
FIRST COAST ALLERGY AND ASTHMA 

 SANJAY SWAMI, MD 
Patient Information: This section refers to the PATIENT ONLY 

 

Social Security Number:                                           If Employed, Company:      
 

Last Name:       
 

First Name:        MI     Occupation:      
 

Nickname / Title:       Address:      
 

Address:                 
 

Zip Code: City:                           State:  __                    Zip Code:      
 

Home Phone: (   )                                 City/State:      
 

Work Phone: (   )        Ext        Marital Status:_________________________ 
 

Birth Date (mm/dd/yyyy):                          Sex:    Male    Female If Student:   Full-Time    Part-Time 

Medical Chart Number:________________                  Name of School:      
 

E-mail address ____________________________________________________  

 
 

Responsible Party: This section refers to the PERSON/PARTY WHO SHOULD RECEIVE THE BILL 
 

Relationship to Patient:    Self(skip to next section)      Parent       Spouse       Employer       Other:    
 

Social Security Number:       If Employed, Company:     
 

Last Name:        Jr., II,          
 

First Name:        MI   Address:      
 

Nickname / Title:       

Address:               
 

Zip Code:     City:     State:   Zip Code:      
 

Home Phone: (  )      City/State:      
 

Work Phone: (  )   Ext                 Marital Status: ________________________ 
 

Birth Date (mm/dd/yyyy):               Sex:   Male       Female  
       

Subscriber Information: This section refers to the PERSON IN WHOSE NAME THE INSURANCE IS LISTED 
 

Relationship to Patient:      Self(skip to page 2)      Parent       Spouse       Other:      
 

Social Security Number:       If Employed, Employer:     
 

Last Name:        Jr., II,          
 

First Name:        MI   Address:      
 

Nickname / Title:       

Address:               
 

Zip Code:     City:     State:   Zip Code:      
 

Home Phone: (  )      City/State:      
 

Work Phone: (  )   Ext   Marital Status:_____________________ 
 

Birth Date (mm/dd/yyyy):   Sex:   Male       Female  
  

 
 



Please ensure the office has a copy of your most recent insurance card(s) 

 

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

 

INSURANCE COVERAGE INFORMATION: Please show all numbers on your card(s). 
 

PRIMARY INSURANCE COVERAGE: 

 

Insured (Name on card)       Insured ID Number     

 

Insurance Co. Name:       Group/Member/Policy Number    

 

Address:        Effective Date:     

 

SECONDARY INSURANCE COVERAGE: 
 

Insured (Name on card)      Insured ID Number      
 

Insurance Co. Name:      Group/Member/Policy Number     
 

Address:       Effective Date:       

 

THIRD INSURANCE COVERAGE: 
 

Insured (Name on card)      Insured ID Number      
 

Insurance Co. Name:      Group/Member/Policy Number     

 

Address:       Effective Date:       
 

  
IN CASE OF EMERGENCY . . . .  

 

Name and Phone number of nearest relative (include relationship): 

 

                

Name and Phone        Relationship 

AUTHORIZATION TO PAY BENEFITS TO THE PHYSICIAN . . . . 
 

I hereby authorize the office of First Coast Allergy and Asthma to release any medical information required during the course 

of examination and treatment and permit payment directly to them any benefits due for their services rendered.  I recognize 

and accept responsibility for services rendered regardless of insurance coverage.  This includes but is not limited to 

coinsurance, copayment, deductible and non-covered services. 

                
Date      Signature of Patient and / or Guardian, if patient is Minor 

 

MEDICARE AUTHORIZATION 
 

I request that payment of authorized Medicare benefits be made either to me or on my behalf to First Coast Allergy and 

Asthma for any services furnished to me by that physician or supplier.  I authorize any holder of medical information about 

me to release to the Health Care Financing Administration and its agents any information needed to determine these benefits 

or the benefits payable  for related services. 

                
Date     Signature of Patient and / or Guardian, if patient is Minor 

 

How were you referred to the practice . . . 

