PATIENT INFORMATION
~mememmame~ PLEASE FILL OUT ALL LINES ~~r~r~ e

LAST NAME: _ FIRST NAME:

MALE  FEMALE BIRTHDATE: _

HOME PHONE #: Can we leave a message? YES NO
CELL PHONE #: __ Can we leave a message? YES NO
ADDRESS: CITY: VAL

EMAIL:

SOCIAL SECURITY #:

ETHNICITY: RACE:

PRIMARY LANGUAGE SPOKEN:

EMERGENCY CONTACT NAME:
RELATIONSHIP:
EMERGENCY CONTACT PHONE#:

I HERBY GIVE CONSENT TO RELEASE MY MEDICAL INFORMATION TO
THE FOLLOWING (L.E; LABS, MEDICATION LIST, MED HISTORY, ETC)

FULL NAME: RELATIONSHIP:
FULL NAME: RELATIONSHIP:
FULL NAME: RELATIONSHIP:

[ hercby authorize Wentian (Wilson) Huang, MD (o release any and all medical (including dental) information to the
above —named insurance carner (or to a designated attorney) for purposes of claims administration and evaluation,
utilization review and financial audit. This authorization remains valid and effective from the date of signing until
revoked in writing. T understand that 1 may request a copy of this authorization. I have read this authorization and
understand it. I hereby assign to Wentian (Wilson) Huang, MD all money to which T am entitled for medical and/or
surgical expense relative Lo the services rendered by him/her, but not to exceed my indebtedness to said physician
and/or surgeon. It is understood that any money received from the above named insurance company, over and above
my indebtedness will be refunded to me when my account is paid in full. 1 understand I am financially responsible to
sutd doctor(s) for charges not covered by this assignment, [ further agree m the event of non-payment, to bear the cost
ol collection, and/or court cost and reasonable legal fees should this be required. By signing below you will also opt to
receive reminders through email, text or phone call.

PATIENTS SIGNATURE DATE

PARENT OR LEGAL GUARDIAN SIGNATURE RELATIONSHIP TO PATIENT

*Would you like to receive advertisement when any new vaccines or products are?
available Yes/No
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Cancellation Policy/No Show Policy for Doctor Appointments

Our goal is to provide quality medical care in a timely manner. In order to do so we have had to
implement an appointment/cancellation policy. The policy enables us to do better utilize available
appointments for our patients in need of medical care.

1. Cancellation/No Show Policy for Doctor Appointment-We understand that there are times
when you must miss an appointment due to emergencies or obligations for work or family. However,
when you do not call to cancel an appointment, you may be preventing another patient from getting
much needed treatment. Conversely, the situation may arise where another patient fails to cancel and
we are unable to schedule you for a visit, due to a seemingly "full" appointment book. A "no show" is
someone who misses an appointment without canceling it within a 24-hour working day in advance. No-
shows inconvenience those individuals who need access to medical care in a timely manner. How To
Cancel Your Appointment If it is necessary to cancel your scheduled appointment, we require that you
call one working day in advance. Appointments are high in demand, and your early cancellation will give
another person the possibility to have access to timely medical care. To cancel an appointment, please
call our (972)-530-5550.

2. Scheduled Appointments-We understand that delays can happen, however, we must try to keep
the other patients and doctors on time. If you are running late, please notify the office. If a patient is 15
minutes past their scheduled time, we may have to reschedule your appointment. The following are -
charges for services in the office:

No Show Fee- $25
Returned Check Fee- 525

PRINT PATIENT NAME:

SIGNATURE/PARENT/GUARDIAN:

DATE:




WENTIAN (WILSON) HUANG, MD, PhD., P.C.

Diplomate, American Board of Internal Medicine

3475 Collins Bivd Phone 972-530-5550
Garland, TX 75044 Fax 972-530-3632

Nurse Practitioner/Physician Assistant Consent to Treatment

Dr Huang’s staff has staff Nurse Practitioners and Physician Assistant in the delivery
of primary medical care,

A Nurse Practitioner is not a doctor. A Nurse Practitioner (NP) is registered nurse
who has completed specific advanced nursing education (generally a master’s degree
or doctoral degree) and training and can diagnose, treat, and monitor common acute
and chronic diseases, as well as provide health maintenance care. In addition, the NP
may treat minor lacerations and other major injuries.

