FIRST COAST ALLERGY AND ASTIIM A

SANJAY SWAMI, MD

Patient Information: This section refers to the PATIENT ONLY

Social Security Number: I Employed, Company:

List Name:

First Name: M Occupation:

Nickname / Title: Address:

Address:

Zip Cade: City: State: Zip Cade:

Home Phone: ¢ ) City/State:

Wark Phone: ( ) AN Maritul Status:

Birth Date {mm/dd/avyyv): Sev: 3 aate OO remate I Student: (O Fun-time [ Part-Time
Medical Chart Number: Name of School:

E-mail address

Responsible Puarty: This section refers th the PERSONMPARTY WHO SHOULD RECEIVE THE BILL
Retativaship to Patient: [ Self(stip vanextsection) (3 Paremt [ Spouse O vwployer O Othier:

Social Security Numher: IT Employed. Company:
Last Name: Jra L,
Firt Name: M Address:

Nickname / Title:

Address:

Zip Code: City: State: Zip Code:
Home Phune: ( ) City/State:
Waork Phones ) A1 Marital Status:
Birth Date (mm/dd/yvyy): Sev: [J wute 3 remale

Subseriber lnformation: ‘This section refees to the PERSON IN WHOSE NAME THE INSURANCE IS LINTED
Retationship ta Patient:  [J Selftship to page 2) [0 Parent  [J Spouse  [J Other:

Sociul Security Number: If Employed, Employer:
Last Name: Jr. L
First Name; M1 Address:

Nickname / Title:

Address:

Zip Code: City: Stite: Zip Caode:
ttome Phone: ( ) City/State:
Wark Phane: ( )] Y} Marital Status:

Birth Date (mmidd/ vyy): sev: [ sate {3 Femate

T




Please ensure the office has a copy of vour mast recent insurance card(s)

Please ensure the office has a copy of vour current Drivers License

INSURANCE COVERAGE INFORMATIQN: Please show all numbers on vour card(s).

PRIMARY INSURANCE COVERAGE:

Insurcd (Nime on card) Insured 1D Number
tasurance Co, Name: Group/Member/Policy Number,
Address: F.Mective Date:

SECONDARY INSURANCE COVERAGE:

Insured (Name on card) Insured 11D Number,
Insurance Co. Name: Group/Mcuther/Policy Number
Address: FEffective Ditte:

THIRD INSURANCE COVERACGE:

Insured (Nianic on card) Insured 1D Number,
Insurance Co. Nume: Group/Member/Policy Number
Address: Effective Date:

IN CASE OF EMERGENCY ...,

Name and Phone number of ncirest relative (include relutionship):

Namce and Plone Relationship

ALTHORIZATION TO PAY BENEFITS TO THF. PHYSICIAN., ...

I hereby authorize the office of T1-DBA Baptist Physician Parnters. to release any medical information required during the
course of cxamination and treatment and permit payiucnt directly 1o them any benefits due for their services rendered. |
recognize :ind accept respousibility for services rendered regardless of insurance coverage. This includes but is nof limited to
coinsurance. copayment. deductible and non-covercd services.

Date Nignatuee of Patient and 7 or Guardiaa, if paticnt is Minor

MEDICARE AUTHORIZATION

L

I request that payment of nuthorized Medicare henefits be made cither to e or on my behalf wo BHI1-DBA Baptist Phvsician
Partners. for any services furnished to me by that physician or supplier. | authorize any holder of medical information ihout
me to releasc to the Health Care Financing Administration and its agents any information needed to determine these henefits
or the bencfits payable for reluted services.

Bate Signature of Putivin and £ or Guardian, if patient is Minor
l How were you referred to the practice. . . ]
O or. D Friend/Rclative O Radio O Newspaper

O other:




Sanjay Swami, MD
/R‘ﬁg;’rgcyoaﬁgTASth ma Boar{j gertiﬁed Allergist

FINANCIAL POLICY/FACILITY POLICY

Thank you for choosing FFirst Coast Allergy and Asthima as yvour healtheure provider. We are committed to
providing the best medical care pessible. We hope that you will leave our ollice with an appreciation for the
value of the services you huve received. Please understand that payment of your bill is considered a pant of vour
treatment. Accordingly. we ask all of aur patients to pay for their services at the time the services are rendered.
The following statement explains our Financial Policy which we ask you to read. sign and return 10 us prior to
vour treatment. A copy will be provided 1o you upon request.

All patients should provide accurate and complete personal and insurance information prior to being seen by the
doctor.

All applicable co-pays. personal balances. both current and prior. are duc a1 time of service.

We accept cash. check, Visa, Master Card. American Express. and Discover.

