information so that the treatments and
services you receive may be billed and payment may be collected from you, an insurance
company, or third party, including determinations of eligibility and coverage, and other
utilization review activities. For example, prior to providing health care services, we may need
to provide your insurance carrier, or other third party payor, information about your medical
condition to determine whether the proposed course of treatment will be covered. When we
subsequently bill the carrier or other third party payor for the services rendered to you, we can
provide the carrier or other third party payor with information regarding your care if necessary to
obtain payment.

Health Care Operations. We may use and disclose your Medical Information in connection with
our health care operations related to treatment and payment, including, but not limited to: quality
assessment and improvement activities, case management, receiving and responding to patient
complaints, physician competence and qualification reviews, compliance programs, audits,
business planning, development, management and administrative activities. For example, we
may use your medical information to evaluate the performance of our staff in caring for you. We
may also combine medical information about many patients to decide what services are not
needed, and whether certain new treatments are effective.

Individuals Involved in Your Care or Payment for Your Care. We may disclose the minimum
necessary Medical Information about you to a family member, other relative, close personal
friend, or any other person you identify who is involved in your medical care. We may also
disclose the minimum necessary information to someone who helps pay for your care. We may
also use or disclose your protected health information to notify, or assist in the notification of, a
family member, a personal representative, or another person responsible for your care of your
location, general condition or death. If you are available, we will give you an opportunity to
object to these disclosures, and we will not make these disclosures if you object. In an
emergency or other situation where you are not able to identify your chosen person(s) to receive
communications, we may exercise our professional judgment to determine whether such a
disclosure is in your best interest, who is the appropriate person(s), and what Medical
Information is relevant to their involvement with your health care. We will allow your family
and friends to act on your behalf to pick up prescriptions, medical supplies, referrals, and similar
forms of your Medical Information with your written approval and when we determine, in
exercise of professional judgment, that it is in your best interest to make such disclosures.

To Avert a Serious Threat to Health or Safety. As required by law, we may disclose your
Medical Information about you when necessary to prevent a serious threat to your health or
safety or the health and safety of the public or another person. Any disclosure of this kind,
however, would be made only to someone able to help prevent the threat.

Other Communications with You. We may use and disclose your Medical Information to
contact you at the address and telephone numbers you give us about scheduled and cancelled
appointments with your physicians or other health care team members, including to provide



appointment reminders, registration or insurance updates, billing and/or payment matters,
information about patient care issues, treatment choices including information about treatment
alternatives, follow-up care instruction, and other health-related benefits and services that may be
of interest to you or relate specifically to your medical care through our office. Unless you tell
us otherwise, we may leave appointment reminders on your answering machine or with a family
member or other person who may answer the telephone at the number that you have given us in
order to contact you.

Special Situations

Organ and Tissue Donation. If you are an organ donor, we may release Medical Information to
organizations that handle organ procurement or organ, eye or tissue transplantation or to an
organ donation bank, as necessary to facilitate organ or tissue donation and transplantation.

Military and Veterans. If you are a member of the Armed Forces, we may release Medical
Information about you as required by military command authorities so they may carry out their
duties under the law. We may also release Medical Information about foreign military personnel
to the appropriate foreign military authority.

Public Health Activities. We may be required to report your Medical Information to authorities
to help prevent or control disease, injuries, or disability. This may include using your Medical
Information to report certain diseases, injuries, and birth and death information. This also may
include reporting certain drug reactions with products or notification of product recalls. We also
may be required to report to your employer certain work-related illnesses or injuries so that your
workplace can be monitored for safety. The appropriate government authorities may also be
notified if we believe a patient has been the victim of child or elder abuse, neglect or domestic
violence. These reports will be made in compliance with state and federal law and will be limited
to the requirements of the law.

Health Oversight Activities. We may disclose Medical Information to local, state, or federal
government authorities or agencies that oversee health care systems and ensure compliance with
the rules of government health programs, such as Medicare or Medicaid and, under certain
circumstances, to the United States Military or United States Department of State. We may
disclose your Medical Information to persons under the Food and Drug Administration’s
jurisdiction to track products or to conduct post-marketing surveillance.