A Physicians Assistant is not a doctor. A Physicians Assistant (PA) is a healthcare
professional trained and licenser to a practice medicine with limited supervision of a
physician. A physician. A Physician’s Assistant is concerned with preventing,
maintaining, and treating human illness and injury providing a broad range of health
care services that are traditionally performed by a physician. Physician assistants
conduct physical exams, diagnoses and treat illnesses, order and interpret tests,
counsel on preventative health care, and write prescriptions. In addition, the PA may
treat minor lacerations and other minor injuries, as well as perform surgical
procedures.

[ have read the above, and hereby consent to the services of Nurse Practitioner or
Physician Assistant for my health care needs.

I understand that at any time I can refuse to see the Nurse Practitioner or Physicians
Assistant and request to see a physician.

Patients Name Date of Birth

Patient/Guardian Signature Date



NOTICE OF PRIVACY PRACTICES

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.

This practice uses and discloses health information about you for treatment. (o obtain payment for
treatment. for administrative purposcs. and to evaluate the quality of care (hat you receive. This notice
describes our privacy practices. You can request a copy of this notice at any time, For more information
about this notice or our privacy practices and policies, please contact the person listed below,
Treatment, Payment, Health Care Operations Treatment:

We are permitted to use and disclose your medical information to those involved in your treatment. For
example. your care may require the involvement of another specialist. When we refer you to a specialist,
we will share some or all of your medical information with that physician to facilitate the delivery of care
Payment:

We arc permitted to use and disclose your medical information to bill and collect payment for the services
provided to you. For example. we may complete a claim form to obtain payment from your insurcr or
HMO. The form will contain medical information. such as a description of the medical service provided to
you. that your insurer or HMO nceds to approve payment (o us.

Health Care Operations:

We are permilted to use or disclose your medical information for the purposes of health care operations.
Healthcare operations include quality assessmeni and improvement activities, reviewing the competence or
qualifications of healthcare professionals, evaluating practitioner and provider performance. conducting
training programs. and licensing or credentialing activities.

Disclosures That Can Be Made Without Your Authorization:

There are situations in which we are permitted by law to disclose or use your medical information without
your wntten authorization or an opportunity to object. In other situations we will ask for your written _
authorization before using or disclosing any identifiable health information about you. If vou choose o si en
an authorization to disclosc information, you can later revoke that authorization. in writing. 1o stop future
uses and disclosures. However. any revocation will not apply to disclosures or uses already made or taken
in reliance on that authorization.

Public Health, Abuse or Neglect, and Health Oversight:

We may disclose your medical information for public health activities. Public health aclivities are
mandated by federal. state, or local government for the collection of information about disease. vital
statistics (like births and death), or injury by a public health authority. We may disclose medical
mformation. il authorized by law. to a person who may have been exposed to a discasc or may be at risk for
contracting or spreading a disease or condition. We may disclose your medical information (o report
reactions (o medications. problems with products. or to notify people of recalls of products they may be
using. We may also disclose medical information to a public agency authorized 1o receive reports of child
abuse or neglect. Texas law requires physicians to report child abuse or neglect. Regulations also pennit the
disclosurc of information to report abuse or neglect of elders or the disabled. We may disclose your
medical information (o a health oversight agency for those activitics authorized by law. Examples of these
activities are audits, investigations. licensure applications and inspections which are all government
activities undertaken to monitor the health care delivery system and compliance with other laws. such as
civil rights laws.

Legal Proceedings and Law Enforcement:

We may disclose your medical information in the course of judicial or administrative proceedings in
response to an order of the court (or the administrative decision-maker) or other appropriatc legal process.
Certain requirements must be met before the information is disclosed. If asked by a law enforcement
official. we may disclosc your medical information under limited circumstances provided that the
information;

* Is released pursuant to legal process. such as a warrant or subpoena:
+ Pertains to a victim of crime and vou are incapacitated:

* Pertains to a person who has died under circumsiances that may be related to criminal conduct,



- Is about a victim of crime and we are unable (o obtain the person’s agreement;
- 1s released because of a crime that has occurred on these premises; or

