A

AMIR PARVINCHI MD, INC.

12737 GLENOAKS BLVD., UNIT 26
SYLMAR, CA 91342

Patient's Last Name

First

Middle a Mr. U Miss

O Mrs. O Ms.

Marital Status (Circle One)
Single / Mar / Div / Sep / Wid

Is this your legal name? If not, what is your legal name? (Former Name) Birth Date Age Sex
O Yes O No / / M 0QOF
Street Address City State ZIP Code Social Security Home Phone No.
( )
P.O. Box City State ZIP Code
Occupation Employer J Employer Phone No. o
( )

Chose Office Because/Referred to Office by (Please check one box) QDr
O Family U Friend U Close to Home/Work U Yellow Pages U Other

O Insurance Plan 0O Hospital

Other Family Members Seen Here

INSURANCE INFOR

Person Responsible for Bill Birth Date Address (if different) Home Phone No.
/ l
Is this person a patient here? dYes 0ONo ( )
Occupation Employer Employer Address Employer Phone No.
e ( )

Is this patient covered by insurance? 0O Yes U No

Please indicate primary insurance

Subscriber's Name Subscriber's S.S. # Birth Date Group # Policy # Co-Payment
| ! 5

Patient's Relationship to Subscriber 0 Self O Spouse O Child (O Other

Name of Secondary Insurance (if applicable) Subscriber's Name N . T * Group # Policy #

Patient's Relationship to Subscriber 0 Self U Spouse Q Child - Other

IN CASE OF EMERGENCY

Name of Local Friend or Relative (not living at same address)

Relationship to Patient Home Phone No.

( )
The above information is true to the best of my knowledge. | authorize my insurance benefits be paid directly

am financially responsible for any balance. | also authorize Long Island Medical & Cosmetic Dermatology, P.
any information required to process my claims.

Work Phone No.
( )

to the physician. | understand that |
C. or insurance company to release

x — -

T | S
PATIENT/GUARDIAN SIGNATURE DATE

PATIENT CELL PHONE NUMBER:
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Effective Date: 9/1/16

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

OUR OBLIGATIONS:
We are required by law to:
. Maintain the privacy of protected health information
. Give you this notice of our legal duties and privacy practices regarding health
information about you
» Follow the terms of our notice that is currently in effect

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION:

The following describes the ways we may usc and disclose health information that identifics you (“Health
Information™). Except for the purposes described below, we will use and disclose Health Information
only with your written permission. You may revoke such permission at any time by writing to our
practice Privacy Officer,

For Treatment. We may use and disclose Health Information for your treatment and to provide you with
treatment-related health care services. For example, we may disclose Health Information to doctors,
nurses, technicians, or other personnel, including people outside our office, who are involved in your
medical care and need the information to provide you with medical care.

For Payment, We may use and disclose Health Information so that we or others may bill and receive
payment from you, an insurance company or a third party for the treatment and services you received.

For example, we may give your health plan information about you so that they will pay for your
treatment,

For Health Care Operations. We may use and disclose Hoalth Information for health care operations
purposes. These uses and disclosures are hecessary to make sure that all of our patients receive quality
care and to operate and manage our office. For example, we may use and disclose information to make
sure the obstetrical or gynecological care you receive is of the highest quality. We also may share

information with other entitics that have a relationship with you (for example, your health plan) for their
health care operation activities,

Appointm.ent Reminders, Treatment Alternatives aua"’Heb'lﬂ(‘R}Elated Benefits and Services, We may
usc and disclose Health Information t0"contact you to remind

We also may use and disclosc Health Information to tell you about trcatment
benefits and services that may be of interest to you.

Individules Involved in Your Care or Payment for Your Care. When appropriate, we may share Health
Information with a person who is involved in your medical care or payment for your care, such as your

l’zfmily ora clc?sc friend. We also may notify your family about your location or general condition or -
disclose such information to an entity assisting in a disaster relief effort.
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SPECIAL SITUATIONS:

As Required by Law. We will disclose Health Information when required to do so by international,
federal, state or local law,

To Avert a Serious Threay to Health or Safety. We may use and disclose Health Information when
hiecessary to prevent a serious threat to your health and safety or the health and safety of (he public or

another person, Disclosures, however, will be made only to someone who may be able (0 help prevent
the threat,

Business Associates. We may disclose Health Information to our business associates that perform
functions on our behalf or provide us with services if the information is necessary for such functions or
services, For example, we may use another company to perform billing services on our behalf. All of our
business associates are obligated to protect the privacy of your information and are not allowed to use or
disclose any information other than as specified in our contract,

Military and Veterans. If you are a member of the armed forces, we may release Health Information as
required by military command authorities, We also may. release Health Information to the appropriate

Workers’ Compensation, We may release Health Information for workers’ compensation or similar
programs. These programs provide benefits for work-related injuries or illness,

Public Health Risks, We may disclose Health Information for public health activities, These activities
generally include disclosures to prevent or control disease, injury or disability; report births and deaths;
report child abuse or neglect; report reactions to medications or problems with products; notify people of
recalls of products they may be using; a person who may have been exposed to a disease or may be at rigk
for contracting or spreading a discase or condition; and the appropriate government authority if we
believe a patient has been the victim of abuse, neglect or domestic violence, We wil] only make this
disclosure if you agree or when required or authorized by law

Data Breach Notification Purposes. We may use or disclose your Protected

: Health Information to
provide legally required notices of unauthorized

aceess to or disclosure of your health information,

Lawsuits and Disputes. If you are involved in a lawsuit or a dispute, we m
in response to a court or administrative order, We also may disclose Healt

subpoena, discovery request, or other lawful Process by someone clse involve
efforts have been made to tell you about the re
requested.

