
GREENWOOD PEDIATRICS AND INTERNAL MEDICINE
3089 W. Fairview Rd. Greenwood, Indiana 46142.

Tel: (317) 881 8700
Fax: (317) 881-9200.



PATIENT INFORMATION: 



Name:​​​​​​​​​​​​​​​​​_____________________________________________________
Today’s Date: ​​​_____________



SSN: _____-_____-_____

Sex:_________
DOB:_________
Marital Status:______

Address___________________________________________________________________________________


Zip Code:_____________

City:_________________________
State:____________________


Home Phone:________________
Work Phone: ​​_______________CellPhone:__________________


Preferred Phone to Confirm Appointment between hours of 8 am and 5 pm



Spouse Name: ___________________________________________________________
Phone______________


Emergency Contact:​​​​​​​​​​______________________________________________________
Phone______________


Referring Physician:______________________________________________________
Phone______________
Primary Care Physician:___________________________________________________Phone______________
When did you last see your PCP/Doctor:_______________________________________



Employer Information: Employment Status: Employed  Unemployed  Disabled  Retired


Occupation:________________________________________EmployersName:________________________



Employer Address:__________________________________________Phon
e:___________________________


If retired. Date Retired: ________________________________________



If disabled or unemployed, exact date last worked:______________________________________________
School Information if Applicable 


Are you currently in school? (Please circle)
Y/N 

Full time/ Part time

School Name_____________________________

Grade__________
Guarantor Information (the person responsible for the patient’s account)

What is the patient’s relationship to the guarantor? Self
Spouse
Child
Other
Guarantor Name:____________________________DOB:_______________SSN:______-____-______


Address___________________________________________________________________________________


Zip Code:_____________
City:_________________________
State:__________________
Home Phone:________________WorkPhon:___________________CellPhone:______________________


Occupation: _________________________________________________


Employer Name and Address: ​​​​​​​​​​​​​​​​​​​​​​​​___________________________________________________________________


____________________________________________________________________________________________

HIPAA Notice of Privacy Practices

Greenwood Pediatrics & Internal Medicine, P.C.
Mohammed Majid, M.D. 





Tasneem Majid, M.D.

 3089 W. Fairview Road, Greenwood, IN- 46142 
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 Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out treatment, payment or health care operations. (TPO) 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, including demographic information, that may identify you and that relates to your past, present or future physical or mental health or condition and related health care services.
I.  Uses and  Disclosures of Protected Health Information
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, to pay your health care bills to support the operation of the physician's practice, and any other use required by law.
·
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.  For example, we would  disclose  your  protected  health  information,  as  necessary, to a  home  health  agency  that  provides care to 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.
Pavment: Your protected health information may be used, as needed, to obtain payment for your health care services. For example. obtaining approval for hospital stay may require that your relevant protected health information be disclosed to the health plan to obtain approval for the hospital admission.
Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to support the business activities of your physician's practice. These activities include, but are not limited to, quality assessment activities employee review activities, training of medical students, licensing, and conducting or arranging for other business activities.  For example we may disclose your protected health information to medical 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 may use or disclose your protected health information in the following situations without your authorization.  These situations include: as required by Law, Public Health issues as required by law; Communicable Diseases: Health Oversight Abuse or Neglect: Food and Drug Administration requirements: Legal Proceedings: Law Enforcement: Coroners, Funeral Directors and Organ Donation: Research: Criminal Activity: Military activity and National Security: Workers' Compensation: ln mates 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 Section
164.500.
Other  Permitted  and  Required  Uses and  Disclosures  Will  Be Made 01:i)y  With Your Consent. Authorization or Opportunity to object unless required by law.
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.
Your Rights
Following is a statement of your rights with respect to your protected health information.
You have  the  right  to  inspect  and  copy  your  protected  health  informatiog.  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.        
 You have the right to request 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. You then have the right to use another Healthcare Professional.
You have the right to request to receive confidential communications from us by alternative means or at an alternative location. You  have  the  right  to  obtain  it paper  copy  of  this  notice  from  us, upon request, if  you have agreed  to accept this  notice alternatively i.e. electronically.
·
You may have the right to have your physician amend your protected health information. If we deny your request for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal.
You have the right 
We reserve t/le right to change the terms of this notice and will inform you by mail of any changes. You then have the right to object or withdraw as provided in this notice.
Complaints
You may complain to us or to the Secretary of Health a d Human Services if you believe  your  privacy  rights have  been· violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. We will not retaliate against ypu for filing a complaint.
This notice was published and becomes effective on/or before April 14, 2003.
We are required by law to maintain the privacy of, and provide individuals with this notice of our legal duties and privacy practices with inspect to protected health information.  If you have any objections  to this form,  please ask  to speak  with our  HIPAA  Compliance  Officer' in  person  or  by phone at our Main  Phone Number.
Signature below is only acknowledgement that you have received this Notice of our Privacy Practices:·
Print Name:
Signature 
Date 
​​​​                    
GREENWOOD PEDIATRICS AND INTERNAL MEDICINE

FINANCIAL POLICY

(Helpful Guidelines to Keep Your Cost Down)

· We participate in several Managed Care Provider Programs. We expect all Co-payments to be paid at the time of service. Please present your insurance identification card at the time of check-in so that it may be determined if we participate in your plan. If we do not participate in your plan and you still want to be seen here, we will ask that you pay for your services at the time of the visit.

· The patient is always responsible for payment of the accounts in a timely manner. We will be happy to assist you in filing your insurance forms for office and hospital care. After filing insurance for the services provided, we will expect payment from your insurance within 45 days. If there is a dispute, we consider it your responsibility to pursue your insurance carrier and clear your account with us.