Lawsuits and Disputes. We may disclose your Medical Information in the course of a judicial
and administrative proceeding, in response to an order of a court or other tribunal to the extent
that such disclosure is authorized and, in certain conditions, in response to a subpoena, discovery
request, or other lawful process.

Law Enforcement. We may disclose your Medical Information to the police or other law
enforcement officials as part of law enforcement activities, in investigations of criminal conduct,
in response to a court order, in emergency circumstances, or when otherwise required to do so by
law.

Coroners, Medical Examiners and Funeral Directors. We may disclose your Medical
Information to a coroner or medical examiner as necessary to identify a deceased person or to



determine the cause of death. We may also release Medical Information to funeral directors as
necessary to carry out their duties.

Inmates. If you are an inmate of a correctional institution or under the custody of a law
enforcement official, we may disclose Medical Information about you to the correctional
institution or law enforcement official. This release would be necessary for the institution to
provide you with health care, to protect your health and safety or the health and safety of others,
or for the safety and security of the correctional institution.

Disaster Relief. When permitted by law, we may coordinate our uses and disclosures of Medical
Information about you with public or private entities authorized by law or by charter to assist in
disaster relief efforts.

Uses and Disclosures Not Covered in this Notice. Other uses and disclosures of your Medical
Information will be made only with your written permission unless otherwise permitted or
required by law. If you provide us with permission to use or disclose Medical Information about
you, you may revoke that permission in writing at any time. If you revoke your permission, we
will no longer use or disclose Medical Information about you for the reasons covered by your
written permission. Please understand that we are unable to take back any disclosures already
made with your permission and that we are required to retain the records of the care provided to
you.

Your Rights Regarding Your Medical Information

You have the following rights regarding the Medical Information we maintain about you, and
these rights may be exercised only by written communication to us, and any revocation or other
modification of consent must be in writing delivered to us:

Right to Inspect and Copy. You have the right to see and obtain a copy of your Medical
Information. This includes medical and billing records, and in any other practice records used by
us to make decisions about you, but does not include: psychotherapy notes; information
compiled in a reasonable anticipation of, or use for in, a civil, criminal, or administrative action
or proceeding; Medical Information involving laboratory tests when your access is required by
law; if you are a prison inmate and obtaining such information would jeopardize your health,
safety, security, custody, or rehabilitation or that of other inmates, or the safety of any officer,
employee, or other person at the correctional institution or person responsible for transporting
you; your Medical Information is contained in records kept by a federal agency or contractor
when your access is required by law; if the Medical Information was obtained from someone
other than us under a promise of confidentiality and the access requested would be reasonably
likely to reveal the source of information. To see and/or obtain copies of this information, you
must submit your request in writing. The Authorization for Release of Patient Health
Information form is available at our office and our web site.

If you request a copy of your Medical Information, we may charge you a reasonable fee for the
costs of copying and mailing or for other expenses associated with complying with your request.
We may deny your request to see and/or obtain your Medical Information in very limited
circumstances, such as: a licensed health care professional has determined, in the exercise of



professional judgment, that the access requested is reasonably likely to endanger your life or
physical safety or that of another person; the Medical Information makes reference to another
person, unless such other person is a health care provider, and a licensed health care professional
has determined, in the exercise of professional judgment, that the access requested in reasonably
likely to cause substantial harm to such other person; the request for access is made by the
individual’s personal representative and a licensed health care professional has determined, in
the exercise of professional judgment, that the provision of access to such personal representative
is reasonably likely to cause substantial harm to you or another person. If you are denied access
to your Medical Information for any of the reasons described above, you have the right to have
our denial reviewed in accordance with requirements of applicable law.

