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INSURANCEAUTHORIZATIONANDASSIGNMENT

| authorize Cy-Fair Medical Partners/IMPEL to release to my insurance carrier and/or their agents any information necessary to determine benefits payable for
related services. | authorize the payment of medical benefits to Cy-Fair Medical Partners/IMPEL. | understand that | am ultimately responsible for all services
whether covered by insurance or not. | also authorize my physician, based on his/her discretion, to access my chart for utilization management review.

DATE: SIGNATURE
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NEW / WELL PEDIATRIC PATIENT 1 YEAR through 4 YEARS

Cy-Fair Medical Partners

Please tell us the REASON FOR TODAY'S

Please list CURRENT MEDICATIONS:

Name:

Date of Birth:

Sex: Male

Today’s Date:

Female

VISIT:

Name of Medication

Dosage (ie, milligrams)

How taken (ie, 1 tablet daily)

Please list any ALLERGIES to medications/foods:

Allergy

Type of Reaction (ie, rash, nausea)

Are IMMUNIZATIONS up to date? Yes

INTERVAL HISTORY:

No

Nutritional Detail

Liquids:
Is child breast or bottle fed?
If breast, how often?
If bottle, how often?

Breast
oz/feeding
oz/feeding Type of formula:

Bottle

Solids:

Does your child drink Milk
Juice
Water

Child's diet is best described as:

adequate varied diet

oz/serving
oz/serving
___ozlserving

excess junk food

Elimination Habits — Bladder:

Elimination Habits — Bowel:

Any concerns about child’s bladder or kidney health? _ Yes __ No Any concerns about child’s bowel habits? _ Yes __ No
Number of wet diapers per day/ urinates: ___ times/day Number of bowel movements (BM's):  __times/day
Urine color Stool color
Urine stream Stool Consistency
Is child toilet trained (bladder)? — Yes  No Is child toilet trained (bowel)? — Yes  No
DEVELOPMENTAL HISTORY
Please complete most current age-appropriate section for you child:
12 Months Yes | No 15 Months Yes | No 18 Months Yes | No 2 Years Yes | No
Cruises Climbs furniture 8 or more words 2 word sentences
Fills and empties containers Dances Feeds self Acts worried if you're sad
Finds hidden object Jargon Follows simple directions Follows 2 part verbal command
Gets to sit Rides toys Knows 2 or more body parts Gets along with family
Holds cup and drinks Stands alone Imitates housework Helps dress self
Imitates words Stoops and recovers Names pictures Holds cup in one hand
Pincer grasp Throws ball Rides toys Jumps with both feet
Stands alone Uses cup only Runs Kicks a ball
Turns pages Uses spoon Uses spoon/fork Removes clothes
Verbal skills: 1-2 words Verbal skill: 4 words Walks backward Runs
Walks alone Walks up/down stairs Scribbles
Throws over hand
Walks stairs
For Nurse Use Only: Ht Wt Temp BP Pulse Resp




DEVELOPMENTAL HISTORY - Continued
Please complete most current age-appropriate section for you child:

3 Years Yes | No 4 Years Yes | No 5 Years Yes | No

3-5 word sentences 4-5 word sentences Counts 5 objects

Asks why? And what? Catches ball Counts to 10

Balances on one foot Cuts and pastes Draws people with 2-5 parts

Builds 10 block tower Draws people Follows directions

Copies circle and X Dresses and undresses Knows address/ phone numbers

Counts to 3 Enjoys jokes Knows on/off, and over/under

Dresses self Jumps/hops Plays cooperatively

Knows name/ age/ gender Names 4-5 colors Pretend plays

Pedals tricycle Pedals tricycle Prints name

Plays with other kids Plays well with others Rides bike w/ training wheels

Recognizes 3 colors Walks on tiptoe Skips

Toilet trained Speaks understandably

Walks stairs alternating feet Tells imaginary stories

Please provide your PAST MEDICAL HISTORY and SURGICAL HISTORY date/year if known:

Please provide your FAMILY HISTORY:
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ADD/ADHD Hemoglobinopathy

Allergies High cholesterol

Asthma High blood pressure

Birth defects Learning disability

Cancer, Type Mental retardation

Coronary artery disease (heart disease) Migraines

DDH (hip dysplasia) Obesity

Deafness Scoliosis

Depression Seizure disorder

Developmental delay SIDS

Diabetes Strabismus (crossed eyes)