Regarding Insurance

We participate with most insurance plans, including Medicare, For some other insurance we aceept assignment
of benefits but in all cases we require that the guarantor, the person wha is linaneialty responsible. is personally
fiable for all bulances not covered by insurance, 11 you are notinsured by o plan we do business with, payment
in full is expected at cach visit. 11 you are insured by a plan we do business wilh, but don’t have an up-to-date
insurance card, it may twke some time 1o oblain verification of your coverage. We must obtain a copy of your
driver’s license and current valid insurance o provide prool ol insurance., It is your responsibility to understand
and comply with any predetermination of benefits or referral requirements. Please be aware that some, and
perhaps all. of the services provided may be non-covered services or may not be considered medically
necessary under the Medicare Program or by other medical insurance companies. You must pay for these
services in ull at the time of visit

The introduction ot high deductible policies has made it difticult 10 estimate all churges at the time of your visit.
We now have available Electronic Drafis or Credit Card on Account Options. You simply execute an
authorization form and the payment for your services received at our office will be dralied from your checking
account or billed directly to vour credit card. We will not be able 10 aceept debit cards when utilizing this
option. For those of you dusiring payment programs. a serics of drafls can be arranged.

By offering this new pavment service, we help vou aveid the time and hassle involved in receiving statements
and issuing checks 1o settle your account. Please inquire at our front desk about how you can establish and
Electronic Dralt or Credit Card on Account program with our office.

9191 R.G. Skinner Parkway, Suite 402 * Jacksonville, FL 32256
1411 South 14th Street, Suite A * Fernandina Beach . FL 32034
904-642-9001 » Fax 904-642-9150



Usnal und Customary Rates

We are committed to providing the best treatment lor our patients and we charge what we believe to be
reasonable and customary fees for our region and specialty. 11 your insurunce company uses a different fee
schedule. you will be responsible for any balance remaining.

Claims Submission

We will submit your claims and assist you in any way we reasonably can to help gel your claims paid. Your
insurance company may need you to supply certain information directly. It is your responsibility to comply
with their request. Please be aware that the balance of your claim is your responsibility whether or not your
insurance company pays your claim. Your insurance benefit is a contract between you and your insurance
company: we are not party to that contract. If your insurance company does not pay your claim within 45 davs.
the balance will automatically be billed to you.

Coverage Changes

I[ your insurance changes. please notify us belore your next visit so we can make the appropriate changes to
help you receive your maximum benefits. If your insurance company does not pay your claim within 45 days,
the balance will automatically be billed to vou.

Misscd Appointments/ No Show Policy:

Unless canceled at least 24 hours in advance, our policy is to charge $25.00 for 1 missed appointment,
Please help us to serve you hetter by keeping scheduled appointments, This fee is not covered by
insurance so it will be your personal responsibility.

Past Due Accounts

Accounts are considered past due atter 90 davs. Patients who are sent additional statements will have a
statement handling fee of SIS charged to cach statement, Overdue uccounts will he referred to a
collection agency along with the issuance of a 1099 to the IRS for cancellation of a debt, Fecs that we pay
to sccure past duce balances will be added to your account. Once an account has been referred to
collections, First Coast Allergy and Asthma will terminate the paticent relationship and only continue
services for thirty days (30) for emergencies and only on a cash basis,

Co-Payments and Deductibles

All co-pays and deductibles must be paid at time of service. This arrangement is part of your contract with your
insurance company. Failure on our part to collect co-payments and deductibles from patients can be considered
fraud. Please help us in upholding the law by paying your co-payment at each visit. If co-pay balances are not
paid on date of service a $10.00 fee will be charged to your account. This Iee is nor covered by insurance so it
will be your personal responsibility.



Returned Checks

For checks returned to us as unpaid by your bank, we will charge 2 $30,00 fee, Our policy is that once a
checek has heen returned further services must be paid using eredit card, money order, or cash.

Medication Refills

Prescription medication is vital to maintaining proper physical and mental well-being of our patients. In all
possibilities. provide us time by contacting your established pliarniacy and lave them fux the reguest 1o onr
office within 3-5 days prior to running out of any medications. Refills called into the oflice take 24 hours to
process. This will assist us in better serving you and attending 1o those requiring assistance with their scheduled
appointments or medial emergency.

Rourine Medications

Prescriptions will be re-written every six (6) months with a follow-up appointment, This will assist with
proper health maintenance issues and control of any chronic condition.

Medical Records

All of our patient records and x-rays are kept conlidential. By law. we are required to keep the original medical
records and Xx-rays in our possession for scven years. Copies may be lurnished to you when you request them in
writing with exception to state law. Our policy requires 48 hours advance notice for preparation of copies, as
well as, prepayment for those copies. Our charge is in accordance with Florida [aw Chapter 64B8-10, Medical
Records Relention, Disposition & Reproduction, Statute 64B8-10.003 which state the following:

A. Any person licensed pursuant to Chapter 438, F.S., required to releuse copics of patient medical
records may condition such releasc upon payment by the requesting party of the reasonable costs of
reproducing the records:

B. Reasonable cost of reproducing copics of written or typed documents or reports shall not be more
than the following
(1) For the first 20 pages. the cost shall be $1.00 per page. For each page in excess of 20 pages,
the cost shall be $0.25 cents each.