* Is released to locate a fugitive, missing person, or suspect.
We may also release information if we believe the disclosure is necessary to prevent or lessen an imminent
threat to the health or safety of a person.
Workers’ Compensation:
We may disclose your medical information as required by the Texas workers’ compensation law.
Inmates:
If you arc an inmate or under the custody of law enforcement, we may release your medical information to
the correctional institution or law enforcement official. This release is permitted to allow the institution to
provide you with medical care. to protect your health or the health and safety of others. or for the safety and
security of the institution.
Military, National Security and Intelligence Activities, Protection of the President:
We may disclosc your medical information [or specialized governmental functions such as separation or
discharge from military service, requests as necessary by appropriate military command officers (if you are
in the military). authorized national security and intelligence activities, as well as authorized activities for
the provision of protective services for the President of the United States, other authorized government
officials. or loreign heads of state.
Research, Organ Donation, Coroners, Medical Examiners, and Funeral Directors:
When a research project and its privacy protections have been approved by an Institutional Review Board
or privacy board. we may relcasc medical information to researchers for research purposes. We may release
medical information to organ procurement organizations for the purpose of facilitating organ, ¢ye. or tissuc
donation if yon are a donor. Also, we may release yvour medical information to a coroner or medical
examincer to identify a deccased or a cause of death. Further, we may release your medical information to a
[uneral director where such a disclosure is necessary for the director to carry out his duties.
Required by Law:
We may release your medical information where the disclosure is required by law
Your Rights Under Federal Privacy Regulations:
The United States Department of Health and Human Services created regulations intended o protect
patient privacy as required by the Health Insurance Portability and Accountability Act (HIPAA). Those
regulations create several privileges that paticnts may exercise. We will not retaliate against a patient that
exercises their HIPAA rights.

Requested Restrictions:
You may request that we restrict or limit how your protected health information is used or disclosed for
treatment, payment. or healthcare operations. We do NOT have to agree to this restriction, but if we do
agree. we will comply with your request except under emergency circumstances. To request a restriction.
submit the following in writing: (a) The information 10 be restricted. (b) what kind of restriction you are
requesting (i.c. on the use of information. disclosure of information or both), and (¢) to whom the limits
apply. Pleasc send the request to the address and person listed below. You may also request that we limit
disclosurc to family members. other relatives, or close personal friends that may or may not be involved in
vOur care.
Receiving Confidential Communications by Alternative Means:
We may telephone you and leave a message about upcoming appointments, billing matters, or negative
laboratory reports. You must advise the person listed below specifically if vou do not want telephone
messages of the above nature left for any particular reason. You may request that we send communications
of protected health information by alternative means or to an alternative location. Such requests must be
made in writing to the person listed below. We are required to accommodate only reasonable requests.
Please specify in your correspondence exactly how you want us to communicate with vou and, if you are
dirccling us to send il to a particular place, the contaci/address infonmation.
Inspection and Copies of Protected Health Information:
You may inspect and/or copy health information that is within the designated record set, which is
information that is used to make decisions about your care. Texas law requires that requests for copics be



made in writing and we ask that requests for inspection of your health information also be made in writing.
Plcase send your request to the person listed below:.
We can refuse to provide some of the information you ask to inspect or ask (o be copied if the infonmation:

* Includes psychotherapy noles.

- Includes the identity of a person who provided mformation if it was obtained under a promise of
confidentiality.
* Is subject to the Clinical Laboratory Improvements Amendments of 198%.

* Has been compiled in anticipation of litigation.
We can refuse to provide access to or copies of some information for other reasons. provided that we
provide a review of our decision on vour request. Another licensed health care provider who was not
involved in the prior decision to deny access will make any such review. Texas law requires that we arc
ready 1o provide copies or a narrative within 15 days of your request. We will inform you of when the
records are ready or if we believe access should be limited. If we deny access, we will inform you in
writing,
HIPAA permits us (o charge a reasonable cost based fee.
Amendment of Medical Information:
You may request an amendment of your medical information in the desi gnated record set. Any such request
must be made in writing to the person listed below. We will respond within 60 days of vour request. We
may refuse to allow an amendment if the information:

- Wasn't created by this practice or the physicians here in this practice.
- Is not part of the Designated Record Set.
* Is not available for inspection because of an appropriate denial.