Eczema Thyroid disease

Diabetes Other:

Genetic disorder

Please provide your SOCIAL HISTORY:
Primary Residence: Child Care: Sleep:
Who lives with your child? Who provides care for your child? # days/wk: Does child take naps? Yes No

___ Mother __ days/wk Does child sleep with parents? Yes No
___ Father ___ days/wk Does child sleep through the night? Yes No
Tobacco Exposure: ___ Grandparent ___ days/wk Does child get 8.5 hrs of sleep? Yes No
Are there smokers at home? Yes No ____ Other ___days/wk Does child have sleeping problems? Yes No
If yes, do they smoke outside only? Yes No ___ Day Care ___ days/wk
Safety:
Home Environment: Activity: Does child use bike/skate helmet? ~ Yes  No
What is the age of the home: Exercise/Sports: ____hrs/day Does child use seat beltinthe car?  Yes  No
Is water Chlorinated? Yes No TV/Computer Games: ___hrs/day Do you use a car seat? Yes No
Is water Fluoridated? Yes No If yes, is car seat facing: front  rear
Is there lead in the home? Yes No Do you use a booster seatincar?  Yes  No
Is there a carbon monoxide detector? Yes No

Education: Are smoke detectors in the home?  Yes  No
Does your child go to preschool? Yes No Are there firearms in the home? Yes No
Does child have any learning disabilities? Yes No Are there pets in the home? Yes No
Does child have any special needs? Yes No If yes, what kind?




Cy-Fair Medical Partners

CONSENT TO MEDICAL TREATMENT OF A MINOR

Date:

To Whom it May Concern:

| hereby give my permission for Dr. , to

examine and to treat my child

Name of Patient

IS years of age.

Patient

Parent or Guardian

Consent Minor 14581 (Rev. 6/08)



Cy-Fair Medical Partners
Consent for Treatment

By signing this consent, | am authorizing my physician and/or other individuals he or she
deems appropriate to perform and/or order exams, tests, procedures, and any other care
deemed necessary or advisable for the diagnosis and treatment of my medical condition.
This consent is valid for each visit | make to Cy-Fair Medical Partners unless revoked by
me orally or in writing.

Please be informed Texas law allows a patient to be tested for possible exposure
to the Human Immunodeficiency Virus (HIV), the virus associated with AIDS, in
the following situations: 1) to screen blood, blood products, organs or tissues to
determine suitability for donation; 2) if another individual is accidentally exposed
to a patient’s blood or body fluids, such as through a needlestick (any such test
shall be conducted pursuant to Cy-Fair Medical Partners’ infectious disease
protocol); or 3) if a medical or surgical procedure is to be performed which could
expose health care workers to the patient’s blood or body fluids. This disclosure
is to inform you that you may be tested, at the expense of Cy-Fair Medical
Partners. If any of these situations occur during your treatment period.

Patient’s Printed Name Date of Birth

Patient/Legal Representative Signature Date

Relationship to Patient

Witness Date

form.A-06.Consent.for.Treatment Rev. (04/08)



Cy-Fair Medical Partners

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS

PATIENT INFORMATION (Please Print):

Name Date of Birth

Social Security Number:

Address:

City: State: Zip Code

Phone:

RELEASE OF MEDICAL RECORDS FROM:

NAME:
TELEPHONE:
FAX NO:
SEND TO:
Cy-Fair Medical Partners

Attn:
15003 FM529, Suite A
Houston, TX 77095

Please send a copy of the following medical records only:

Lab Reports and Lab Results
Diagnostic Reports
Consultation Reports
Immunization Records

Last Clinic Visit Note

O oOoooaod

BY MY SIGNATURE | AUTHORIZE RELEASE OF MEDICAL RECORDS

Patient: Date




CY-FAIR MEDICAL PARTNERS
FINANCIAL POLICY

Thank you for choosing Cy-Fair Medical Partners as your health care provider. We are committed to providing excellent health care
services to you, our patient. As a part of our professional relationship, it is important that you have an understanding of our financial policy.

All patients must read and sign this form prior to receiving services.

% Itis your responsibility to provide us with your most current insurance information.

%
%

If you fail to provide accurate insurance information in a timely manner, your insurance company may deny the claim. If the claim
is denied, you will be financially responsible for services rendered.

