NORTH CYPRESS ¥
Internal Medicine and Wellness

NEW PATIENT REGISTRATION AND CONSENT FORMS

PATIENT INFORMATION

Last Name: First Name: Middle Initial:

Date of Birth: / / Age: O Female [ Male
Home Address:

City: State: Zip Code:

Martial Status: Name of Spouse/Partner (if applicable):

May we release medical information to your spouse/partner? OYes O No
Who is responsible for this account? Relation:

Do you have any dependent children signed up for the practice? OYes O No

If yes, please list their name(s):

CONTACT AND EMERGENCY CONTACT INFORMATION

Cell Phone #: Home Phone #:

Email:

Please indicate your preferred contact phone number (circle one): Cell Home
May we leave a detailed message at your preferred phone number? OYes O No
Do you check your email on a regular basis? OYes O No
Emergency Contact Name: Relation:

Cell Phone #: Other Phone #:

Additional Emergency Contact Name: Relation:

Cell Phone #: Other Phone #:

Do you have an immediate family member(s) who is highly involved in your care? OYes O No

Do we have permission to contact them with medical information? OYes O No

If yes, please list their name(s), relation(s), and phone number(s):

PLEASE TELL US:

Have you had a primary care provider(s) in the past 5 years? OYes O No

If yes, please list their name(s), address(es), and phone number(s) below:

How did you learn of our practice?

Whom may we thank for referring you?

Patient’s Name:

Signature: Date:




Ph: 281-807-5300
Fax: 281-807-5311
Drserna.com

Drenglund.com NORTH CYPRESS

Internal Medicine and Wellness

Insurance Information

Do you have Medical Insurance? O Yes O No

Name of Primary Insurer: ID# Group #

Who is the insured? (J Self () Spouse () Parent
Do you have secondary insurance (if yes, please fill out your secondary insurer information)? O Yes O No

Name of Secondary Insurer: ID# Group #

Are you covered by any of the following programs? () Medicare (] Medicaid () Workers Comp

ASSIGNMENT AND RELEASE

I, the undersigned have insurance coverage with the above company (s) and assign directly to North Cypress
Internal Medicine & Wellness all medical benefits, if any, otherwise payable to me for services rendered. I
understand that I am financially responsible for all charges whether or not paid by insurance.

[ hereby authorize the doctor to release all information necessary to secure the payment of benefits.

I authorize the use of this signature on all my insurance submissions. If my insurance changes in the future,
with my signature here I am as well agreeing to all provisions herein to apply to my new insurance carrier. |
also acknowledge that insurance is only a method of payment and that my policy may contain certain limited
and/or restricted guidelines for payments on various procedures which constitute ‘their’ reasonable and
customary limits. I agree to pay North Cypress Internal Medicine & Wellness for any charges denied and/or
remaining balance for professional services provided beyond the sums paid by my insurance carrier(s).

Signature of Insured/Guardian Date

MEDICARE AUTHORIZATION

I request that payment of authorized Medicare benefits be made either to me or on my behalf to North
Cypress Internal Medicine and Wellness for services provided to me at North Cypress Internal Medicine and
Wellness. [ authorize the release of medical information necessary to process my claims, including to the
Centers for Medicare & Medicaid Services and its agents, as well as to any other insurers as needed. I
understand that I am responsible for any applicable deductible, coinsurance, and services not covered by
Medicare. I understand that certain services may not be covered by Medicare and that I am financially
responsible for those services.

Beneficiary Signature Date

CCM PROGRAM ENROLLMENT APPROVAL (FOR MEDICARE & MEDICARE ADVANTAGE PATIENTS)

I understand that Chronic Care Management (CCM) is a Medicare-covered service available to patients with
two or more chronic conditions expected to last at least 12 months or longer. This program allows North
Cypress Internal Medicine and Wellness to provide ongoing care coordination, monitoring, and support
outside of regular office visits. This program supports my care between visits and may include care
coordination, medication management, and communication with my care team. I acknowledge that only one
provider may furnish and bill for CCM services per month, and I may withdraw from the program at any
time by notifying the practice.

() I Agree to Enrollment

Signature of Patient: Date:

Please complete ALL information and return this document to our office.



NORTH CYPRESS INTERNAL MEDICINE AND WELLNESS

Concierge Office Procedures and Payment Policies

We value our relationship with our patients and are committed to provide quality in our medical
care as well as our business practices. The following policies and procedures are in place. Please
review these so that you will have a clear understanding as to how our office handles these
issues.