 

  Dr.          Friend/Relative          Radio          Newspaper 
 

  Other:              

 

 

 



                                                           

Sanjay Swami, MD 

         Board Certified Allergist 
 

9191 R.G. Skinner Parkway, Suite 402 ● Jacksonville, FL 32256 
300 Kingsley Lake Drive, Suite 402 ● St. Augustine, FL 32092 
1411 South 14

th
 Street, Suite A ● Fernandina Beach, FL 32034 

www.firstcoastallergy.com 
904-642-9001 ● Fax 904-642-9150 

 

FINANCIAL and FACILITY POLICY 

 

 

Thank you for choosing First Coast Allergy and Asthma as your healthcare provider.  We 

are committed to providing the best medical care possible.  We hope you will leave our 

practice with an appreciation for the value of the services you have received.  Please 

understand that payment of your bill is considered a part of your treatment.  Accordingly, 

we ask all of our patients to pay for their services at the time they are rendered.  The 

following statement explains our Financial Policy which we ask you to read, sign and return 

to us prior to your treatment.  A copy will be provided to 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 due at 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 accept assignment of benefits but in all cases we require that the guarantor, the person 

who is financially responsible, is personally liable for all balances not covered by insurance.  

If you are not insured by a plan we do business with, payment in full is expected at each 

visit.  If you are insured by a plan we do business with, but don’t have an up-to-date 

insurance card, it may take some time to obtain verification of your coverage.  We must 

obtain a copy of your driver’s license and current valid insurance to provide proof of 

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 full at the time of visit.   

 

The introduction of high deductible policies has made it difficult to estimate all charges at 

the time of your visit.  We now have available Electronic Drafts or Credit Card on Account 

Options.  You simply execute an authorization form and the payment for your services 

received at our office will be drafted from your checking account or billed directly to your 

credit card.  We will not be able to accept debit cards when utilizing this option.  For those 

of you desiring payment programs a series of drafts can be arranged.  

 

By offering this new payment service, we help you avoid the time and hassle involved in 

receiving statements and issuing checks to settle your account.  Please inquire at our front 

desk about how you can establish Electronic Draft or Credit Card on Account programs with 

our office.  

 



                                                           

Sanjay Swami, MD 

         Board Certified Allergist 
 

9191 R.G. Skinner Parkway, Suite 402 ● Jacksonville, FL 32256 
300 Kingsley Lake Drive, Suite 402 ● St. Augustine, FL 32092 
1411 South 14

th
 Street, Suite A ● Fernandina Beach, FL 32034 

www.firstcoastallergy.com 
904-642-9001 ● Fax 904-642-9150 

Usual and Customary Rates 

 

We are committed to providing the best treatment for our patients and we charge what we 

believe to be reasonable and customary fees for our region and specialty.  If your insurance 

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 get 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 with 45 days, the balance will automatically 

be billed to you.  

 

Coverage Changes 

 

If your insurance changes please notify us before 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 you.  

 

Missed Appointments/No Show Policy 

 

Unless canceled at least 24 hours in advance, our policy is to charge $25.00 for a missed new 

patient or follow-up appointment, and $50.00 for a missed skin-test appointment.  Please help us 

to serve you better 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 after 90 days.  Patients who are sent additional statements can 

have a statement handling fee of $15 charged to each statement.  Overdue accounts will be 

referred to a collection agency and patients can also be issued a 1099 which will be reported to 

the IRS for cancellation of debt.  Fees that we pay to secure past due balances will be added to 

your account.  Once an account has been referred to collections, First Coast Allergy and Asthma 

will terminate the patient 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 fee is not covered by insurance so it will be 

your personal responsibility.  



                                                           

Sanjay Swami, MD 

         Board Certified Allergist 
 

9191 R.G. Skinner Parkway, Suite 402 ● Jacksonville, FL 32256 
300 Kingsley Lake Drive, Suite 402 ● St. Augustine, FL 32092 
1411 South 14

th
 Street, Suite A ● Fernandina Beach, FL 32034 

www.firstcoastallergy.com 
904-642-9001 ● Fax 904-642-9150 

Returned Checks 

 

For checks returned to us as unpaid by your bank, we will charge a $30.00 fee.  Our policy 

is that once a check has been returned further services must be paid using credit 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 pharmacy and have 

them fax the request to our office within 3-5 days prior to running out of any medications.  

Refills called into the office will take 24-48 hours to process.  Please make sure that you have 

your pharmacy telephone number when calling in a refill request.  This will assist us in better 

serving you and attending to those requiring assistance with their scheduled appointments or 

medical emergency.   