We must emphasize that, as medical providers, our relationship is with you, the patient, and not your insurance company. Your
insurance is a contract between you, your insurance company and possibly your employer. It is your responsibility to know and
understand the level of services covered by your insurance company.

If you have Medicaid coverage of any kind, you must notify us prior to your visit. This is part of your agreement with Medicaid,
and failure to notify us of Medicaid coverage will result in full financial responsibility for services rendered.

We may accept assignment of insurance after verification of your coverage. Please be aware that some or perhaps all of the
services provided may not be covered in full by your insurance company. You are financially responsible for services

not covered by your insurance company.

Before receiving services, you must verify that we are participating providers for your insurance company. It is also necessary that
our primary care physician is listed as your primary care provider with your insurance company, if required by your contract with
your insurance company. In the event we are not participating providers or our physician is not listed as your primary care provider
with your insurance company, we will file the initial claim as a courtesy. Payment, however, is due in full at the time of service.
We charge what is usual and customary for our area. You are responsible for payment regardless of any insurance company’s
arbitrary determination of usual and customary rates.

Copayments, coinsurance and/or deductibles are due at the time of service. We will estimate the amount you owe based on
information we receive from your insurance company. However, you are responsible for paying the full amount determined by
your insurance company once they have paid your claim — regardless of our estimation.

It is your responsibility to provide us with your most current billing information.

You must provide your most current billing address, all available telephone numbers and any other important contact information.
If your address or contact information changes, it is your responsibility to contact us with the updated information.

We will send a statement (to the billing address you provide) notifying you of any balances you may owe. If you have any
questions or dispute the validity of this balance, it is your responsibility to contact our business office within 30-days after receipt
of the initial statement. You can call (817)514-5200 or 1-800-555-1429.

Payment in full is due upon receipt of the statement. Patient balances not paid in full within 30 days of the statement
issue date are deemed past due. Past due accounts may be subject to a $5.00 monthly late fee and may be referred to a
professional collection agency and/or attorney for further collection activity. You will be responsible to pay all collection
costs incurred, including attorney’s fees and court costs if applicable.

If you are not able to pay the balance due in full, you must contact our billing office to discuss a payment schedule. Any late fees
already incurred on past due balances will be included in any mutually agreed upon arrangements. If you fail to make payments as
agreed upon, your account may be referred to a professional collection agency and/or attorney. You will be responsible for all
collection costs incurred, including attorney’s fees and court costs if applicable.

If your account is assigned to a professional collection agency, you will be notified by certified mail that you will no longer be able
to receive services from any of the physicians at Cy-Fair Medical Partners. Failure to accept this certified letter (and/or to pick it up
at the post office) serves as notice of termination of services.

In the event you submit payment by check and the bank returns the check unpaid for any reason, we will add $25.00 to your
original balance. In addition, we may seek all additional legal remedies provided to us under Texas law.

We may charge you a “No Show” fee if you fail to cancel or reschedule your appointment at least 24 hours prior to your
appointment date.

Failure to keep your account balance current may require us to cancel or reschedule your
appointment.

Full payment is due at the time of service. We accept cash, checks and credit cards. | have read and understand this Financial Policy.

Signature of Responsible Party Date

Patient Name: Patient Date of Birth:

CFMP.Financial.Policy.doc EPM Medical Record Number:




Cy-Fair Medical Partners

Patient Name:

I Medical Record Number:

Acknowledgement of Receipt of Notice of Privacy Practices

I, , have received the Notice of Privacy Practices from
(patient name)

Cy-Fair Medical Partners (CFMP).

Patient Signature: Date:

In lieu of patient signature, I, , @ patient representative/ staff
(patient representative)

member of CFMP, state that has been given our current
(patient name)

Notice of Privacy Practices.

Patient Representative Signature: Date:

The following names are of people | would like to be involved in or have access to my protected health
information on a routine basis. | give permission for Cy-Fair Medical Partners to share my protected health
information with:

Name Relationship

Name Relationship

Name Relationship

If patient refuses to sign, please state the reason(s) below:



Cy-Fair Medical Partners
Notice of Privacy Practices

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

IF YOU HAVE ANY QUESTIONS ABOUT
THIS NOTICE PLEASE CONTACT OUR
PRIVACY OFFICER STEPHEN EPPSTEIN,
M.D. AT (817) 514-5200.