C. Reasonable cost for reproducing x-rays and such other special kinds of records shall be the actual
costs. The phrase “actual costs™ meuns the cost of the malerials & supplies used to duplicate the
record. as well as the labor costs and overhcad costs associated with such duplication.

For further information about the law stated above. please contact the Florida Board of Medicine at
(850) 488-0595.



Consent for Medical Treatment

I am the patient or the patients duly authorized representative. and do hereby voluntarily consent to and
authorize carc ecncompassing all diagnostic and therapeutic treatiment regimens necessary in the judgment of my
provider, for myself, my minor child, or other. | am aware that the practice of medicine is not an exact science.
| acknowledge that no guarantees have been made 1o me as a result of treatments or performed examinations.

| have read this form completely, have had the opportunity to ask questions. and have buen fully informed as to
the contents of this agreement.

1 do hereby authorize the release of medical information necessary (o file a claim with my insurance company
and assign benefits otherwise payable to me, to FFirst Coast Allergy and Asthma,

Signature of patient or responsible party Witness Signature Date



Notice uf Privacy Practices
FIRST COASTALLERGY AND ASTHIMA

TTHS SOTHCE DESCRIBEN HOW MEDICAL INFORMATTION ABGUT YOU MAY U USED AND DISCLOSED AND HOW YOU CAN GET ACCESS
TO THIS INFORNATION, PLEASE REVIEW ' CARLFULLY,

I you have any yuestivos whout this Sutice please cuntuel nur Privacy Oficiul,

At Fist Coast Allerpy and Asthma, we are commilied 10 proteeting und preserving your privacy. We understand that health information about you is personul and that
you are concemed over how it is used. This Notice of Privacy Prociices describes:

. how the health care professionals, stall, aimployees, students, irainces, volunteers and certain assaciates of First Coast Allergy and Asthma may
use and disclose your proiected health information 1o camy out reatmuent, payment and health care operations and for other pumposes that arc
permirtied oc teyuired by law; and

vour rights 10 access and control your prutected health information,

“Protected bealih information”™ is information about you that relules o yur past, prsent or fulure physical or mental health of condition and related health care
serviees, nnd that includes demographic information thar may identily you. e terms of this Nutfce upply 10 4l records containing your protected health
informatiun that are crewted ur retuined by our practice, ’

\We are required by federal law to maintain the privacy of your protected health information, as described in this notice. We are also required 10 provide »ou with and
abide by the terms of this Notice of Privacy Practices, We may change the weims of this Notice of Privacy Iractices at any time, and the new Natice of Privacy
Practices will be effective for all protecied health informution that we maintain ar that time, Upon your request. we will provide you with any revised Notice of
Pn\"aq Practices by the office and requosting that a revised copy be sent 1o you in the mail ur a~king for one at the time of your next sppointment. We will a1 all
times keep a copy uf the most current version of this Notice pusted inay isible location in our ullices,

I, HOW FIRST COAST ALLERGY AND ASTHNA USES AND DISCLOSES YOUR PROTECTED HEALTININFORMATION
Ao Permitted Uses and Dischisures of Protected Healib Informationg

Once FIRST COAST ALLERGY AND ASTHMA has provided you with this Netice, and you have had the chance to achnowiedge that you have recvived it First
Coast Allergy and Asthma may use ot disclose your protected health infunmation as described in this Section 1. Your protected health information muy be used and
discloscd by your physician, our atlice stalf and others outside of'vur office that are involved in your care and treatmen lor the purpose of providing heatth care
services (o you. Your protected health information may alsa be used ind disclosed to pay your health vare bills und 10 support the operation of the physician®s
practice, Follmving are examples of the 1ypes of uses and disclosiees uf your protected health care information that the physician®s ofTiex is permined o make, These
examples are not meant to be exhaustive, but 10 describe 1he 1ypes of nses and disclosures that imay he made by vur oiliee,

Treatments We will use and disclose yout protected health infurmistion to provide, coordinate, ar manage your health care and any sclated services. This includes the
coordination or management of your health care with a third pany 1hat has already obtained your permission 10 have uccess 1o your protecied health information. For
example, we would disclose your pratected health information, as necessary, to e home health agency that provides core 10 yuu. We will also disclose protecied health
information to other physicians who may be treating you. For example, your proiected health informativn may be provided to a physician 1o whom you have been
referred 1o ensure that the physician has the necessany informatiun to diagnose of Ircat you. In additian, we may disclose your protected health information from tme-
to-time 10 another physician or health cane provider (e.g.. a speciatist or lsboraton ) who, at the request of your ph}mu.m beconies involved in your cane by providing
assistunce with your health casre diagnonis or tcatment 1o your physician,

I"ayment: Your peotected health infurmation will be used, ns needud, to abiain payment fur your health care services, This nuy include centain activities that yous
health insurance plan may undenahe buelure §t approves or pays lir the health care services we recomnicnd for you such ws; making a determination of cligibility of
coverage for insurance benelits reviewing senvices provided 10 you lor medizal nesessity, and undenaking wiilization revicw activities. For example, obtaining
approval for 2 hospital stay may require that your relevant protected health information be disclosed ta the health plun (o obiain approval for the hospital admission.