 

Routine 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 confidential.  By law, we are required to keep the 

original records and x-rays in our possession for seven years.  Copies may be furnished 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 law Chapter 64B8-10, Medical Records Retention, Dispositions and 

Reproduction, Statute 64B8-10.003 which states the following: 

 

A. Any person licensed pursuant to Chapter 458, F.S., required to release copies of 

patient medical records may condition such release upon payment by the requesting 

party of the reasonable cost of reproducing the records: 

 

B. Reasonable cost of reproducing copies of written or typed documents or reports shall 

not be more than the following 

 

a. For the first 20 pages the cost shall be a $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” means the cost of the materials and 

supplies used to duplicate the record, as well as the labor costs and overhead cost 

associated with such duplication.  

 

For further information about the law stated above.  Please contact the Florida Board of 

Medicine at (850) 488-0595. 



                                                           

Sanjay Swami, MD 

         Board Certified Allergist 
 

9191 R.G. Skinner Parkway, Suite 402 ● Jacksonville, FL 32256 
300 Kingsley Lake Drive, Suite 402 ● St. Augustine, FL 32092 
1411 South 14

th
 Street, Suite A ● Fernandina Beach, FL 32034 

www.firstcoastallergy.com 
904-642-9001 ● Fax 904-642-9150 

 

 

Consent for Medical Treatment 

 

I am the patient or the patients duly authorized representative and do hereby voluntarily 

consent to and authorize care encompassing all diagnostic and therapeutic treatment 

regimens necessary in the judgment of my provider, for myself, my minor child or other.  I 

am aware that the practice of medicine is not an exact science.  I acknowledge that no 

guarantees have been made to me as a result of treatments or performed examinations.   

 

I have read this form completely, have had the opportunity to ask questions, and have been 

fully informed as to the contents of this agreement.  

 

I do hereby authorize the release of medial information necessary to file a claim with my 

insurance company and assign benefits otherwise payable to me, to First Coast Allergy and 

Asthma. 

 

 

 

_________________________________  ______________________________ 

Signature of patient or responsible party  Witness Signature  Date 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Notice of Privacy Practices 

FIRST COAST ALLERGY AND ASTHMA 

 

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. 

             

If you have any questions about this Notice please contact our Privacy Official. 

 

At Fist Coast Allergy and Asthma, we are committed to protecting and preserving your privacy.  We understand that health information about you is personal and that 

you are concerned over how it is used.  This Notice of Privacy Practices describes: 
 

*  how the health care professionals, staff, employees, students, trainees, volunteers and certain associates of First Coast Allergy and Asthma may 

use and disclose your protected health information to carry out treatment, payment and health care operations and for other purposes that are 
permitted or required by law; and 

 

* your rights to access and control your protected health information.  
 

“Protected health information” is information about you that relates to your past, present or future physical or mental health or condition and related health care 

services, and that includes demographic information that may identify you.  The terms of this Notice apply to all records containing your protected health 

information that are created or retained 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 to provide you with and 
abide by the terms of this Notice of Privacy Practices. We may change the terms of this Notice of Privacy Practices at any time, and the new Notice of Privacy 

Practices 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 by 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.  We will at all 
times keep a copy of the most current version of this Notice posted in a visible location in our offices.  

 

1.  HOW FIRST COAST ALLERGY AND ASTHMA USES AND DISCLOSES YOUR PROTECTED HEALTH INFORMATION 

 

A.   Permitted Uses and Disclosures of Protected Health Information: 
 

Once FIRST COAST ALLERGY AND ASTHMA has provided you with this Notice, and you have had the chance to acknowledge that you have received it, First 

Coast Allergy and Asthma may use or disclose your protected health information as described in this Section 1. 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 uses 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 specialist or laboratory) 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 Operations: We may use or disclose, as-needed, your protected health information in order to support the business activities of First Coast Allergy and 

Asthma.  These activities include, but are not limited to, quality assessment activities, employee review activities, training of medical students, licensing, certain 

limited marketing activities, 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 will share your protected health information with 

third party “business associates” that perform various activities (e.g., billing, transcription 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 will protect the privacy 

of your protected health information.  

 

Health-Related Benefits and Services; Treatment Options:  We may use and disclose protected health information about you to inform you of other health-related 

services or benefits offered by our practice or an affiliated organization that may be of interest to you, or to provide you with information about potential treatment 

options or alternatives that may be of interest to you. We may also use and disclose your protected health information for other limited marketing activities - for 
example, your name and address may be used to send you a newsletter about our practice and the services we offer. We may also send you information about products 

or services that we believe may be beneficial to you. You may contact our Privacy Official to request that these materials not be sent to you.  

