Tony N. Tsen, M.D.
SOUTHWEST GASTROENTEROLOGY, P.A.

Demographic Sheet (page 1 of 2)

Todays Date:

PLEASE PRINT

Last Name First Middle
Mailing Address

City State Zip

Date of Birth / / ___Social Security Number

Home Phone ( ) Cell Phone ( )

Email: Preferred method of contact: [0 text [ call

Gender (at birth): 1 Male [ Female

Marital Status: = Married [0 Single [1 Divorced I Widowed

Race: [ American Indian/Alaskan Native [ Asian [ Black [ Caucasian/E. European
Ethnicity: [ Hispanic/Latino 1 Not Hispanic/Latino

Responsible Party/Guarantor If other than above:

Name

Address

City State Zip

Home Phone ( ) Work Phone ( ) Cell Phone ( )

Relationship to Patient

Insurance Information [ Medicare [1 Medicaid [1 Commercial [1 No Insurance [
Tricare

Primary Insurance Policy # Group #
Policy Holder Name DOB Relationship
Policy Holder SSN Effective Date

Do you have secondary insurance? [1 Yes [I No If yes, complete below:
Secondary Insurance Policy # Group #
Policy Holder Name DOB Relationship
Policy Holder SSN Effective Date

Emergency Contact:

Name

Address

City State Zip
Home Phone ( ) Work Phone ( )

Relationship to Patient

Primary Physician Phone Referring Physician Phone

[, the undersigned, attest that the above information is true and complete, to the best of my ability:

Signature: Date




Tony N. Tsen, M.D.
SOUTHWEST GASTROENTEROLOGY, P.A.

Demographic Sheet (page 2 of 2)
Please read and initial next to each statement.

1. Permission for Treatment: | hereby authorize the physician and/or assistants for the care of
the patient named on this record to administer treatment as may be deemed necessary, including
examinations or treatments that may be ordered to be performed by clinical personnel. | am aware the
practice of medicine is not an exact science and | acknowledge that no guarantees have been made to me
as to the result of examinations or treatments to be performed.

2. Permissions for Release of Medical Information: | understand and agree that any of the
above information may be used, if necessary, for purposes of communication regarding appointment
changes, accounts receivable, emergencies, etc. Information from any medical records may be released,
if necessary, for insurance purposes.

3. Assignment of Benefits: | hereby authorize my insurance company(s) to make payment(s)
as stipulated in my policy for any services furnished and that such payment(s) be paid directly to the
provider of the services.

4. Payment for Services Rendered: | also understand and agree that, (regardless of my
insurance status); | am ultimately responsible for the balance of my account for any professional services
rendered and | agree to pay upon demand or as agreed for the related changes of remaining charges
following my insurance payment(s).

5. Referrals & Authorizations: | also understand that any prior authorizations or referrals from
my primary care provider is ultimately my responsibility as required by my insurance (specifically HMO or
Tricare). If prior authorization is not obtained by day of my appointment, | understand that | will be asked
to rescheduled my appointment or pay the full amount for all services on the day of service.

6. Cancellation Policy: | understand that reminder calls are made as a courtesy and that | am
responsible for remembering my scheduled appointment. If | find that | need to cancel my office
appointment or procedure, | agree to give 48 hours advance notice of cancellation.

Yes No
Do you have an Advanced Directive?
Do you or your spouse work for a company that provides you with health insurance?

Is this illness or injury the result of an automobile accident or other injury?

oooo
OO O

Is this illness or injury the result of an accident or iliness that occurred at work?

Patient's Signature: Date: / /

Patient's Agent or Representative Signature: Date:

Relationship to Patient:




Southwest Gastroenterology, P.A.
Dr. Tony N. Tsen

Date:
Name: Date of Birth: Age:

CONFIDENTIAL RECORD: Information contained here will not be released except when you have authorized us to do so.