iealtheare Operationss We may usc ar disclose, as-necded, yonr protected health information in order 1o support the business activities of First Coast Allergy and
Asthma. These activities include, but wre not limited to, quality nssessatent activities, emplayee review activities, training of medical students. licensing. cenain
limited marketing activities, and conducting or arranging for other business activities, For cxample, we may disclose your protected health information to medical
school students that see patients at our ofTice, In addition, we may use a signein sheel at the registration desk where you will be asked to sign your name and indicate
vour physician, We may alsu call yuu by name in the waiting roum when your physician is ready 10 see you, We will share your protected health infonnation with
third pany “husiness associates™ that perform various nctivities (.., billing, transeription senvices) lor the practice. Whenever an arrangement hetween our ollice and
a business associate involves the use or disclosure of your protected headth information., we will uve w writien coniract that containg terms that will protect the privacy
of your provecied health information.

Health-Related Benelits and Services: Freatment Optionss We may use and disclose protecied health information about yuu to inform you of other health-related
services or henefits offered by our practice or an afTiliated organization that may be of inerest 10 you. of to provide you with information about polential treaiment
uptions or altematives that may be of inferest 10 you. We may also usc and disclose your protected health information for other limited marketing activitics « for
example, your name and address may be used 1o send you u newsletier about our practice and the services we oflter, We may also send you informalion about products
or services that we believe may be benehicial 10 you. Yor sy cominet nur Privacy Official 1o request that these materials not be sent to you,

Fundrulsing Activitiess We may use o discluse your demographic informtation and the dates that you received treatiment trom your phasician, as nevessury, in order
10 contiiet you for fundralsing activitics supported by vur oilice, {fvou du not watt 1o receive these materiuls, please contuct onr Privacy Official innd nequest that
these findratsing materiuls not be sent 1o you.

Appointment Heminders:  We may use and disclose your prolecied health information, as nucessary, in contacting and reminding you of your upcoming
appointneniys),



. Uses und Disclesures of Protecied Health Informatinn Bused upon Your Written Authnrization

Other uses and disclosures of your protecied health information wili be made only with your written authorization, unless othenvise permitted or teguited by law as
deseribed below, You may ~evohe this authorization, at any tinw, in wiiting. exeept 1 the extent that your physician or First Coast Allergy und Asthaa has 1aken an
action in reliance on the wse or disclosure indicated in the suthorization,

[ Otiier Permitted and Reguired Lises and Disclosures That Nay Be Alade With Your Authorization ar Opporiunity to Ohject

We may use and disclose vour protected health information in the following instances. You have the opportunity 1o spree of ohject to the use or disclosure of all or
part of your protected health information. 1 you are not present or ablc to agree ¢f object 10 the use or disclosuns of the protected health information, then your
physicinn may, using professional judgment, determine whethier the disciosure is in yuue best interest, In this cuse, only the protected health information that is
retevant to your health care will be disclosed.

Family, Friends and Others Insnlved in Your Healtheare: Unless you object we may discluse to a member of your family, 3 refatis ¢, 3 close frivnd or any other
person you identify. your protecied health information that directly refates to that person’s involvemenl in your health cire, I you are unable 10 agree ur object o such
a disclosute, we may disclose such information as necessany if'we determine tha it is in your best interest hased an aur professional judgment, We niy use or disclose
proiceted health information to nutify or assist in notifving a famity membyt, personal representative of any ather person that is responsible for your care of your
tocation. general condition er death, Finally, we may use or disclose your protecied health informatiun to an authorized public or private entity to assist in disaster
relicf cNuns and to coordinate uses and disclosures 1o family or ether individuals involved in your healih care,

Emergenciess We may use ot disclose 3 our protecied health information in an emergency treatment situation. If this happens, your physician shall iry to provide you
with this Nutice as soon as reasonably practicable alter the delivery of trvatment. If your physician or another physician within First Coast Aliergy and Asthma is
required hy law fo treat you and the physician has attempted 1o pruvide you with this Noutice but is unable to du so, e of she may stiil usc of disclose your protected
health information to treat you,

n. Other I'ermitted and Required Uses and Disclosnres That May Be Made Without Your Cansent, Authorization or Oppartunity 1 Object

We may use of disclose your protecied healih information in the fullowing situations without your authurization or upportunity to object. These situatinng include:

Hequired By Law: We may use or disclose your protected healih information 1o the enient that the use of disclosure is required hy law, The use or disclosure will be
made in compliznce with the law and will be limited to the relevant requiremients of Ure Taw. You will be notified, s required by 1aw, of any such uses or disclosures.

fublic Neniths We may disclose your protected healih fnformation for public health activitics and purpases 1o a public health authority that is permitied by law to
collect ur receive the information, The disclosure will be made for the purpose of controfling discase, injury or disabitity. We may also disclose your protected health
informativn, if directed by the public health authority. to a foreipn govermment @ency that is collaborating with the public health authority.