 
Fundraising Activities: We may use or disclose your demographic information and the dates that you received treatment from your physician, as necessary, in order 

to contact you for fundraising activities supported by our office. If you do not want to receive these materials, please contact our Privacy Official and request that 

these fundraising materials not be sent to you. 
 

Appointment Reminders:  We may use and disclose your protected health information, as necessary, in contacting and reminding you of your upcoming 

appointment(s). 
 

 



B.   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 First Coast Allergy and Asthma has taken an 

action in reliance on the use or disclosure indicated in the authorization.  
 

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

 
We may use and disclose your protected health information in the following instances. 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.  

 

Family, Friends and 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. If this happens, your physician shall try to provide you 

with this Notice as soon as reasonably practicable after the delivery of treatment. If your physician or another physician within First Coast Allergy and Asthma  is 

required by law to treat you and the physician has attempted to provide you with this Notice but is unable to do so, he or she may still use or disclose your protected 
health information to treat you. 

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

We may use or disclose your protected health information in the following situations without your authorization or opportunity to object. 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 

government regulatory programs and civil rights laws.  
 

Abuse or Neglect: We may disclose your protected health information to a public health authority that is authorized by law to receive reports of child 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. 

 
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:  We may use and disclose your protected health information for research purposes in certain limited circumstances.  We will obtain your written 

authorization to use your protected health information for research purposes, except when the Internal Review Board or Privacy Board has determined that a waiver of 

your authorization meets certain criteria 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 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 First Coast Allergy and Asthma uses for making decisions about you.  

 
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. Our 
Practice may charge a fee for the costs of copying, mailing, labor and supplies associated with your request. Please contact our Privacy Official if you have questions 

about access to your medical records.  
 

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. First Coast Allergy and Asthma is not required to agree to a restriction that you may 

request. If your 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 First Coast Allergy and Asthma 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 or it is required by law. With this in mind, please discuss any restriction you wish to request with 

your physician. You may request a restriction by putting your request in writing, including a detailed description of your requested restriction, and presenting it to our 
Privacy Official and to your physician. 

 

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 Official. 

 
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. 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 we may prepare a rebuttal to your statement and will provide you with a 
copy of any such rebuttal. Please contact our Privacy Official to determine 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. However, there are certain disclosures that we are 

not required to, and will not, include in such accounting, including disclosures we may have made to you, for a facility directory, to family members or friends 

involved in your care, or for notification purposes. 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.  COMPLAINTS 

 

You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us. You may file a complaint with 

us by notifying our Privacy Official of your complaint. We will not retaliate against you for filing a complaint. You may contact our Privacy Official, at 123/456-7890 

for further information about the complaint process.  
 

This notice was published and became effective on April 14, 2003.



FIRST COAST ALLERGY AND ASTHMA 

 

Acknowledgment of Receipt of Notice of Privacy Practices 

 

 

I hereby acknowledge that I have been provided with a copy of FIRST COAST ALLERGY 

AND ASTHMA (the “Practice”) Notice of Privacy Practices (the “Notice”).  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 Practice, and of my rights and the Practice’s legal duties with respect to my protected 

health information.  I have had the opportunity to review the Notice and take a copy with me if I so 

choose. 

 

 

_________________________________   

Patient’s Name 

 

 

_________________________________ 

Patient’s Signature 

 

 

_________________________________ 

Date 

 

IF PATIENT REFUSES TO SIGN ACKNOWLEDGEMENT, COMPLETE THIS SECTION: 

 

____  Patient refuses to sign Acknowledgement.  FIRST COAST ALLERGY AND ASTHMA. 

made the following efforts to attempt to obtain a signature from the patient:  

 

 

 

 

____________________________ 

Signature of Practice Employee 

 

____________________________ 

Signature of Chief Privacy Official 













                                                           

Sanjay Swami, MD 

         Board Certified Allergist 
 

9191 R.G. Skinner Parkway, Suite 402 ● Jacksonville, FL 32256 
300 Kingsley Lake Drive, Suite 402 ● St. Augustine, FL 32092 
1411 South 14

th
 Street, Suite A ● Fernandina Beach, FL 32034 

www.firstcoastallergy.com 
904-642-9001 ● Fax 904-642-9150 

 

 

 

 

 

 

 

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. 

 

 

1.____________________________________________________________ 

 

______________________________________________________________ 

 

______________________________________________________________ 

 

 

2.____________________________________________________________ 

  

______________________________________________________________ 

 
_________________________________________________________________________ 

 