Payment in full is due at the time services are rendered. This includes applicable co-
pays, co-insurance and deductibles as well as any outstanding balance (unless prior arrangements
have been made). We accept cash, checks, and credit cards. If you have a deductible, we will collect
the “allowed” amount as per your insurance company at the time of your visit.

We request the courtesy of 24 hours advance notice if you need to cancel or change
your appointment. Please understand that we do not overbook our schedule. Though we cannot
always predict how ill a patient may be or how much time a particular visit may warrant, we do
our best to allot the appropriate amount of time in our schedule for you when you make an
appointment.

Urgent Care Visits are visits that are worked-in / added on when our schedule is already
full for that day.

Policy on Refills. For your convenience and safety, prescription medications are issued
during office hours. All routine refills should be requested at your office visit. If you have a chronic
condition, you will be expected to see me regularly and we will provide the appropriate refills at
your visit. Should you find that you need a temporary refill, please do not hesitate to call your
pharmacy for an electronic refill request or call the office.

We accept Medicare assignment and will file your claim for you. If you have a secondary,
we will file your claim as a courtesy if appropriate insurance information has been presented at
the time of your visit. As noted above, we will expect to collect any copays and/or deductibles at
the time of your visit. We do not “participate” with Medicare Advantage/ Medicare managed
care plans but are willing to submit caims on your behalf with eligible plans.

We do not handle work related injuries nor file Workers’ Comp claims. If you have been
in an accident outside of your workplace, e.g. motor vehicle accident, and require evaluation, we
will not file an accident claim with your insurance company. Payment would be expected in
full at the time of service. Please be sure to let the receptionist know when you schedule if you
feel your visit is accident related in any way.

We welcome your suggestions and feedback. It is our hope we can exceed your expectations for
excellent care and communication from Dr. Serna, Dr. Englund, and the office staff.

I hereby acknowledge that I have been given a copy and reviewed and agreed to
the PRIVACY PRACTICES of NORTH CYPRESS INTERNAL MEDICINE AND WELLNESS.
I have read, understand, and agree to abide by all of the above stated policies.

Patient Name (or Responsible party if not patient) Signature Date




NORTH CYPRESS

Internal Medicine and Wellness

Guidelines for Use of Patient Portal, Email and Text
Communication Lab and Study Results

Our Electronic Health Record system enables us to communicate easily with you, and
provides me with access to your chart not only while at the office but 24 /7, should that be
required.

As a member of my practice, I am pleased to offer you our Patient Portal. It is a SECURE
means of communication. Messages sent and received are part of your medical record. The
portal is available 24 /7 from the convenience of your own home! We check our portal
messages daily during normal office hours.

Use the Patient Portal to:

» Update me on your care, communicate about health issues or ask any questions
you may have

o Request appointments, request refills

» Send & receive messages pertinent to your ongoing medical care

e Update me on Specialist visits

o View lab and study results as well as visit summaries, medical history and more!

Important note: The Portal is NOT for urgent care issues that need immediate attention. If
you need to speak with me or need advice urgently regarding your care, please call the
office directly or, if after hours, contact me directly on my cell phone.

You may access the portal at any time by clicking “Patient Portal” link on my website
www.northcypressinternalmedicne.com.

Lab and Study results. Your results are routinely posted to the PatientPortal. We will call
you, as appropriate, to discuss results as well. Results of most labs and imaging will be
communicated to you within 5-7 days.

Please allow this period of time to get your routine results. Please alsobeaware that on
very rare occasions,

due to technical glitches beyond our control, a result may not be receivedin our office. If
you had a study/ test done and have not heard from our office within 14 days, please call us!

Appointment Reminders. We make every effort to contact you with appointment
reminders. The staff may call directly or you may receive an automated message. Please
indicate your preference below (choose one).

___Voice call / automated communication to my cell phone.

___Voice call / automated communication to my home phone

You will also receive email reminders of appointments once you are signed up for our
Patient Portal.



NORTH CYPRESS

Internal Medicine and Wellness

Email and Text Communications

For both HIPAA compliance and the protection of my patients, it is my practice to minimize the use of e-
mail and text communication with patients and to encourage the use of secure messaging through the
Patient Portal

for all non-urgent matters. We do not initiate e-mail or text contact with patients on matters that would
require the inclusion of Protected Health Information. Nonetheless, when a patient requests that they be
able to initiate e-mail or text communications with me, [ work to accommodate the request to the extent it
would promote the patient’s health and my provision of medical care. In that event, [ will provide my e-
mail address and cell

phone number to enable the patient to initiate communication with me using e-mail or text. [ will then
assume, unless otherwise instructed, that the e-mail or text communication is acceptable to the patient.