Right to Amend. If you feel that the Medical Information we have on record is inaccurate or
incomplete, you have the right to request an amendment as long as the information is kept by or
for Total Care Physicians, Ltd. If the information is kept by another hospital or health care
provider, we cannot act on your request and you must contact them directly. Your request for
amendment must be in writing and must state the reasons for the request. We may deny your
request for an amendment if it is not in writing or does not include a reason to support the
request. We are not obligated to make all requested amendments, but will give each request
careful consideration. If your request is denied, you have the right to send a letter of objection
that will then be attached to your permanent medical record. Please note that even if we accept
your request, any agreed upon correction will be included as an addition to, and not a
replacement of, already existing records.

Right to Accounting Disclosures. You have the right to ask us for an “accounting of
disclosures.” This is a listing of those individuals or entities that have received your Medical
Information from Total Care Physicians, Ltd.

The listing will not cover Medical Information that was given to you or your personal
representative or to others with your permission. In addition, it will not cover Medical
Information that was given in order to:

e Provide or arrange care for you;
e Facilitate payment for your health care services; and/or
e Assist Total Care Physicians, Ltd. in its operations.

Your request for an accounting of disclosures must be made in writing. The list will include only
the disclosures made for the time period indicated in your request, but may not exceed a six-year
period. The first list you request within a 12-month period will be free. For additional lists, we
may charge you for the reasonable costs associated with providing the list. We will notify you of
costs involved. You may choose to withdraw or modify your request at any time before costs are
incurred.

Right to Request Restrictions. You have the right to request us to restrict or limit the Medical
Information we use or disclose about you for treatment, payment and health care operations. In
addition, if you pay for a particular service in full, out-of-pocket, on the date of service, you may
request us not to disclose any related Medical Information to your health plan. Unless required



by law, we are not required to agree to all requests. If we do agree, we will comply unless the
information is needed to provide emergency treatment.

Right to Request Confidential Communications. You have the right to ask us to communicate
with you about medical matters in a certain way or at a certain location. For example, you may
ask we contact you only by sending materials to a P.O. Box instead of your home address. We
will not ask the reason for the request and we will accommodate all reasonable requests. Your
request must specify how or where you wish to be contacted.

Right to a Paper Copy of this Notice. Upon your request, you may at any time obtain a paper
copy of this Notice. To do so, please contact our office or you may also access a copy of this
Notice on our web site at www.totalcarechicago.com.

Changes to this Notice

We reserve the right to change our privacy practices, policies and procedures, and Notice of
Privacy Practices. We also reserve the right to make the revised privacy policies, procedures, and
Notice effective for Medical Information we already have about you as well as any information
we receive in the future. We will post a new copy of the current Notice in Total Care Physicians,
Ltd. facilities and this Notice will contain the new effective date on the first page. In addition,
each time you register at Total Care Physicians, Ltd., a copy of the current Notice will be
available upon request.

Right to File a Complaint

If you have any questions or would like to report a privacy concern, please contact Total
Care Physicians, Ltd.

If you believe Total Care Physicians, Ltd. has violated your privacy rights, you may file a
complaint with Total Care Physicians, Ltd. or with the United States Department of Health
and Human Services Office for Civil Rights (“OCR”). We will not take action against you
for filing a complaint with us or with the OCR. All complaints must be submitted in
writing
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ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES

| have received and been offered a copy of Total Care Physicians Health Care Notice of Privacy Practices.

Signature of the patient Date of Signature
Patient’s Printed Name Date of Birth of the patient
Signature of Parent/Legal Guardian/Legal Date of Signature

Representative

Parent/Legal Guardian/Legal Relationship to Patient
Representative Printed Name

If Total Care Physicians was unable to attain patient acknowledgement of the Notice of Privacy Practices,
please explain the refusal to acknowledge the Notice of Privacy Practices in the section provided below.

Employee signature

Date
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Patient Rights and Responsibilities
Effective August 1, 2013

Patient Rights

It is our belief that you, at Total Care Physician, have the right to:

- the best possible medical care, without regard to race, religion, sex, national origin, disability or method of payment for your care

- kind and respectful treatment by all personal

- accept or refuse treatment

- ask questions of your doctor and other appropriate members of the health care team and to receive answers concerning your illness,
condition, treatment and plans for your care.