Communicable Discatess We muy disclose your protected health information, f authorized by law. 10 a person sho may have been oxpesed (0 a communicable
discase or may atherwise be at risk of contracting or spreading the discase or coedition.

Health Oversights We may disclose protected health infomution 1o  healih aversight apency for activitics authorized by law, such as audits, investigations, wid
inspections, Oversight agencies secking this information include povemment agencics that oversee the health case sysiem, gosemment benefit programs, other
government regulittony” programs and civil rights lans.

Abuse ur Negleet: We may disclose your protected health infoemation t a public heatth authority that is sutherized hy law ta receive repornts of child abuse or
acglect. In nddition, we may disclose your protecied health information if we befieve that you have been u victim of ubuse, neglect or domestic violence 1o the
governmental entity or agercy authorized to receir ¢ such infurmation. In this case. the disclosure witl be made consisient with the requirements of applicable federal
and state faws.

Food and Drup Administratfons We may disclose yuur protected health information to a person or company required by the Food and Drug Administration to report
advierse events, producl defects or prohlems, biologic product deviations, track products; 1o enable product recalls; to make repairs of replacements, o to conduct post
marketing sunvaillance, as required.

Legal Proceedings: We may disclose protected health infarmation in the course of uny judicial or administrative proceeding, in response to an order of a court of
administaitive tribunal (10 the ¢tent such disclosure is expressly authorized). in conain conditions in response o u subpeena, discevery request ar vther fawful
process.

Law Enforcements We may alsa disclose protecied health information. so lonz as applicable lepal requirements are met, for law enforcement purposes. These law
cenforcenicnt purposes include (1) legal processes and otherwise required by lav, (2) limited information requests for identification and location purpuses, (3)
penaining 1o victims of a crime, (4) suspicion that death hos oceurred s o resull of eriminal conduct, ($) in the even that a crime oceurs on the premiscs of the
practice. and (6} medical emergency (not on the Practice’s premises) and it is likely 1hat a crime has occurred,

Caroners, Funeral Directars, und Organ Donatiun: We miay discluse protected health information 1w a eorencr ur medical examiner for identilication pumosvs,
Jetermining cause of death or for the coroner of medical examiner (o perform othet dutics authorized by law. We miry also disclose protected health information 10 a
funcral ditccior, as authorized by law, in order to permit the funeral director to camy out their duties. We miay disclose such information in reasonable anticipation of
dJeath, Praieeled health infornation may be used and disclosed lor cada cric ofzzn, ¢y of lissue donation purposes.

Research: We may use and disclose your protecied health infunmation for research purpoeses in centain limited circumstances. We will obtain your wrilten
authurization to use vour pretected health information for resvarch purpases. except when the Internal Reviese Board ot Privacy Board has determined that a waiver of
your authorization mevts cenain erteria 1o ensure the privacy of your protected health information.

Criminal Aciivitys Consistent with applicable federal and state faws, we may disclose your protected health information, if we believe that the use ur disclosure is
necessary tu prévent or fessen a serious and imminent threat 1o the healih or safety of a person or the public. \We may also disclose protected health information if it is
necesyiry for law enforcement authoritics 10 identify or apprehend an individual.



Military Activiey and National Securitys When the appropriute cunditions apply, we may wse or disclose proteeied health information of individuals who ane Armed
Forces personned (1) for aciivities deemed necessary by approprinte military command amthorities; (2} tor the purpose of a determination by the Department of
Veterans Affairs of your cligibility for benefits, ur (3) 1o Toreign military authority if you ane a member of that Tureipn mikitary senvices, We nray also disclose your
protecied health information 10 authorized federal ofTiciuls for conducting national security and intelligence activitics, including fue the provision of protective
senices to the President or athens legally authurized,

Waorkers” Cumpensations Your protected health informaion may be disclosed by us as authorized 10 comply swith workers® compensation faws and other similar
fegally-cstablished programs.

Inmatess We may usc of disclose ywure protecied health infurmation iF you are an inmate of a correctional facility und your physician created or received your
protecied health information in the course of providing care 1o you,

Required Uses nnd Disclosurest Under the faw, we must make disclosures 1o yod and when required by the Sveretury of the Department of | ealth and Human
Services 10 invesiigate or determing vur compliance with the requitements uf Section 164,500 et, sey.