It is important that you review and follow the guidelines for e-mail and text communications listed below.
Please be aware that these guidelines may be modified as the need arises.

1. Please limit e-mail and text content to the following topics:

a. Non-treatment related healthcare issues (e.g. requests for general health information)

b. Non-urgent medical questions and matters
2. Please place the general topic in the subject line of your e-mail so that it can be rapidly identified.
3. Communication with me utilizing personal e-mail and text is done with the knowledge that I do not encrypt
e-mails or texts, that e-mail and text are not a secure mode of communication, and that your information is
exposed in a public domain and could be accessed. While we will treat your communication with the same care
as we do your medical records and phone calls, please do not include sensitive information in your e-mail or
text. Specifically, do not include your social security number, financially sensitive information, or health
information that you are not willing to expose to the risks of e-mail or text. Your communication may be
viewed by me, a covering physician, and, as necessary, medical assistants and other staff.
4. Please keep e-mails brief and concise, and clearly identify yourself by name in the body of the e-mail.
5. Please be aware that while [ will attempt to reply to e-mails andtexts as quickly as possible, my replies may
take more than 1 business day. Please do not include time sensitive requests in an e-mail or text, including
urgent or acute matters, or new conditions. Please use the telephone for all urgent requests, and for all

6. We will not be able to respond to medical emergencies via e-mail or text.

7. Please understand that there will be times when I will not respond by e-mail or text but will call you directly.
8. Please also understand that we do not include attachments containing Protected Health Information in any
unencrypted e-mail or text communications.

Portal, Email and Text Informed Consent

I have carefully reviewed the preceding guidelines. [ hereby authorize North Cypress Internal Medicine &
Wellness to communicate with me via e-mail or text regarding non-treatment related healthcare issues,
and non- urgent medical questions and matters and membership account payment notifications. I am also
aware of the Patient Portal Guidelines and have reviewed the above information pertaining to
communication of lab/study results.

Signed

Date

Print Name

E-Mail Address

Date of Birth




NOTICE REGARDING PRIVACY PRACTICES ol bl

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

The privacy of medical information is important to us and we are committed ethically and by law to
protecting your privacy and personal information. This notice is intended to let you know how your
information may be used and shared. It also details your rights and duties regarding the use of this
information. “Information” refers to the entire content of your medical record generated
under the care of North Cypress Internal Medicine & Wellness.
1. Your medical information may be disclosed for purposes of treatment or services. An example would be
disclosure to other health care professionals involved in your care.
2. Your medical information may be disclosed for payment purposes. An example would be providing
information to your insurance company regarding services rendered in order to receive payment.
3. Your medical information may be disclosed for our health care operations.
4. Your medical information may be disclosed for payment purposes. An example would be providing
information to your insurance company regarding services rendered in order to receive payment.
5. Your medical information may be disclosed for our health care operations.
6.Your medical information may also be disclosed as required under law for activities such as but not
limited to judicial proceedings, public health activities, public health authorities if reason exists to
suspect serious threat to your health or safety or that of others, and health oversight activities.

You have a right to:

1. Look at or get copies of your medical information. You must make this request in writing on the
appropriate form provided by our office. A fee may be charged for copying and postage.

2. Receive a list of our business associates who have received your medical information for purposes other
than treatment, payment or operations.

3. Request additional restrictions on use or disclosure of your medical information. However, we are not
required to agree to your request. But if we do, we will abide by our agreement except in the case of an
emergency. Requests must be in writing.

4. Request that we communicate with you about your medical information by different means different
locations. Your request must be in writing and within the current available means of communications
available at the office. Your request must be in writing and within the current available means of
communications available at the office.

5. Request that we change your medical information. We may deny your request and if denied will provide
you a written explanation as to the reason for denial. You may respond with a statement of disagreement
which will be added to your medical record. If your request for change is accepted, we will make a
reasonable effort to tell others of the change if you request and to include the change in future sharing of
that information.

6. You may request a paper copy of this privacy notice. Requests should be made in writing,

I, , have read and understand and agree to this
notice/ policy.

DATE

If you have questions about this notice, please ask the receptionist for help or speak with your physician directly. If you
feel we have violated your privacy rights, contact your physician. You may also submit a written complaint to the U.S.
Department of Health and Human Services.

*  These privacy practices are currently in effect and will remain so until further notice. We have the right to

change our privacy practices and will change this notice and make the new notice available upon request.
(March 2003)