· If you are a self-paying patient, payment is due at time of service. If prolonged services are required, payment arrangements can be made prior to receiving the services. Failure to abide with the payment arrangements will result in the account becoming delinquent and further action may be taken.

· A charge of $25.00 shall be made for each N.S.F. (non-sufficient funds) check drawn.

· Divorce or separation of the parents is not binding between the physicians and the parents/guardians. The payments are expected from the person/guardian who brings the child for an office visit or consultation.

·  There may be a $25.00 charge for the first 10 pages transfer of records payable by you to any other medical facility, institution or physician’s office upon written request made by the patients.

· I/We agree that if any amounts due to Dr. Mohammed Majid, Dr. Tasneem Majid and Dr. Saneera Ilmudeen for services rendered in the office or hospital, are not paid within 90 days of the time of service, my/our account shall be deemed delinquent. In the event of default of payments for any amounts due to Dr. Mohammed Majid, Dr. Tasneem Majid and Dr. Saneera Ilmudeen, I/We understand that I/We am/are responsible for any and all costs insured in the collection of your account, including reasonable attorney’s fees and court costs.

· Knowledge of insurance Handbook guidelines and requirements is solely the responsibility of the patients. 

· We will be happy to get request Auth/Ref. # form your insurance for your visits to any specialists, the doctors in our office refer you to, but it is your RESPONSIBILITY TO SEE THAT THE SPECIALIST YOU ARE GOING TO IS IN YOUR NETWORK AND COVERED BY YOUR INSURANCE PLAN. Please give us at least 48hrs notice to get the paper work done.

Date: _____________

_________________________                          ____________________________

Print Patient’s Name

   


Parent/Guardian’s Signature

GREENWOOD PEDIATRICS AND INTERNAL MEDICINE
3089 W. Fairview Rd. Greenwood, Indiana 46142.

Tel: (317) 881 8700
Fax: (317) 881-9200.

Patient  No  Show Policy
Any Patient who fails to appear for a scheduled appointment may be charged a $30.00 no show fee. This fee must be paid in full before scheduling another appointment.
This is not the insurance  responsibility.
An appointment is considered a no show when there is not sufficient notification of cancellation. If you are unable to make it to your appointment, you must notify us at least 24 hours in advance. If you call to cancel or reschedule an appointment on the day you are scheduled to be here, that will be considered a no show. This policy will remain in effect until Greenwood Pediatrics and Internal Medicine deems necessary.

Patient Signature
Responsible Party's Signature (Parent/Guardian of Minor)

Printed Name
Printed Name


Date
Date

GREENWOOD PEDIATRICS AND INTERNAL MEDICINE
3089 W. Fairview Rd. Greenwood, Indiana 46142.

Tel: (317) 881 8700
Fax: (317) 881-9200.

AUTHORIZATION
TO RELEASE INFORMATION  & TO PAY BENEFITS
I authorize Greenwood Pediatrics and Internal Medicine to release any of my medical information, including drug and alcohol and HIV positive test results, to my insurance company(s),  as needed  to process  my  insurance claim.

I authorize my insurance company to make payments directly to Greenwood Pediatrics and Internal Medicine for covered medical and/or surgical services.
I authorize Greenwood Pediatrics and Internal Medicine to deposit checks received on patient accounts from insurance company(s) made out to the patient.

Patient Signature
Responsible Party's Signature (Parent/Guardian of Minor)

Printed Name
Printed Name


Date
Date

AUTHORIZATION TO OBTAIN/RELEASE INFORMATION

GREENWOOD PEDIATRICS AND INTERNAL MEDICINE

PATIENT’S INFORMATION: (Please Print)
Patient’s Name (Last, First, Ml)
        Date of Birth                       Social Security #

_________________________________________________________________________________________
Patient’s Address: Street,                                       


 City,                            State & Zip Code)

 PLEASE CHECK THE ONE THAT APPLIES:

   O I hereby request that my records be released to:


Dr. _____________________________________________
              Greenwood Pediatrics & Internal Medicine


              3089 W. Fairview Road


Greenwood, IN- 46142    Ph: (317) 881-8700    Fax (317) 881-9200

   O   I hereby authorize Greenwood Pediatrics & Internal Medicine to release my records:

O FROM:
O   TO: _________________________________________________________________________________________
(Physician Name/Facility)                                                   Phone#                          Fax#

Purpose of Release:
O Personal Use       O Changing Physicians    O Insurance      O Attorney
 O Other
Unless limited below, I understand that this release pertains to medical records concerning treatment, including but not limited to information regarding treatment for alcohol/substance abuse, human immunodeficiency virus (HIV), or for psychiatric treatment or counseling.
Limitations:_________________________________________________________________________________

I understand that this authorization is subject to written revocation at any time except to the extent that action has been taken based upon it. I also understand that this authorization will expire in 60 days from the date signed unless I specify otherwise.
Copy Fee:

1.               Copies for Referral Physicians are provided at “no charge”.

2
Search Fee : $20.00 flat fee (first 10 pages)
Pages 11 -  50 : $0.50 per page
Pages 51+ : $0.25 per page
Microfilm and other media : $1.25 per page
Rush Fee : Additional $10 if request is completed / sent within 2 days
____
____________________________________________________________________________________

(Patient/Guardian Signature)

___________________________________________________
-Date: _________________

(Relationship to patient, if other than patient)

REDISCLOSURE IS Prohibited WITHOUT Specific WRITTEN AUTHORIZATION OF THE PERON TO WHOM IT PERTAINS.

________________________________________________________________________________________________________________

For Office Use Only:     O Mailed    O Faxed    O E-mailed    O Personal Handover

Released by:​​​​​​​​​​​​​​​​​​​​​​​​​__________________________________________
Date:._________________________