2. YOUR RIGHTS
Following is a statement of your rights with respect 10 your protected healih information and a hricf description of hiow you may exercise these rights,

You have the ng.hl 10 inspect and copy your protecied health information, This means you may inspeel and obiin a copy of protected health information about you
that is contained in a designated record st for as long as we mainlain the protected health informatian, A “designated record sel” containg medical and billing recotds
and any other records that your physiciun and Firnl Coast Allergy and Asthma uses for making decisions about vou,

Under federal law, however, you may not inspect or copy the folluwing records; psychotherapy nules, infunmition compiled in reasonable amicipation of, or use in, 2
civil. criminal, or adminisicative action or procevding. and protected health information that is subjeet to law that prohibits access to protected health information,
Depending on the circumstances, a decision to deny uccess may be reviewable, In some cireumstances, you may have i right to have this decision reviewed. Qur
Practice may charge a fee for the costs of copying. ma:lmg. labor and supplies associated with your reguest, Please contact our Privacy Official if you have questions
about access to your medical records,

You have the right 1o request a restriction af your protected healil information, This means you may ask us not to usc e disclose any part of your proiccted health
information for the purpases of treatmienl, payment or healtheare operativns, You may also request that any past of your protected health information nut be disclosed
to family members ar fricnds who may be involved in your care ur for notification purposes as deserihed in this Notice of Privacy Practices. Your request must stafe
the specific restriction reguesied and 1o whom you want the restriction to apply. First Coast Allergy and Asthma is not requircd to apree 10 3 restriction 1hat you may
requesl, IF your physician believes it is in your best interest Lo permit use and disclosure off your pratected health inlonnaion, your protected heatth inlormation will
not be restricted. 1f Fint Cowst Allergy and Asthing docs agice to the requested restriction, we may nel use or disclose your protected health information in violation
of that rstriction unless 71 is needed to provide emurgency wreatment or it is required by law, With ihis in mind, pleitse discuss any eestriction you wisl 10 request with
your physician. You may request a restriction by putting your request in writing, insluding a detailed description of your requested restriction, and presenting it to our
Privacy Oficial and to your physiciun.

You have the right 1o request 1o reecive confiduntial communicalions frem us by alicrnative means or at an aliemative lucation, We will accommodale reasonable
requests, \We may also condition this accommodalion by nsking you for information as o how payment will be hundled vr specification of an aliemative address or
other method of contact. We will nod request an explanition frant you as to the basis for the request, Please make this request in writing to our Privocy Oflicial,

You may have the right 1o have your physician amend your protected health information. This means you may request an amendment of predected health information
about vou in a designated record set (ur as long as we maintain this informaiion, In certain cases, we may deny your request for an amendment, I we deny your
request for amendment you have the right w file a statement of disagreement with us and we may prepare o rebutial to your stalement and will provide you with a
copy of any such rebutial, Please cuntact our Privacy Oficial to determine if you have questions abowt amending your medicat record,

You have the righi 1o receive an accounting of cortain dlsclosnres we have made, i any, of your protecicd heulth infurmation, This right applivs to disclosures
for purposes other than treatment, payment or healthcare operations as described in this Notice of Privacy Praciices. However, there are certain disclosures that we are
not rcquir:dm and will not, include in such accounting. including disclosures we may have made to you, tor a fucility dircstory, to family members or (ricnds
involved in your care. or for nolification purposcs, You have the right 10 reccive specitic information ugardmg these disclosures that occurred afler April 14, 2003,
You may request a shorter timeframe. The right to receive this information is subject 10 centain exeeptions, restrictivns und limitations.

You have ihe right to obtain a paper copy: of this nolice fram us, upon reyuest, even if You have agreed to irccept this notice clectronically

3. COMPLAINTS

You may complain te us o to the Scerctary of Health and Human Services i you believe your privacy rights huve been vivlated by us. You may file a complaim with
us by noufvmg our Privacy Official of your complaint, We will not retaliate against you fur filing a complnml You may contact our Privacy Official, at 123/456-7890

for further information about the complaini process.

This notice was published and hecame effective on April 14, 2003,



FIRST COAST ALLERGY AND ASTHMA

Acknowlicdgment of Receipt of Notice of Privacy Practices

| hereby acknowledge that | have been provided with a copy ol FIRST COAST
ALLERGY AND ASTHMA Notice of Privacy Practices (the “Noticc™). The Notice
contains information regarding potential uses and disclosures of my protected health
information (as that term is defined under the Health Insurance Portability and
Accountability Act of 1996 “HIPAA™) that may be made by the Practicc. and of my
rights and the Practice’s legal dutics with respect to my protected health information. |
have had the opportunity to review the Notice and take a copy with me if | so choose.

Patient’s Name

Patient’s Signature

Date

IF PATIENT REFUSES TO SIGN ACKNOWLEDGEMENT, COMPLLTE THIS
SECTION:

Patient refuses to sign Acknowledgement. FIRST COAST ALLERGY AND
ASTHMA made the following efforis o attempt to obtain a signature from the patient:

Signature of Practicc Employee

Signaturce of Chief Privacy Official



NAME DATE

Please complete the following questions as completely as possible if you have chronic nasal
symptoms or breathing difficulty. If not, please skip this section.

SECTION ONE
Have you been diagnosed with asthma? Allergic rhinitis? Eczema?
Please circle symptoms you have experienced.
sneezing runny nose nasal stuffiness drip in throat throat clearing cough
sore throat itchy eyes watery eyes  itchy nose  itchy ears  ear fullness itchy throat

How long have you had these symptoms?