Please state briefly the problems that have brought you to the doctor’s office:

PATIENT’S MEDICAL HISTORY

Please state any recent changes to YOUR medical history:

FAMILY HISTORY: (Parents, Grandparents, Aunts, Uncles, Brothers, Sisters)

Please state any recent changes to your FAMILY medical history:




SOUTHWEST GASTROENTEROLOGY, P.A.
NOTICE OF PRIVACY PRACTICES

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:

Privacy Officer:
Melanie Tsen
911 S. Hwy 123 Bypass
Seguin, Texas 78155
(830) 372-9042

This Notice tells how this Practice, its physician(s), or other health care professionals who work under contract or under
the direction of our Practice and our staff, may use and disclose medical information about you. Other personnel
affiliated with our practice who are authorized to have access to your medical records, are subject to this notice. In
addition, this Practice, in cooperation with other healthcare facilities, providers and/or insurance carriers may share
medical information with each other for treatment, payment, or health care operations described in this notice. This
Notice also describes your rights and our obligations regarding the use and disclosure of this information. Additionally,
this Notice applies to all your records created and/or maintained by this Practice.

We understand that medical information about you and your health is personal. We are committed to protecting this information.
Each time you visit our Practice, a record of the care and services you receive is made. Typically, this record contains your
symptoms, examination and test results, diagnoses, treatment, plan for future care or treatment, and billing record. This record
serves as a:

basis for planning your care and treatment;

means of communication among the many health care professionals who contribute to your care;

means by which you or third-party payers (insurance) can verify that services billed were actually provided;
tool for educating health professionals;

source of information for public health officials; and

tool for assessing and continually working to improve health care rendered.

Our Responsibilities:
This Practice shall:

e make every effort to maintain the privacy of your health information;

e provide you with notice of our legal requirements and privacy practices with respect to information we collect and
maintain about you;

e abide by the terms of this NOTICE OF PRIVACY PRACTICES;

e accommodate reasonable requests you may have to communicate with you by alternative means or to different locations.

The Reasons Why We May Use and Disclose Medical Information About You:
Listed below are different ways we may use and disclose your medical information. Examples serve only as illustrations and do
not include every possible use or disclosure.

»  For Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care
services. For example, we may share your information with other specialists to whom you are referred for treatment.

« For Payment: We will use and disclose medical information about you so that you, your insurance company, or a third party may be
billed for services. For example, we may need to disclose protected health information to a health plan (insurer) in order for your health
plan to pay us for the services rendered to you. We may also tell your health plan about a treatment or procedure you are going to
receive in order to obtain prior approval and to determine whether your plan will cover the expenses for the procedure.

< For Health Care Operations: We may use and disclose medical information about you for office operations. These uses and
disclosures are necessary to run this Practice in an efficient manner and ensure that all patients receive quality care. For example, your
medical records and health information may be used in the evaluation of health care services to determine appropriateness and quality
of health care treatment. In addition, medical records are audited for documentation and billing purposes.

« For Appointment Reminders: We may use and disclose medical information in order to remind you of an appointment. For
example the Practice may send you a written notice or telephone reminder that your next appointment is coming up.

< As Required by Law: We will disclose medical information about you when required to do so by federal or Texas laws or
regulations.



< For Research: Under certain circumstances, we may use and disclose medical information about you for research purposes. For
example, a research project may involve comparing the health and recovery of patients who received one medication to those who
received another medication for the same condition. All research projects are subject to a special approval process. We will ask for
your specific permission if the researcher will have access to your name, address, or other information that reveals who you are.

% To Avert a Serious Threat to Health or Safety: We may use and disclose medical information about you to medical or law
enforcement personnel to prevent a serious threat to your health and safety or the health and safety of the public or another person.

« For Distribution of Health Care Information and/or Marketing: This Practice does not share patient's health information with
outside firms for product marketing. We may use certain information (name, address, telephone number, dates of service, age, and
gender) to send you information about the Practice's health programs, services, and growth. If you do not wish to receive this
information, please write to the Practice Manager whose address is listed on the front page of this notice.