This Notice of Privacy Practices describes how
we may use and disclose your protected health
information to carry out your treatment, payment
for your health care, or health care (clinic)
operations and for other purposes that are
permitted or required by law. It also describes
your rights to access and control your protected
health information. “Protected health
information” is information about you that may
identify you and that relates to your past,
present, or future physical or mental health or
condition and related to health care services.

We are required to maintain the privacy of
protected health information and to abide by the
terms of this Notice of Privacy Practices. We
may change the terms of our notice at any time.
The new notice will be effective for all protected
health information that we maintain at that time.
Upon your request, we will provide you with any
revised Notice of Privacy Practices via our
website, www.MCNT.com, or by calling the
office and requesting that a revised copy be sent
to you in the mail or asking for one at the time of
your next appointment. An updated copy will
also be posted in your physician’s office.

1. Uses and Disclosures of Protected Health
Information

Your protected health information may be used
and disclosed by your physician, our office staff
and others outside of our office that are involved
in your care and treatment for the purpose of
providing health care services to you. Your
protected health information may also be used
and disclosed to pay your health care bills and to
support the operation of the physician’s practice.

Following are examples of the types of uses and
disclosures of your protected health care
information that the physician’s office is
permitted to make. These examples are not meant
to be exhaustive, but to describe the types of
u%(?_s and disclosures that may be made by our
office.

Treatment: We will use and disclose your
protected health information to provide,
coordinate, or manage your health care and any
related services. This includes the coordination
or management of your health care with a third
party that has already obtained your permission
to have access to your protected health
information. For example, we would disclose
your protected health information, as necessary,
to a home health agency that provides care to
you. We will also disclose protected health
information to other physicians who may be
treating you. For example, your protected health
information may be provided to a physician to
whom you have been referred to ensure that the
physician has the necessary information to
diagnose or treat you.

In addition, we may disclose your protected
health information from time-to-time to another
physician or health care provider (e.g., a
radiologist or pathologist) who, at the request of

your physician, becomes involved in your care
by providing assistance with your health care
diagnosis or treatment to your physician.

Payment: Your protected health information will
be used, as needed, to obtain payment for your
health care services. This may include certain
activities that your health insurance plan may
undertake before it approves or pays for the
health care services we recommend for you such
as: making a determination of eligibility or
coverage for insurance benefits, reviewing
services provided to you for medical necessity,
and undertaking utilization review activities. For
example, obtaining approval for a hospital stay
may require that your relevant protected health
information be disclosed to the health plan to
obtain approval for the hospital admission.

Healthcare (Clinic) Operations: We may use or
disclose, as-needed, your protected health
information in order to support the professional
and business activities of your physician’s
practice. These activities include, but are not
limited to, quality assessment activities,
employee review activities, training of medical
and nursing students, licensing, and conducting
or arranging for other business activities.

For example, we may disclose your protected
health information to medical and nursing school
students that see patients at our office. In
addition, we may use a sign-in sheet at the
registration desk where you will be asked to sign
your name and indicate your physician. We may
also call you by name in the waiting room when
your physician is ready to see you. \We may use
or disclose your protected health information, as
necessary, to contact you to remind you of your
appointment.

We will share your protected health information
with third party “business associates” that
perform various activities (e.g., billing,
transcription services, telephone answering
services) for the practice. Whenever an
arrangement between our office and a business
associate involves the use or disclosure of your
protected health information, we will have a
written contract that contains terms that protect
the privacy of your protected health information.

We may use or disclose your protected health
information, as necessary, to provide you with
appointment reminders, information about
treatment alternatives or other health-related
benefits and services that may be of interest to
you. For example, we may send you information
about products or services that we believe may
be beneficial to you.

Uses and Disclosures of Protected Health
Information Based upon Your Written
Authorization Other uses and disclosures of
your protected health information will be made
only with your written authorization, unless
otherwise permitted or required by law as
described below. You may revoke this
authorization, at any time, in writing, except to
the extent that your physician or the physician’s
practice has taken an action in reliance on the
use or disclosure indicated in the authorization.