- discuss with members of the medical staff any treatment, procedure or operation planned for you so that you understand the purpose,
probable results and/or alternatives, and risks involved before giving or refusing permission for this care.

- know the names and responsibilities of the staff that provide your care.

- be told about any research procedures or treatment that may be considered in your care, to discuss this research with the authorized
individual, and to refuse the procedure should you so desire.

- be examined and treated with care for your privacy and to have your privacy respected by all employees.

- have all records and communications pertaining to your care kept confidential and in accordance to Health Insurance and Portability
and Accountability Act.

- anticipate that our staff will make a reasonable response, within their capability, to your request for service and you will be provided
with information on how to obtain additional care/services if needed.

- examine and receive an explanation of your bill for services upon request.

- have you or your surrogate participate in the consideration of ethical issues that arise in the provision of your care. A request may be
made to any staff person or physician by the patient or a family member to access support with ethical issues. Your advanced directive
or living will will be honored following assessment at a higher level of care.

- have your complaints of pain evaluated

Patient Responsibilities

We ask that you assume full responsibility for:

-providing complete information regarding health problems that you have had and any medications you may be taking

-carefully follow the directions of the health care team, and accepting consequences when these directions are not followed.

-asking any questions that you have and expressing any complaints that may arise to your care provider.

-acting with consideration and respect to all staff members

-providing your primary physician with medical documentation from your visit, when requested

-reimbursing the organization for all services rendered. Please remember, regardless of the type of insurance you have,
payment of your bill is your responsibility, including any co-pays, co-insurance, or deductibles.

-reviewing, understanding, and consenting to the policies and regulations provided to you by Total Care Physicians.

I certify that | have been informed my rights and responsibilities as a patient. 1 have reviewed and
consented to abide by the policies provided by Total Care Physicians.

Patient Date

Signature (or parent/legal guardian, personal representative



TOTAL CARE PHYSICANS

Policies
Effective August 1, 2013
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Scheduling appointments
The scheduling of appointments should be done during office hours. Appointments will be made to accommodate
your schedule as best as possible, but same day appointments are not guaranteed.

Appointments

We value your time and ask that you value the time of people scheduled after you. Every attempt will be made to
see you on time. In order for that to occur, we ask that you arrive for your appointment at least 10 minutes before
your scheduled time.

***Late Policy***

If you are late for your appointment, in fairness to others, we will make every attempt to accommodate you by
offering you to either wait for a next available opening or reschedule your appointment. If possible, contact the
office to notify us if you will be late. Arriving late is defined as arriving 15 minutes after your appointment time.
Five (5) late arrivals to the appointment within one calendar year will lead to dismissal from the practice. A

notification warning will be sent after the fourth late show.

***Missed appointment***

Failure to fulfill office appointments will be recorded in the patient’s chart. We require at least 24 hours’ notice for
a cancellation of an appointment and an opportunity to reschedule. This policy makes it possible for us to see
other patients who might not otherwise be treated. There is a $20.00 charge for appointments canceled without

at least 4 hours notice to appointment time. Five (5) missed appointments without calling to cancel within one

calendar year, will lead to a dismissal from the practice. A notification warning letter will be sent after the third

missed appointment.

After hours answering service

After office hours, one of our physicians is available. They can be reached by calling 312-225-5785 and leaving a
message with your name, call back number, and brief message. The physician will call back within 30 minutes.
After hours calls are for urgent matters that cannot wait for the next business day. For life threatening

emergencies or situations that cannot wait 30 minutes, please call 9-1-1 or proceed to the nearest emergency
room. The on call system is not for making appointments or for medication refills.

Hospitalizations

Total Care Physicians has social visit privileges to Mercy Hospital and Medical Center. All patients admitted to
Mercy Hospital will be admitted under the hospitalist service who will manage their care. The hospitalist service
will contact us for updates only. If a patient is admitted to a hospital outside Mercy Hospital, please bring all
discharge papers to our office during the follow up visit.