Special Situations:

% Organ and Tissue Donation: If you have indicated in writing your desire to be an organ donor, we may release medical
information to organizations that handle procurement of organs, eyes, or tissue transplantations.

< Military and Veterans: If you are or were a member of the armed forces, we may release medical information about you as
required by military or other authorities.

< Workers' Compensation: We may release medical information about you for workers' compensation or similar programs. These
programs provide benefits for work-related injuries or illness.

“ Qualified Personnel: We may disclose medical information for management audit, financial audit, or program evaluation. The
personnel involved in these operations may not identify you in any report, audit, or evaluation, or otherwise disclose your identify in any
way.

< Law Enforcement: We may release medical information if asked by a law enforcement official or required by a court order or
subpoena. We may release information if we determine that there is a probability of imminent physical injury to you or to another
person, or immediate mental or emotional injury to you. [This paragraph may not apply to very specific patients who are Practice
Patients under particular and specific circumstances.]

< Physician Sale of Practice: We may use and disclose medical information about you to another physician or healthcare facility in
the sale, transfer, merger, or consolidation of this physician's practice.

« Public Health Risks: We may disclose medical information about you for public health activities. These activities generally include

the following:
e  To prevent or control disease, injury, or disability;
e  To report births and deaths;
e  To report child abuse or neglect;
e To report reactions to medications or problems with products;
e  To notify people of recalls of products they may be using;
e To notify a person who may have been exposed to a disease or may be at risk for contracting or spreading a disease or
condition;
. To notify the appropriate governmental authority if we believe a patient has been the victim of abuse, neglect,

or domestic violence.
All such disclosures will be made in accordance with the requirements of Texas and federal laws and regulations.

% Health Oversight Activities: We may disclose medical information to a health oversight agency for specific activities. Health
oversight agencies are authorized by law to oversee the health care system. For example, an oversight agency may perform audits,
investigations, inspections, and evaluations for licensure. These activities are necessary for the government to monitor government
programs, eligibility or compliance, and to enforce health-related civil rights and criminal laws.

« Lawsuits and Disputes: If you are involved in a lawsuit or in administrative disputes, we may disclose medical information about
you in response to court or administrative orders.

% Coroners, Medical Examiners and Funeral Directors: We may release medical information to a coroner or medical examiner
when authorized by law (e.g., to identify a deceased person or determine the cause of death). We may also release medical
information about patients to funeral directors.

« Inmates: If you are an inmate of a correctional facility, we may release medical information about you to the correctional facility so that
the facility can provide you with treatment.

Your Rights Regarding Your Medical Information:

You have the following rights concerning your medical information.

0,

% Right to Inspect and Copy: You have the right to inspect and copy medical information that may be used to make decisions about
your care. This includes medical and billing records, but does not include psychotherapy notes. You must submit a request in writing to
the Practice Manager and/or this office's Privacy Officer if you wish to inspect and copy medical information that may be used to make
decisions about you. If you request a copy of the information, this Practice may charge you a fee for copying, mailing, or summarizing
your medical records. You must submit a written request if you wish to view your psychotherapy notes.



We may deny your request to inspect and copy your records because of special circumstances. If you are denied access to medical
information including psychotherapy notes, you may request that we review our denial. Another licensed health care professional
chosen by this Practice will review your request and our denial. The person conducting the review will not be the person who denied
your initial request. This Practice will comply with the outcome of the review.

Right to Amend: If you feel that medical information maintained about you is incorrect or incomplete, you may ask the Practice to
amend the information. You have the right to request an amendment of your information for as long as the information is kept by the
Practice.

To request an amendment, your request must be made in writing and submitted to the Practice Manager and/or Privacy Officer of this
Practice. In addition, you must provide a reason to support your request.

We may deny your request to amend your medical records if your request 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:

e  Was not created by this Practice unless the person (doctor) or other health care entity that created the information is no
longer available to make the amendment for you;

e Is not part of the medical information about you kept by the Practice;

. Is not part of the information which you would be permitted to inspect and copy; or

. Is accurate and complete as is.

Right to Accounting of Disclosures: You have the right to request an accounting of disclosures of your medical information
made by the Practice for purposes other than treatment, payment, or health care operations.

To request this accounting, you must submit your request in writing to the Practice Manager and/or Privacy Officer of this Practice.
Your request must state how long a period of time you wish the accounting to cover. The accounting cannot exceed a period of six (6)
years beginning April 14, 2003. Your request should indicate in what format you want the accounting (paper or electronically). The first
accounting you request within a 12-month period will be free. You may be charged for additional accountings within the same 12-month
period. We will notify you of the cost so that you may choose to withdraw or modify your request if costs seem excessive.

Right to Request Restrictions: You have the right to request a restriction or limitation on the medical information the Practice uses
or discloses for your treatment, payment or health care. You also have the right to request a limit on the medical information the
Practice discloses about you to someone outside the Practice for care or payment. This Practice is not required to agree to
your request. Should this Practice agree to your request, 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 Practice Manager and/or Privacy Officer of this Practice. In your
request, you must indicate:

1. what information you want to limit;
2. whether you want to limit your information for our own use and disclosure;
3. to whom you want the limits to apply.

Right to Request Confidential Communications: You have the right to request that this Practice communicate with you about
medical matters in a certain way or at a certain location. For example, you can ask that this Practice contact you only at work or by mail.

If you want to request that we communicate with you in a certain manner, you must make your request in writing to the Practice
Manager and/or Privacy Officer of this Practice. You do not have to state a reason for your request. We will accommodate all
reasonable requests. Your request must specify how or where you wish the communication to be directed.

Right to Question Your Bill and Billing Procedures: If you wish your bill sent to another address, or if you have questions
regarding your bill and the Practice's billing procedures, you may direct you questions and concerns to this Practice's Office Manager.

Changes to This Notice:

We reserve the right to change our practices and to make new provisions effective for all the protected health information we maintain. Should
our information practices change, we will post the amended NOTICE OF PRIVACY PRACTICES in the office waiting area and on our website
(if applicable). You may request that a copy be provided to you by contacting the Practice Manager and/or Privacy Officer of this Practice.

Complaints:
If you believe your privacy rights have been violated, you may file a complaint with the Practice Manager and/or Privacy Officer of this Practice or
with the Office for Civil Rights, U.S. Department of Health and Human Services.

To file a complaint with this Practice, contact: Privacy Officer: Melanie Tsen (830) 372-9042
All complaints to the Office for Civil Rights should be submitted in writing.
The address for the Office of Civil Rights is:

Office for Civil Rights
U.S. Department of Health and Human Services
200 Independence Avenue, S.W.
Room 509F, HHH Building
Washington, D.C. 20201

Your complaint must be filed within 180 days of when you knew or should have known that the act occurred.

You will NOT be penalized for filing a complaint.



Southwest Gastroenterology, P.A.
Tony N Tsen, M.D.

ACKNOWLEDGEMENT OF RECEIPT

OF THE
NOTICE OF PRIVACY PRACTICES

Patient Name: Date of Birth:

| acknowledge that this Practice has provided me with a written copy of the Notice of Privacy
Practices.

| understand that as provided in the Notice of Privacy Practices, the terms of the Notice may
change. If they do, | may obtain a revised copy from the Privacy Officer by calling 830-372-9042.

| also acknowledge that | have been afforded the opportunity to read the Notice of Privacy
Practices and ask questions.

| understand that | may revoke this consent in writing, except to the extent that Physician has
already taken action in reliance thereon. | also understand that by refusing to sign or revoking
this consent, Physician may refuse to treat me. | wish to restrict the use or disclosure of my
health information as follows:

May we release health information about you to family member(s) or another individual or care
giver(s)? [ lyes [ 1no

Please list who you want to release information to:

Name How related
Name How related
Patient Signature Today's Date

Personal Representative Signature