Other Permitted and Required Uses and
Disclosures That May Be Made With Your
Authorization or Opportunity to Object

You have the opportunity to agree or object to
the use or disclosure of all or part of your
protected health information. If you are not
present or able to agree or object to the use or
disclosure of the protected health information,
then your physician may, using professional
judgment, determine whether the disclosure is in
your best interest. In this case, only the protected
health information that is relevant to your health

care will be disclosed. We may use and disclose
your protected health information in the
following instances:

Others Involved in Your Healthcare: Unless
you object, we may disclose to a member of your
family, a relative, a close friend or any other
person you identify, your protected health
information that directly relates to that person’s
involvement in your health care. If you are
unable to agree or object to such a disclosure, we
may disclose such information as necessary if we
determine that it is in your best interest based on
our professional judgment. We may use or
disclose protected health information to notify or
assist in notifying a family member, personal
representative or any other person that is
responsible for your care of your location,
general condition or death. Finally, we may use
or disclose your protected health information to
an authorized public or private entity to assist in
disaster relief efforts and to coordinate uses and
disclosures to family or other individuals
involved in your health care.

Emergencies: We may use or disclose your
protected health information in an emergency
treatment situation.

Other Permitted and Required Uses and
Disclosures That May Be Made Without Your
Authorization or Opportunity to Object

We may use or disclose your protected health
information in the following situations without
your authorization. These situations include:

Required By Law: We may use or disclose your
protected health information to the extent that
the use or disclosure is required by law. The use
or disclosure will be made in compliance with
the law and will be limited to the relevant
requirements of the law. You will be notified, as
required by law, of any such uses or disclosures.

Public Health: We may disclose your protected
health information for public health activities
and purposes to a public health authority that is
permitted by law to collect or receive the
information. The disclosure will be made for the
purpose of controlling disease, injury or
disability. We may also disclose your protected
health information, if directed by the public
health authority, to a foreign government agency
that is collaborating with the public health
authority.

Communicable Diseases: We may disclose your
protected health information, if authorized by
law, to a person who may have been exposed to a
communicable disease or may otherwise be at
risk of contracting or spreading the disease or
condition.

Health Oversight: We may disclose protected
health information to a health oversight agency
for activities authorized by law, such as audits,
investigations, and inspections. Oversight
agencies seeking this information include
government agencies that oversee the health care
system, government benefit programs, other
Igovernment regulatory programs and civil rights
aws.

Abuse or Neglect: We may disclose your
protected health information to a public health
authority that is authorized by law to receive
reports of abuse or neglect. In addition, we may
disclose your protected health information if we
believe that you have been a victim of abuse,
neglect or domestic violence to the governmental
entity or agency authorized to receive such
information. In this case, the disclosure will be
made consistent with the requirements of
applicable federal and state laws.

- Front -



Food and Drug Administration: We may
disclose your protected health information to a
person or company required by the Food and
Drug Administration to report adverse events,
product defects or problems, biologic product
deviations, track products; to enable product
recalls; to make repairs or replacements, or to
conduct post marketing surveillance, as required.

Legal Proceedings: We may disclose protected
health information in the course of any judicial
or administrative proceeding, in response to an
order of a court or administrative tribunal (to the
extent such disclosure is expressly authorized),
in certain conditions in response to a subpoena,
discovery request, or other lawful process.

Law Enforcement: We may also disclose
protected health information, so long as
applicable legal requirements are met, for law
enforcement purposes. These law enforcement
purposes include (1) legal processes and
otherwise required by law, (2) limited
information requests for identification and
location purposes, (3) pertaining to victims of a
crime, (4) suspicion that death has occurred as a
result of criminal conduct, (5) in the event that a
crime occurs on the premises of the practice, and
(6) medical emergency (not on the Practice’s
premises) and it is likely that a crime has
occurred.

Coroners, Funeral Directors, and Organ
Donation: We may disclose protected health
information to a coroner or medical examiner for
identification purposes, determining cause of
death or for the coroner or medical examiner to
perform other duties authorized by law. We may
also disclose protected health information to a
funeral director, as authorized by law, in order to
permit the funeral director to carry out their
duties. We may disclose such information in
reasonable anticipation of death. Protected health
information may be used and disclosed for
cadaveric organ, eye or tissue donation purposes.

Research: If you choose to participate in
medical or scientific research, we may disclose
your protected health information to researchers
when their research has been approved by an
institutional review board that has reviewed the
research proposal and established protocols to
ensure the privacy of your protected health
information.