Completion of medical forms
Appointments need to be scheduled for all forms to be completed by the physicians. Such forms may include
disability papers, request of time off work, WIC forms, school physical forms, etc.



Release of Medical Records

Prior authorization from the patient is required before any copies are released. Medical Record releases will be
completed within ten business days. As a courtesy, records will be released to any physician upon your written
request and authorization.

If a patient request their medical records for their own file, the following charges will be required:
Pages 1-25: $0.92/pg

Pages 26-45: 50.61/pg

Handling fee: $24

Health Insurance Portability and Accountability Act (HIPPA)
Total Care Physicians comply with HIPAA, the federal health safety act. All patients must sign a Notice of Privacy

form to be treated. Please read and have a copy of our privacy policy.

Treatment of Minors

Patients under the age of 18 must have a parent/legal guardian consent in order to be seen by a physician.
Without parental consent, the child’s appointment must be rescheduled. Exceptions to this are emancipated
minors which include those who are:

-married

-pregnant

-seeking birth control, screening for sexually transmitted disease, or sexually assaulted

-seeking treatment for mental health disorders, such as depression

- legally emancipated

- making decisions for their children

- in the military

- it’s an emergency situation

- requesting treatment for substance abuse

Forms
To minimize delays and wait times for all patients, we have standard patient information and medical history forms
posted below. Please print them, fill them out and bring them with you to your first scheduled appointment.

Refills of medications or new medications

The best medical care occurs when you are seen regularly. If you have not been seen for a while for an ongoing
issue, or you are requesting a prescription for a new problem, we may recommend an office visit in order to
reduce the possibility of medication errors. We cannot effectively treat certain problems over the phone and may

recommend an office visit. This policy is meant to ensure the health and safety of our patients. Our physicians will

write your prescription with enough refills to last until your next visit. If for some reason you are in need of a refill,
please call your pharmacy to initiate the refill authorization and allow a turnaround time of two business days.

Lab and Test results

To ensure a clear understanding of your results it is best to have your lab and test results reviewed at the time of
an appointment. If an appointment has not been scheduled to discuss your results, you will receive notification by
preferred method of email, phone, or postal mail within 7-10 days.



Qualifications for home visits
Total Care Physicians offers an opportunity to have a physician make a home visit for a patient Please contact the
office to set up an appointment at the home. Qualifications to receive this service include:

-Patient needs to designate Total Care Physicians as their primary care physicians.
-Patients who are physically challenged to visit the doctor's office

-Patients with frequent hospitalization or acute care visits

-Patients who missed appointments due to difficulty getting to the office
-Patients who are blind

-Patients who are bed bound

-Patients who are nursing home qualified but wish to remain at home

-Patients with psychiatric illnesses who are home bound

Referrals

Some insurance companies require you to have referrals from the primary care physician and prior authorization
to see specialists or receive certain tests or studies. You will be required to schedule an appointment with us so we
can evaluate and assess your needs and facilitate the referral process. In general, referrals can only be done prior
to seeing a specialist. For authorization through some insurance companies, we will require at least three business

days to obtain a referral. This is important because if not done, you may be financially responsible for the service.

***|nsurance***

Before your first office visit, it is important to verify your insurance coverage. If you changed insurance since your
last visit, please call your insurance provider to confirm that the Total Care Physician Practice or provider is
accepted under your insurance.

If your insurance company requires you to pick a Primary Care Physician (PCP), one of the Total Care Physicians
must be the PCP listed on your insurance card.

Total Care Physicians is here to assist you; however, your health insurance contract is between you and your
insurance company. Any questions or complaints regarding your coverage should be directed to your insurance
carrier.

Each time you arrive for your appointment, you will be asked to present your insurance card and verify your
address and all phone numbers. While this may seem like an inconvenience, we have found that often the
insurance companies make slight changes to coverage that are important for us to know. Please be prepared to
present this information when checking in for your appointment.