- Il the information is accurate and complete.
Evenif we refuse to allow an amendment you arc permitied to include a patient statement about the
mformation at issuc in your medical record. If we refuse to allow an amendment we will inform you in
writing. If we approve the amendment. we will inform you in wriling, allow the amendment to be made and
tell others that we know have the incorrect information.
Accounting of Certain Disclosures:
The HIPAA privacy regulations permit you to request, and us to provide, an accounting of disclosures that
are other than for treatment. payment, health carc operations, or made via an authorization signed by you or
vour representative, Please submit any request for an accounting to the person listed below. Your first
accounting of disclosures (within a 12 month period) will be free. For additional requests within that perod
we are permitied to charge for the cost of providing the list. If there is a charge we will notify you and you
may choose to withdraw or modify your request before any costs are incurred.

Sign-in Sheets and Announcing of Patients in Waiting Area:

We provide a sign-in sheet for patients who have arrived at the office for their appointments. The signing-
in provides a tool for the receptionists to confirm the presence of a scheduled individual as well as to
provide a reference for future use. The sign-in sheet does not refer (o any health information that could be
associated with the patient.
A member of the clinical staff may enter the waiting room and call a patient by name when it is her time to
scc a provider. No information except the patient’s name shall be used in the waiting area.
Appointment Reminders, Treatment Alternatives, and Other Health-Related
Benefits:

We may contact you by telephone, mail, or both, to provide appointment reminders, information about
treatment altermatives, or other healih related benefits and services that may be of inlerest to you.
Complaints:

Il vou arc concerned that your privacy rights have been violated. you may contacl the person listed below.
You may also send a writien complaint to the United States Department of Health and Human Services. We
will not retaliate against you for filing a complaint with the government or us. The contact information for
the United States Department of Health and Human Services is:

U.S. Department of Health and Human Services



HIPAA Complaint

7500 Securily Blvd.. C5-24-04

Baltimore. MD 21244

Our Promise to You:

We are required by law and regulation to protect the privacy of your medical information. to provide you
with this notice of our privacy practices

with respect to protected health information, and to abide by the terms of the notice of privacy practices in
effect.

Questions and Contact Person for Requests:

If you have any questions or want to make a request pursuant to the rights described above. plcase contact:
Wentian Huang M.D.. PhD.. P.C.

3475 Collins Blvd

Garland TX 75044

Ph: (972)-330-3550

Fax: (972)330-3632

Tlus notice is effective on the following date:

We may change our policics and this notice at any time and have those revised policies apply to all the
protected health information we maintain. If or when we change our notice. we will post the new notice in
the office where it can be seen.

Acknowledgment of Review of

Notice of Privacy Practices:

I'have had an opportunity to review this office’s Notice of Privacy Practices. which explains how my
medical information will be used and disclosed. | understand that [ am entitled to receive a copy of this
document.

Signature of Patient or Personal Representative

Date

Name of Patient or Personal Representative

Description of Personal Representative’s Authority



FINANCIAL RESPONSIBILITY AGREEMENT

Patient Name: DOB:

I understand and agree that I will be financially responsible for any and all charges
for services rendered or not paid by my insurance. This includes any medical
service or visit, preventative exam/physical, lab or diagnostic testing, and any other
sereening service ordered by the physician or the physician’s staff. INITIAL

I understand and agree that it is my responsibility and not the responsibility of the
physician or staff to know if my insurance will pay for such medical service(s),
preventative exam/physical, lab or diagnostic testing, or any other screening service
ordered by the physician or the physician’s staff, INITIAL

I understand and agree that it is my responsibility to know if my insurance has any
Deductible, Co-Payment, Co-Insurance, OQut-of-Network, Usual and Customary
Limit or any other type of benefit limitation for the services I receive and I agree to
make full payment. INITIAL

I understand and agree that it is my responsibility to know if the physician that I am
seeing is a contracted in-network provider recognized by my insurance company or
plan. If the physician 1 am seeing is not, it may result in claims being denied or
higher out of pocket expense to me and I understand this and agree to be financially
responsible and make full payment. INITIAL

[ hereby authorize payment of medical benefits directly to Wentian Huang M.D.,
PhD., P.C. for services rendered. Authorization is hereby granted to release
information contained in my medical record to my insurance company or its
employees/agents as may be necessary to process and complete my medical
insurance claim(s). I further understand should my account become delinquent, 1
shall pay the reasonable attorney fees or collection expenses, if any. The duration of
this authorization is indefinite and continues until revoked in writing. A photocopy
of this statement is to be considered as valid as the original.

INITIAL

Signature:
Date:
Print Responsible Party
Name:




