Chest Physician Consultants
Asaad Jandali MD, FCCP
Wassim Shwaiki MD
Bassem Srour MD, FCCP
Daniel Martin, MD

8840 Calumet Ave, Suite 206
Munster, IN 46321
Phone: (219) 836-7723 .
Fax: (219) 838-7726

Name: Date of Birth
Home Phone: : Cell Phone: ' -
Street Address:

Work:

City: ' State: Zip:
Social Security: Sex: Marital Status:
Race: : : Hispanic: Non-Hispanic/Other:
Primary Language Spoke: ' :
Email Address:
Preferred Method of Communication (check one) Email: Call: SMS Text:
Preferred Pharmacy: (Name & Phone #)

Emergency Contact:
Relationship to Patient: Phone:

**% Name of Physician or Parson Who Referred You to Qur Clinig#***
Referred By:

Employer Name of the Insured: : ‘ : Job Title:
Address: Phone:

*#** Please Give Cards to the Front Deslk*+**

Primary Insurance: Phone:
Insured Name: : Date Of Birth:
Policy/ID Number: Group:
Relationship to the Insured:

Secondary Insurance: ___Phone:
Insured Name: Date Of Birth:
Policy/ID Number: Group:

Relationship to the Insured:

**+ NO SHOW FEE. We have a 24-hour cancellation policy. In the event you are unable to keep your

- scheduled appointment, please notify us as soon as possible so that we may fill that appointment slot.
A $28.00 No-Show fee will be charged to your account for failure to notify us,

Z** Afterhours Calls. A $15 after hour-service fee will be charged for all non-emergency phone cails
to the physician between the hours of 6pm and 9 am, Monday through Friday, and anytime over the
weekend. This fee is not billable to your insurance. .

Patient Signature: Date:
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Chest Physician Consultants
Asaad Jandali MD, FCCP
Wassim Shwaiki MD
Bassem Srour MD, FCCP
Daniel, Martin, MD
8840 Calumet Ave, Suite 206
Munster, IN 46321
Phone: {219) 836-7723
Fax: {219) 836-7726

‘We at Chest Physician Consultants take your privacy rights very seriously and in an effort to
communicate with you more effectively and keep your privacy information confidential to only
{those you have chosen to receive your protected health information); we are asking that you
complete the following form. This form lets you be the person to decide who we can release
your information to and for what reasoen.

l, , have either received a paper copy or
reviewed the office copy of Chest Physician Consultants privacy practices.

I would like to have on record the names and phone numbers of the following family members
or friends to which you may discuss or leave information about my protected heaith
information and /or financial matters. :

Name: Relation: ' Phone:
Name: ' : Relation: ' Phone:

Name: - Relation: Phone:

In addition to the above, how may we communicate with you regarding any health issues or
concerns which may be confidential? (For example, Lab results, X-Rays, reminders of
appointments, etc.)

May we leave messages on your phone? Yes No
‘Can-you be contacted-at work? Yes - ' No (if yes, please provide the-number)
Post card or mail? Yes No

Patients Signature: Date:
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This notice describes how medlcal mformation about you may | be usecl and dfsclosed and how you can get access
to. thls mformatlon. Please review it carefully

Chest Physrcmn Consultants is requlred by. Iaw to mam’cain the prlvacy and confid entiality of your protected
‘health information ancl to provide our patlents with notice of our Iegal dutles with respect to your protocol
health mforn;nat:on

Disc_los'u_re of your health care information:

~ Treatment o ' ;
We may disclose your health care information to other health care professionals within our practlce for the purpose of
treatment, payment or health care operations.

- Payment

We may disclose yaur health care informatlon to your insurance care provider for the purpose of payment or health cate
~ operations.

Workers' Compensatlon
We may disclose your health information as necessary to compiy with State Workers' Compensation Laws,

Emergencies

We may disclose your health information to notify or assist in notifying a family member, or ancther person résponsible for
your care about your medfcal condition or In the event of an emergency of your death.

Public Health :

- Ag required by faw, we may discigse your health |nformatwn to public health authoritles for purposes related to preventing or
controlling disease, Injury or disability, reporting child abuse or neglect, reporting domestic violence, reporting to the Food and
Drug. Adm:nistrat:on problems with products and reactions to medlcetlons and reportmg dlsease or infection exposure.

Juditial and Administrative Proceedmgs
We may disclose your health information 1 in the course of any administrative or _;udlclal proceedmgs

Law Enforcement

We may disclose your health |nformat|on to a law enforcement: official for the purpose such as ldent;fying or locating a suspect,
fugitive, material wltness or missing person, compiylng with a court. order or subpoena, or other law enforcement purposes.

Deceased Persons
“We ‘may disclose your health information to organizations invoived to coroner’s medical examiners.

Organ Donation - :
We may disclose your health information to organizations involved in procurlng, barking, or transplanting organs and tiSSUE‘S

Resea rch

We may disclose your health information to researchers conductlng research that hasbeen approved by an Institutional Review
Board. .




: . '.}P bllc Safety

“ho tAChest Phys:clan Consultant_s_ nct requlred to agre 10 'the restrrctian of ',rour request _
You have the rlght to have your héalth- 1nformat|on recewed oF ¢om mumcatlon thrgigh an afternatwe method or sent te an
alternatwe Iocation other than the usual method of communicatlon or- delwery, upon your request. -
You have the right to mspect and copv your health mformat:on ;

You have a rlght to request that Chest Physlc!an Consultanis amend your protected health mformatmn Please be advised

’ howaver Chest Physician Consultants-is not: required to agree to amend your pmtected health mformatmn if your fequest to
‘ amend your health intormat:on has been demed you will be provided wnth an explanation of our demal reasan(s) and

: _informatlon about how you can disagree wlth the denial,

You have a rIght to receive an. accountir ng of dlsclosures of your protected health Information made by Chest Physrcian
‘Consu!tants :

You have a rlght to a copy of this Notice of anacy Practices.at any tlme upon request

- Changes to this notice of prlvacy practices’

Chest Physicran Consuftants reserves the right to amend this Not;ce of Privacy Practices at any time in the future and will make. .

the new provisions effective for all information that it mamtains Untll such amendment is made Chest Physician | Consultants is
required by law to comply with this notice.

Chest Physician Consultants is required by law to maintain the privacy of your health mformatlon and to provide you with
notice of its legal duties and privacy practices with respect to your health information, If you have questions about any part of
this hotice or if you want more.ifformation about your privacy rights, please contact us,

Compiamts
Compiamts abollt your Privacy Rights or how Chest Physician Consuftants has handled your health information should be
directed to us. You'may submit a formal compiamt to:

DHHS Off'ce of Civil Rights
- 200 lndependence Ave. SW

Room 509 F HHH Building

Washmgton Dc, Maryland 20201

Thls notu:e is effective of today’s date- ilsted belnw.

"

1 have read the Privacy Notice and understand my rtghts contamed in the notice. By way of signature, | provide -
Chest Physician Consultants with my authorlzatlon and consent to use and distiose miy protected health care
informatlon for the purpose of treatment, payment and health care operations as described in the Prwacy
Notice. :

LastName: _ First Name: _ Date:

Signature:
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