Wellness visits
If scheduled for a routine physical and new illness or medical issue is brought to the attention of the physician,
both the visit and acute care services will be billed as rendered.

***payments***

Please be aware that co-payments are collected prior to your office visit and are expected at the time of service.
For your convenience, we accept MasterCard and Visa and cash. Please bring your insurance card to every
appointment and make us aware of any changes in your insurance coverage or personal information such as
address or phone numbers. If an established patient does not have insurance, payment is expected at the time of
service. Even if you have insurance you are still responsible for any unpaid balances.



If Total Care Physicians is a participating provider for your insurance company, the office visit charge will be billed
to the insurance company. You must pay your co-pay and/or deductible amounts when you check in for your
appointment. Please contact your insurance and be aware of your out-of-pocket costs, such as co-pays, co-
insurance, or deductibles.

Total Care Physicians are contracted with most insurance plans. However, if we do not carry your plan, payment is
necessary at the time of service. If you do not have an up-to-date insurance card, you may choose to reschedule
your appointment, or see the physicians and possibly be responsible for paying any non-covered charges. You will
have to file with your insurance company for reimbursement of payment to our office.

In the event of an emergency procedure or treatment during your office visit, you must pay any co-insurance
before you leave the clinic.

Please be aware that some services might not be covered by your particular insurance plan. Some, or even all, of
the services you receive may be non-covered or considered unnecessary by the insurer. It is very important to
verify your coverage — non-covered services must be paid for in full at the time of the service. This may apply to
certain lab and other services, such as cosmetic procedures, for most carriers.

All accounts with a balance more than 60 days overdue will be assessed a service charge of $5.00 per month for
each month payment is not received. Partial payments are not accepted unless otherwise negotiated with the
Total Care Physicians billing office. Unpaid balances 90 days overdue will be referred to our collection agency,

Choice Recovery.

If you have questions or concerns about your statement, or need to set up past due balance payment
arrangements, please feel free to contact our billing office at 312-225-5785 or email at
billing@totalcarechicago.com
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Total Care Physicians
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Physicians

Patient Name:

Phone Number: DOB:
Address:

AUTHORIZATION FOR RELEASE OF PATIENT HEALTH INFORMATION
| hereby authorize that the protected health information regarding above-named person be forwarded:

TO: O Dr. Gina Ciaccia O Dr. Matthew Frazier O Dr. Laura Niiro
Total Care Physicians
3259 South Wells
Chicago, IL 60657
312-225-5785 / FAX: 312-225-6103

FROM: Person/Institution
Address
City, State, Zip
Phone

Purpose or need for information:

Records for the period (dates) from to

Disclosure will include (check all that apply)
o Face Sheet 0 History & Physical O Laboratory report O Progress/Physician Notes

0 Nurse Notes 0 Operative Report o X-ray / Radiology report o Pathology report

o Emergency report 0 EKG/EMG/EEG report o Consultation report o0 Complete Vaccination Record

I must check one or more of the following types of health information that | do not want release to the above named Recipient. |
understand that if | do not check any of the three (3) following boxes, the health information release to the named Recipient may
include any of the following:

______ Diagnosis, Evaluation and/or treatment for alcohol and/or drug abuse

__ Records of HTLV-lIl or HIV testing (AIDS test) result, diagnosis and/or treatment

______ Psychiatric, psychological records or evaluation and/or treatment for mental, physical and/or emotional illness including
narrative summary, tests, social work assessment, medication, psychiatric examination, progress notes, consultations, treatment
plans, and/or evaluation.

I also understand that this Authorization is subject to revocation/withdrawal by me at any time in writing to the medical record
contact person at this site of care except to the extent that action has already been taken to release this information. This

Authorization shall remain valid unless revoked but will expire in 1 year after signing. | have a right to inspect a copy of the
health information to be released and if | do not sign this Authorization, the institution named above will not release my health
information. The above named person/institution will not refuse to treat me based on whether | agree to allow my health
information to be used and disclosed to others.

Signature of Patient / Legal Guardian / Personal Representative Date

Relationship to Patient