Law Enj'”orcgment. We may release Health Information if askeq by a law enforcement official if the
information js: (1) in fesponse to a court order, subpoena, warrant, summons or similar process; (2)
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limited information to identify or locate a suspect, fugitive, material witness, or missing person; (3) about
the victim of a crime even if, under certain very limited circumstances, we are unable to obtain the
person’s agreement; (4) about a death we beliove may be the result of criminal conduc‘t; (5) about .
criminal conduct on our premises; and (6) in an emergency to report a crime, the location of the crime or
victims, or the identity, description or location of the person who committed the crime,

or medical examiner, This may be necessary, for example, to identify a deceased person or determine the
cause of death. We also may release Health Information to funeral directors as necessary for their duties.

National Security and Intelligence Activities. We may release Health Information to authorized federal
officials for intelligence, counter-intelligence, and other national sceurity activities authorized by law.

Protective Services for the President and Others. We may disclose Health Information to autho_rized
federal officials so they may provide protection to the President, other authorized persons or foreign heads
of state or to conduct special investigations.

USES AND DISCLOSURES THAT REQUIRE US TO GIVE YOU AN OPPORTUNITY TO
OBJECT AND OPT

Disaster Relief. We may disclose your Protected Health Information to disaster relief organizations that
seek your Protected Health Information to coordinate your care, or notify family and friends of your

location or condition in a disaster., We will provide you with an Opportunity to agree or object to such a
disclosure whenever we practically can do so.

YOUR WRITTEN AUTHORIZATION IS REQUIRED FOR OTHER USES AND DISCLOSURES

The following uses and disclosures of your Protected Health Information will be made only with your
written authorization:

I, Uses and disclosures of Protected Health Information for marketing purposes; and
2. Disclosures that constitute a sale of your Protected Health Information

Other uses and disclosures of Protected Health Information not covered by this Notic
apply to us will be made only with your written authorization. If you do give us an a
may revoke it at any time by submitting a written revocation to our Privacy Officer and we will no longer
disclose Protected Health Information under the authorization, But disclosure that we made in reliance on
your authorization before You revoked it will not be affected by the revocation.

YOUR RIGHTS:

¢ or the laws that
uthorization, you

You have the following rights regarding Health Information we have about you:

Rii}zi to Inspect and Copy. You have ari
ma

i ght to inspect and copy Health Information that may be used 1o
¢ decisions about

your care or payment for your care. This includes medical and billing records,
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other than psychotherapy notes, To inspect and copy this Health Information, you mug| make your
request, in writing, to Amir Parvinchi, MD Inc, We have up to 30 days to make your Protected Health
Information avajlable to you and we may charge

other supplics associated with yourrequest. We may not charge you a fee if you need the information for

Right to an Llectronic Copy of Electronic Medical Records, 1f your Protected Health Information is
maintained in an clectronic format, you have the right to request that an electronic copy of your record be
given to you or transmitted to another individual or entity, We will make every effort to provide access to
your Protected Health Information in the form or format you request, if it is readily producible in such
form or format, If the Protected Health Information s hot readily producible in the form or format you
request your record will be provided in either our standard electronic format o if you do not want this
form or format, a readable hard copy form,

Right to Ger Notice of a Breach, You have the ri ght to be notified upon a breach of any of your
unsecured Protected Health Information. ;

Right to Amend. ¢ you feel that Health Information we have is incorrect or incomplete, YOu may ask ug
to amend the information, You have the right to request.an amendment for ag long as the information jg

kept by or for our office. To request an amendment, you must make your request, in writing, to Amir
Parvinchi, MD

Right to an A ccounting of Disclosures. Yoy have the right to request a list of certain disclosures we
made of Health Information for purposes other than freatment, payment ang health care operations or for
which you provided written authorization, To request an accounting of‘disclosures, YOou must make your
request, in writing, to Amiy Parvinchi, MD.

Right to Request Confidential Communications, v, have the right to request that we communicate
with you about medical matters i a certain way or at g certain location, For example, you can ask tha

fequest, in writing, to Amir Parvinchi, MD. Your request must spccffy how or where You wish to be

Right to a Papey Copy of This Notice, You have the right to a paper Copy of this notice, Yoy may ask us
to give you a Copy of this notice at any time,

CHANGES TO THIS NOTICE:

We reserve the yi ght to change this notice and make the new not

‘ . ice apply to Health Information we
already haye a5 well as any imformation we receive in the future,

COMPLAINTS:
-ﬁ-_"—————___.___

Ifyou belieye Your privacy rights haye been violated, you may file a complaint wih our office or with the
Secretary of the Department of Health and Humap Services. To file g complaint with oyr office, contact

the Pr]t'vacy Officer. Al complaints must be made ip writing, You will not be penalized for filing a
complaint,




I UNDERSTAND THE INFORMATION DISCUSSED ABOVED,AND HOW MY
HEALTH INFORMATION MAY BE USED AND DISCLOSED.

NAME:
SIGNATURE:

DATE:




