P.R.I.M.A., Inc. Patient Information Sheet
Patient’s Full Name: __________________________________ DOB: ____ /____ /____  M___ F___


         __________________________________ DOB: ____ /____/____ M___  F___
         __________________________________ DOB: ____ /____/____ M___  F___
         __________________________________ DOB: ____ /____/____ M___  F___
Race: _____________________________________________         _________ Refuse to answer
Language: _________________________________________         _________ Refuse to answer

Ethnicity: ______ Hispanic  ______ Non-Hispanic  ______ Refuse to answer
Preferred Method of Contact: _____ Mail  _____ Phone #: ___________________________

Email Address: ______________________________________________________________ 
Home Address (check if billing address      ): __________________________________________
______________________________________________________________________________

Telephone Number: __________________________ Other Phone Number: __________________

Mother’s Full Name: __________________________________________ DOB: ____/____/____

Address (check if billing address      ): __________________________________________________

______________________________________________________________________________

Employer: __________________________________ Telephone Number: __________________

Father’s Full Name: _________________________________________ DOB: ____/____/____

Address (check if billing address      ): ____________________________________________________

________________________________________________________________________________

Employer: __________________________________ Telephone Number: ____________________

In case of emergency (*someone other than parents): ____________________________________
Emergency contact’s Phone Number: __________________________________________________

Relationship to Patient: _____________________________________________________________

Date:                                                                                  Signature of Patient or Legal Representative:
_______________                                                          ________________________________________
OFFICE USE ONLY

Information in computer—ready to be filed: 
Staff initials: ______

P.R.I.M.A., Inc.

E. James Monti, Jr., M.D., F.A.A.P.
Carol A. O’Shea, M.D.

Maria Z. Starakiewicz, M.D.

Pranati Jha, M.D.

2178 Mendon Rd, Suite 100
Cumberland, RI 02864
(401) 333-5201

Patient Financial Responsibility Disclosure Statement

Your signature below forms a binding agreement between P.R.I.M.A., INC. and the patient who is receiving medical services, or the Responsible Party for minor patients (those patients under 18 years of age). The Responsible Party is the individual who is financially responsible for payment of medical bills. 

All charges for services rendered are due and payable at the time of services.

MEDICAL INSURANCE: We have contracts with many insurance companies, and we will bill them as a service to you. As the responsible party, you are responsible if your insurance company declines to pay for any reason. 

The person signing on behalf of the Patient as the Responsible party must:

· Inform P.R.I.M.A., INC. of the current address and phone number for the patient and the responsible party.

· Present all current insurance cards prior to each office visit.

· Verify at each visit that the information is current.

· Pay any required copay at the time of the visit.

· Pay any additional amount owed within 30 days of receiving a statement from our office. (When P.R.I.M.A., INC. receives an explanation of benefits (EOB) from your insurance company, any amounts that you need to pay will be billed to you).
Returned Check Policy

If a payment is made on an account by check, and the check is returned as Non-Sufficient Funds (NSF), Account Closed (AC), or Refer to Maker (RTM), the patient or the Patient’s Responsible party will be responsible for the original check amount in addition to a $25.00 Service Charge. Once notice is received of the returned check, P.R.I.M.A., INC. will send out a letter to notify the Responsible party of the returned check. 
By signing below, you agree to accept full financial responsibility as a patient who is receiving medical services, or as the responsible party for minor patients. Your signature verifies that you have read the above disclosure statement, understand your responsibilities, and agree to these terms.

Patient Name (Please Print): 

Patient Signature (18 years or older) ____________________________________________ Date ____________

Responsible Party Name (Please Print) ______________________________________________________________

Responsible Party Signature ___________________________________________________ Date ______________
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY 
PRACTICES
By signing below, I acknowledge that I have received a copy of P.R.I.M.A., INC.’s
 Notice of Privacy Practices.

_________________________________________________________

Print name of patient

___________________________________________________   Date: __________

                                        Signature of patient or personal representative

                               ____________________________________________________

                                                If signed by personal representative,

                                                       relationship to patient


                                  Office Use Only: 

P.R.I.M.A., Inc. has made a good faith effort to obtain a written 

acknowledgement of receipt of the Notice provided to the individual named below.

Patient Name: __________________________________________

Refused to Sign ______________ Physically unable to sign _________________

                                      (Other)

__________________________________________________________

__________________________________________________________

__________________________________________________________

Employee Signature: __________________________ Date: ___________

[image: image1.png]This notice describes how information about you may be used and disclosed

and how you can gain access to this information. Please review it carefully.
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NOTICE OF INFORMATION PRACTICES

PR.IM.A., Inc. may use and disclose protected health information for treatment, payment and
healthcare operations. Examples of these include, but are not limited to, requested preschool, life
insurance or sports physicals, referral to nursing homes, foster care homes, home health agencies
and/or referral to other providers for treatment. Payment examples include, but are not limited to,
insurance companies for Claims including coordination of benefits with other insurers or collection
agencies. Healthcare operations include but are not limited to, internal quality control and
assurance including auditing of records.

PR.IM.A,, Inc. is permitted or required to use or disclose protected health information without the
written consent or authorization in certain circumstances. Two examples of such are for public
health requirements or court order.

We may release protected health information for workers’ compensation or similar programs.

PR.IM.A., Inc. will not make any other use or disclosure of a patient’s protected health information
without written authorization. Such authorization may be revoked at any time. Revocation must be
written.

PRIM.A.,, Inc. may at times contact the parent/custodial parent of the patient to provide
appointment reminders or information regarding treatment alternatives or other health-related
benefits and services that may be of interest to the individual patient.

We may release protected health information about your child to a friend or family member who is
involved in their medical care. We may also give information to someone who helps pay for their
care. You will be provided a form to list specific people who we may speak to regarding your child’s
medical care. In addition, we may disclose protected health information about your child to an
entity assisting in a disaster relief effort so that your family can be notified about their condition,
status and location.

PR.IM.A., Inc. will abide by the terms of this notice or the notice currently in effect at the time of
the disclosure. .

PRIMA., Inc. reserves the right to change the terms of its notice and to make new notice
provisions effective for all protected health information that it maintains.

PR.IM.A,, Inc. will provide each parent of a patient with a copy of any revisions of its Notice of
Information Practice, if there is a need to use or disclose any protected health information of the
patient. Copies may also be obtained at any time at our office.

Any person/patient may file a complaint to the Practice and to the Secretary of Health and Human
Services if they believe their privacy rights have been violated. To file a complaint with the practice,
please contact the Privacy Officer at the following address and /or phone number (401) 658-2828.
All complaints will be addressed and the results will be reported to the (Corporate Compliance
Officer/Managing Physician/Board of Directors). o

It is PRIM.A, Inc. policy that no retaliatory action will be made against any individual who
submits or conveys a complaint of suspected or actual non-compliance of the privacy standards.

The name, title and telephone number of a person in the office to contact for further information isy
E. James Monti, MD, (401) 658-2828.

The effective date is April 14, 2003.





[image: image2.png]Patients have been granted individual rights under the HIPAA Legislation.

These include the following.

1. You have the right to inspect and copy protected

health information that may be used to make
decisions about your care. Usually, this includes
medical and billing records, but does not include
psychotherapy notes, information compiled in
reasonable anticipation of or use in a civil, criminal
or administrative action or proceeding, or Protected
Health Information that is subject to or exempt
from the Clinical Laboratories Act of 1988. To
inspect and copy protected health information that
may be used to make decisions about you, you
must submit your request in writing to the Privacy
Officer listed above. If you request a copy of the
information, we may charge a fee for the costs of
copying (including labor), mailing or other
supplies associated with youir request.

. If you feel that the protected health information we
have about you is incorrect or incomplete, you may
ask us to amend the information. You have the right
to request an amendment for as long as the
information is maintained in the designated record
set. To request an amendment, your request must
be made in writing and submitted to the Privacy
Officer listed above. You must provide a reason that
supports your request and we may de’ny your
request for an amendment if it is not in writing or
does not include a reason to support the request. In
addition, we may deny your request if you ask us
to amend information that was not created by us,
unless the person or entity that created the
information is no longer available to make the
amendment, is not part of the protected health
information kept by or for our practice; is not part
of the information which you would be permitted
to inspect and copy; or is accurate and complete.
We may deny your request to inspect and copy in
certain very limited circumstances. If you are
denied access to protected health information, you
may request that the denial be reviewed. Another
licensed health care professional chosen by our
organization will review your request and the
denial. The person conducting the review will not
be the person who denied your request and we will
comply with the outcome of the review.

. You have the right to request an “accounting of
disclosures.” This is a list of the disclosures we made
of protected health information about you that was

not made for treatment, payment and health care
operations, there are certain exceptions to this right.
To request this list or accounting of disclosures, you
must submit your request in writing to the Privacy
Officer listed above. Your request must state a time
period, which may not be longer than six years and
may not include dates before April 14, 2003. Your
request should indicate in what form you want the
list (for example, on paper, electronically). The first
list you request within a 12-month period will be
free. For additional lists, we may charge you for the
costs of providing the list. We will notify you of the
cost involved and you may choose to withdraw or
modify your request at that time before any costs are
incurred. The accounting must be provided to you
no later than 60 days after the receipt of your request,
unless we utilize the 30-day extension period.

- You have the right to request a restriction or

limitation on the protected health information we
use or disclose about you for treatment, payment or
health care operations. You also have the right to
request a limit on the protected health information
we disclose about you to someone who is involved
in your care or the payment for y our care, like a
family member or friend. We are not required to
agree to your request. If we do agree, we will
comply with your request unless the information is
needed to provide you emergency treatment. To
request restrictions, you must make your request in
writing to the Privacy Officer listed above. In your
request, you must tell us (1) what information you
want to limit; (2) whether you want to limit our use,
disclosure or both; and (3) to whom .you want the
limits to apply, for example, disclosures to your
spouse. Either you or we may terminate the
restriction upon notification of the other.

. You have the right to request that we communicate

with you about medical matters in a certain way or
at a certain location. For example, you can ask that
we only contact you at work or by mail. To request
confidential communications, you must make your
request in writing to the Privacy Officer listed
above. We will not ask you the reason for your
request. We will accommodate all reasonahle
requests. Your request must specific how or where
you wish to be contacted.

* You will be asked to sign an acknowledgement of receipt of the Notice of Privacy Practices. You will
also be asked to outline or define specific instances or information that you would like kept completely
confidential (between you and the organization). If you have any questions regarding this Notice of
Privacy Practices, please do not hesitate to contact our Privacy Officer for more information or clarification.