Are your symptoms present throughout the year?

Are your symptoms worse during the spring, summer, fall, or winter?
Are your symptoms worse upon awakening, at night, or during the day?

Please circle any triggers for your symptoms.
trees grasses weeds dust cats dogs mold perfume cigarette smoke
changes in weather being indoors being outdoors

Please circle any medications you have tried. Place a check by the ones that have helped.
Claritin Allegra Clarinex Zyrtec Xyzal Benadryl Flonase Nasonex Rhinocort
Nasacort Veramyst Omnaris Beconase Astelin  Astepro Patanase Singulair Atrovent
Afrin  Patanol Pataday Optivar Zaditor Sudafed Tylenol Cold and Sinus

Advil Cold and Sinus  Guaifenesin (Mucinex)

Have you ever had allergy testing? If so, what were you allergic to?
Have you ever had allergy shots and for how long? Did the shots help?
Please describe any reactions, if any, to your prior allergy shots.

Please circle symptoms you have experienced.
shortness of breath  chest tightness wheezing cough waking up at night short of breath
easily tired or coughs with exercise
How long have you had these symptoms?
Are your symptoms present throughout the year?
Are your symptoms worse during the spring, summer, fall, or winter?
How often do you have these symptoms during the daytime?
days each week daily  rarely
How often do you have these symptoms at night? nights each week rarely

Please circle any triggers for your symptoms.
trees grasses weeds dust cats dogs mold perfume cigarette smoke
changes in weather exercise cold weather colds or sinus infections

How many times have you been in the emergency room for difficulty breathing?

Last emergency room visit was

How many times have you been prescribed steroids by mouth or given a steroid shot for
difficulty breathing? Last time



When was your last chest X — ray? Last breathing test?

Please circle any medications you have tried and place a check (¥ ) by the ones that have helped.
albuterol or Xopenex - Over the past month, how many times did you use albuterol?

Advair Diskus — strength ( /50) Advair HFA -strength (  /21)

Symbicort - strength(  /4.5) Asmanex Flovent Pulmicort ~ Azmacort
QVAR Alvesco  Singulair

SECTIONTWO

Have you been diagnosed with reflux?

How often do you now have heartburn?

How many times each year do you have sinus infections?

When was your last sinus infection?

Please circle your typical symptoms during a sinus infection:

colored nasal discharge  dry cough cough productive of yellow or green mucus  tenderness
around eyes / over forehead / along bridge of nose

How many times have you been given antibiotics over the past year for sinus infections?
Please circle the antibiotics you have been prescribed:

Augmentin Amoxicillin - Omnicef  Z-pack Biaxin Levaquin Avelox Other
How many days are you usually prescribed antibiotics? 5 7-10 14 21

Do your symptoms resolve with antibiotics (please circle)? Yes No

When was your last sinus CT scan?

What did it reveal?

Have you had any reactions to the following? Ifso, please provide details.
Medications

Foods

Insect bites / stings

Rubber products

Please list below any other health conditions or surgeries.

Please list your medications.

Has anyone in your immediate family (parents, brother, sister, kids) been diagnosed with allergic
rhinitis, asthma, or eczema?



If so, tell us which family member(s) have these conditions.

SOCIAL / ENVIRONMENTAL HISTORY

Pets: Dogs (how many? ) Cats (how many? _ ) Other pets: (how many? )
Location of pets: inside outside sleep in bedroom

Is your bedroom carpeted? Yes No

Do you have any mold or water damage in your home? Yes No  If yes, where?

Do you see standing water (e.g. puddles) frequent in your yard?

Do you live near a river, pond, or marsh? Yes No Ifyes. please specify.

Please list any particular trees in your yard or neighborhood.

Do you smoke tobacco? Yes No If yes. how many packs do you smoke daily?

How long? years

Have you ever smoked? Yes No Ifyes, when did you stop smoking? (year)
How many packs did you smoke daily? How long? _ years

Does anyone smoke inside your home? Yes  No

What type of work do you do (for adults)?

Is something at work making your symptoms worse? Yes No

If yes, please tell us.

If your young child is being seen today, could you tell us if he/she attends daycare or school? Yes No

Do you have an air cleaner in your home? HEPA  lonizer or electrostatic device
Where is it located?

General:
Skin:

GI:

Heart:

REVIEW OF SYSTEMS
Please circle if you have experienced any of the following.