Criminal Activity: Consistent with applicable
federal and state laws, we may disclose your
protected health information, if we believe that
the use or disclosure is necessary to prevent or
lessen a serious and imminent threat to the health
or safety of a person or the public. We may also
disclose protected health information if it is
necessary for law enforcement authorities to
identify or apprehend an individual.

Military Activity and National Security: When
the appropriate conditions apply, we may use or
disclose protected health information of
individuals who are Armed Forces personnel (1)
for activities deemed necessary by appropriate
military command authorities; (2) for the
purpose of a determination by the Department of
Veterans Affairs of your eligibility for benefits,
or (3) to foreign military authority if you are a
member of that foreign military services. \We may
also disclose your protected health information
to authorized federal officials for conducting
national security and intelligence activities,
including for the provision of protective services
to the President or others legally authorized.

Workers’ Compensation: Your protected health
information may be disclosed by us as authorized
to comply with workers’ compensation laws and
other similar legally-established programs.

Inmates: We may use or disclose your protected
health information if you are an inmate of a
correctional facility and your physician created
or received your protected health information in
the course of providing care to you.

Required Uses and Disclosures: Under the law,
we must make disclosures to you and when
required by the Secretary of the Department of
Health and Human Services to investigate or
determine our compliance with the requirements
of the Health Insurance Portability and
Accountability Act, Section 164.500 et. seq.

2. Your Rights

Following Is a statement of your rights with
respect to your protected health information and
a brief description of how you may exercise
these rights.

You have the right to inspect and copy your
protected health information. This means you
may inspect and obtain a copy of protected
health information about you that is contained in
a designated record set for as long as we
maintain the protected health information. A
“designated record set” contains medical and
billing records and any other records that your
physician and the practice uses for making
decisions about your health care. The request
must be made in writing to Cy-Fair Medical
Partners. If you request a copy of your medical
record, your physician’s office will provide you a
copy within 30 days.

Under federal law, however, you may not inspect
or copy the following records; psychotherapy
notes; information compiled in reasonable
anticipation of, or use in, a civil, criminal, or
administrative action or proceeding, and
protected health information that is subject to
law that prohibits access to protected health
information. Depending on the circumstances, a
decision to deny access may be reviewable. In
some circumstances, you may have a right to
have this decision reviewed. Please contact our
Privacy Officer if you have questions about
access to your medical record.

You have the right to request a restriction of
your protected health information. This means
you may ask us not to use or disclose any part of
your protected health information for the
purposes of treatment, payment or healthcare
operations. You may also request that any part of
your protected health information not be
disclosed to family members or friends who may
be involved in your care or for notification
purposes as described in this Notice of Privacy
Practices. Your request must state the specific
restriction requested and to whom you want the
restriction to apply.

Your physician is not required to agree to a
restriction that you may request. If physician
believes it is in your best interest to permit use
and disclosure of your protected health
information, your protected health information
will not be restricted. If your physician does
agree to the requested restriction, we may not use
or disclose your protected health information in
violation of that restriction unless it is needed to
provide emergency treatment. With this in mind,
please discuss any restriction you wish to request
with your physician. You may request a
restriction by submitting your written request to
the manager of your physician’s clinic.

You have the right to request to receive
confidential communications from us by
alternative means or at an alternative location.
We will accommodate reasonable requests. We
may also condition this accommodation by
asking you for information as to how payment
will be handled or specification of an alternative

address or other method of contact. We will not
request an explanation from you as to the basis
for the request. Please make this request in
writing to our Privacy Officer at 9003 Airport
Freeway, Suite 300, North Richland Hills, Texas
76180.

You may have the right to have your physician
amend your protected health information. This
means you may request an amendment of
protected health information about you in a
designated record set for as long as we maintain
this information for the purpose of correcting an
error or misinformation. In certain cases, we may
deny your request for an amendment. If we deny
your request for amendment, you have the right
to file a statement of disagreement with us and
that statement will become part of your medical
record. Your physician may prepare a rebuttal to
your statement which will also become part of
your medical record. Your physician will
provide you with a copy of any such rebuttal.
Please contact our Privacy Officer if you have
questions about amending your medical record.