Excessive fatigue, unexplained weight loss, loss of appetite, dilficulty sleeping, unexplained fever
Recurrent rash, moles that have changed in size. shape, or color, patchy hair loss, persistent itching,
dry skin

Ulcers, frequent indigestion, frequent nausea and vomiting, frequent heartburn, black or bloody
stools. frequent diarrhea, gallbladder discase, liver disease

Heart attack. chest pains, palpitations, heart murmur, ankle swelling, difficulty with exertion

Eyes / ENT:Loss of hearing, prolonged roaring or ringing in the ears, disturbance of vision, hoarseness,

Urinary:
GYN:

Rheum:
Nervous:

difficulty swallowing, glaucoma or cataracts, frequent eye irritation, significant dental problems,
nasal polyps, chronic sinus infection

Difficult or painful urination, frequent night urination, recurrent bladder or kidney infections,
kidney stones, prostate trouble (men), venereal disease

Unusual or excessive vaginal discharge, usc birth control pills, last period was . irregular
pap smear

Hot. swollen or painful joints, gout, bursitis, frequent back pain, fracture or injury

Frequent or severe headaches, unexplained dizziness or vertigo, loss of consciousness, head injury,
loss of feeling, seizures or tremors, stroke

Psychiatric:Frequent anxiety or tension, unexplained changes in mood, prolonged periods of feeling depressed,

difficulty concentrating, personal problems that cause great concern, have you had psychiatric
help?



PLEASE ANSWER THE FOLLOWING IF YOU HAVE BEEN DIAGNOSED WITH
ECZEMA OR OFTEN HAVE RED, DRY, AND ITCHY SKIN.
IF NOT, PLEASE SKIP THIS PAGE.

How long have you had eczema? From birth Began vears ago Never been diagnosed
What areas of your body are affected?
face neck elbows knees back stomach arms legs other

What soap do you use? Do you use a moisturizer? Yes No

Do you apply the moisturizer immediately after bathing? Yes  No
What type of moisturizer? Avceno Eucerin Aquaphor  Vanicream  Other
How often do you use the moisturizer? Once daily Twice daily Once in a while

Do you use a steroid cream or ointment? Yes No Please name it.

How often do you use it? once daily  twice daily once in a while
Which medications have you tried? Claritin Zyrtec  Allegra Clarinex Xyzal Benadryl
Hydrocortisone  Triamcinolone Betamethasone Protopic  Elidel

Which of these medications seemed to help?

What seems to make the eczema worse? dust cats dogs foods other
Do any foods seem to make the eczema worse? milk  eggs soy  wheat fish  peanuts tree nuts
Have you ever had a reaction to a food? Yes No

If so, please describe these reaction(s).

Do you currently avoid any foods? Yes No
Please circle those foods which you or (if your child is being seen today, your child) avoid or have never tried
Milk eggs soy  wheat fish  peanuts tree nuts (walnuts, pecans, cashews, etc.)  shellfish

None Other (please name)

After birth, what type of feeding was given? Breastfed Bottle-fed (formula name )
When was the switch made to cow’s milk? months Never

What foods do you normally eat?




PLEASE ANSWER THE FOLLOWING IF YOU HAVE BEEN DIAGNOSED WITH HIVES
OR HAVE UNEXPLAINED RASHES OR SWELLING.
IF NOT, PLEASE SKIP THIS PAGE.

How long have you had these skin lesions? weeks OR months OR years

Please circle the appropriate answer.

I have these lesions: everyday once every week once every month  other
Are these lesions itchy? Yes No Are these lesions associated with burning? Yes No
Are these lesions raised? Yes No Have you had these lesions before? Yes No

How long does it take for a lesion on a part of your body (chest for instance) to resolve?
hours OR days OR weeks OR never went away
When the lesion finally goes away, is a scar left behind? Yes No

What shape are these lesions? Round Line-shaped Other, please describe

How big can the lesions get? Dime-sized Quarter-sized Larger than a quarter

List which parts of your body have been affected by these lesions. If present over your entire body,
write “all over.”

Please check (V) if you have had swelling of your lips throat eyes

Did you experience any shortness of breath? Yes No

What do you suspect may have caused the hives?

Have you taken any new medications recently? Yes No Please name them.

Do you currently take aspirin, ibuprofen (Advil, Motrin), or naproxen sodium (Aleve)? Yes No

If so, how often ?

Have you tried any new soaps or laundry detergents? Yes No Ifyes, please name them.

Please name the soaps or laundry detergents you are currently using.

Have you traveled outside of the country recently? Yes No

Has anyone at home or work had similar rashes and swelling? Yes No

Have you taken any over the counter or prescription medications to help treat your rash? Yes No
If yes, please circle the medications below.

Claritin Allegra Zyrtec Clarinex Xyzal Hydroxyzine (Atarax)  Benadryl
Prednisone Medrol Steroid injection Doxepin

Which of these medications seemed to help?




FIRST COAST

Sanjay Swami, MD
Alle[g/y and Asthma Board Certified Allergist

Dr. Swami strives to take care of all concerns in one office visit, however, due to
the complexity of some conditions/symptoms which may require an extensive
evaluation, we ask that you list the 2 most concerning problems to discuss with
him in order of priority.

o

9191 R.G. Skinner Parkway, Suite 402 e Jacksonville, FL 32256
1411 South 14" Street, Suite A @ Fernandina Beach, FL 32034
904-642-9001 ¢ Fax 904-642-9150