You have the right to receive an accounting of
certain disclosures we have made, if any, of
your protected health information. This right
applies to disclosures for purposes other than
treatment, payment or healthcare operations as
described in this Notice of Privacy Practices. It
excludes disclosures we may have made to you,
to family members or friends involved in your
care, or for notification purposes to legal or
regulatory agencies. You have the right to receive
specific information regarding these disclosures
that occurred after April 14, 2003. You may
request a shorter timeframe. The right to receive
this information is subject to certain exceptions,
restrictions and limitations.

You have the right to obtain a paper copy of
this notice from us, upon request, even if you
have agreed to accept this notice electronically.

3. Questions or Complaints

If you have a question or complaint about your
privacy rights, please file a grievance form with
the site manager of the clinic where you
encountered a problem, or contact the Privacy
Officer for Cy-Fair Medical Partners at (817)
514-5200. Should the Privacy Officer be unable
to resolve your complaint to your satisfaction,
you may contact the Secretary of Health and
Human Services. We will not retaliate against
you for filing a complaint.

This notice became effective on April 14, 2003.

Revisions/Addenda to Notice of Privacy
Practices

Family/Joint Accounts

If you or a family member receives bills with
more than one person listed on the bill, you may
have a joint or family account through MCNT.
As a patient with this type of account, you have
two options: (1) continue with a joint account or
(2) request separate accounts for all members of
your family. If you wish to continue to receive
your bills as a joint/family account, you need
take no action. If you choose to separate your
joint accounts, requests must be made in writing
and submitted to:

Cy-Fair Medical Partners

Central Business Office Customer Service/
Collections Personnel

9003 Airport Freeway, Suite 300

North Richland Hills, Texas 76180

(817) 514-5200 phone

(817) 514-5210 fax

-Back-



Other Notes:
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PLEASE CALL YOUR
INSURANCE COMPANY

TODAY

We will do our best to verify your coverage.
Knowing your benefit coverage, however, is
your responsibility and will help you to
understand services for which you may be
financially responsible.

With so many changes that insurance
companies are making, won’t you please take
time to learn how they will affect you and
your family?

CyFairMedicalPartners.com

CY-FAIR MEDICAL PARTNERS



PLEASE CALL YOUR
INSURANCE COMPANY TODAY.

As you are probably aware, coverage under most health
insurance policies HAS CHANGED. In an effort to assist
our patients in understanding their insurance coverages,
we have defined the following as questions that you
should ask your insurance company. Whether you have
a new insurance company (or you have had the same
insurance plan for years), these questions should be
asked TODAY to determine any changes in coverage.
These are only a few suggestions, so please ask any
other questions you may have when you make the call.

1. What is my effective date?

2. If I have coverage with more than one insurance,
which insurance is primary?

Which is secondary?

Which company is the primary for my child if both
myself and spouse have coverage?

3. Is myinsurance an HMO, POS, PPO or
indemnity? What does this mean?

4. Do | have out of network benefits?

5. Does my insurance require written referrals to
specialists?

6. Do | have a deductible? What does that
mean to me, and how much has been met?

What is the deductible for?

7. Will | have co-insurance amounts due over and
above my copay?
If yes, what are those amounts?

8. What is my doctor (PCP) office visit copay?
Specialist office visit copay? Is my
OBGYN treated as a specialist if | only go for my
annual gynecological visit?

9. How often can | and/or family members have a
preventive physical/well woman exam/well child
Visit? According to
your records, when did | and/or my family members
last have these types of exams?

Is there a copay for a preventive physical/well
woman exam/well child visit? How
much?

When | and/or family members have a preventive
physical/well woman exam/well child visit, is there
anything that is NOT covered?

How much do | have to pay?

10. Is there a cost limit, coinsurance or deductible on
my preventive coverage? If so, how
much?

11. Is there a copay, coinsurance or deductible if |
have labs or procedures done without seeing the
physician or physician assistant?
What if the procedures or lab work occur on a
day(s) before or after my appointment?

12. Do | have coverage for screening tests?
(Colonoscopy, stress test, labs, mammograms,
bone density testing, EKG, etc.) If so, what is the
rate at which these tests are covered?

13. Do | have coverage for preventive immunizations?
Travel Immunizations?

Is there a co-pay when | go to the doctor for
immunizations only? For children,
is there an annual cost limit for preventive
immunizations? If yes, how much?

14. What pre-existing conditions are NOT covered by
my insurance?

NOTE: Medicare patients should find out when co-
payments apply, especially when Medicare is
offering a particular health service/exam.






