>, < ARDIOLOG Jeffrey C. Brackett,Mmp. FAC.c. Jonathan W. Dukes,MD., FAC.C.  Brian Martinez, pa-c
! r Alon A. Steinberg,mD.,FAC.C.  Craig S. Mansour,MD., FAC.C. Julie Morantz, pa-c

Shaun T. Patel,mD., FAC.C. Robert Sogomonian,Mm.D., FAC.C.  Savannah Harris, ACNP-C
ASSOC] ATE N\/\,J Omid Fatemi,M.D., FAC.C. Matthew Hakimi, m.p. Dane Petersen, AGPCNP-BC

N\ " 'MEDICAL GROUP, INC.

NAME DATEOFBIRTH — TODAY’S DATE
SOCIAL SECURITY # DRIVERSLICENSE# —___ MARITAL STATUS
ADDRESS CITY STATE — ____ 7ZIPCODE —
SEX OM OF HOME PHONE CELL PHONE

E-MAIL ADDRESS

EMPLOYER WORK PHONE

EMPLOYER ADDRESS CITY STATE ZIP CODE
SPOUSE’S NAME SOCIAL SECURITY #

EMERGENCY CONTACT PHONE OTHER #
REFERRING PHYSICIAN PHONE

PRIMARY PHYSICIAN PHONE

WHY WERE YOU REFERRED TO OUR OFFICE

DUE TO HIPAA REQUIREMENTS PLEASE CHECK THE FOLLOWING

ETHNIC GROUP O Hispanic/Latino O Not Hispanic/Latino OCQther

RACE O American Indian/AK Native DO Asian  OAfrican American ONative Hawaiian/Pacific Islander O0White OOther

PRIMARY LANGUAGE O English O Spanish OArabic OChinese OFrench O German OHebrew O [talian O Japanese
O Korean O Portuguese O Russian 0 Swahili & Undetermined/Other

INSURANCE INFORMATION
PLEASE FILL OUT COMPLETELY, SO THAT YOUR INSURANCE MAY BE BILLED WITHOUT DELAY
YOU WILL BE ASKED TO PROVIDE A COPY OF ALL INSURANCE CARDS AT EACH VISIT

PRIMARY INSURANCE SECONDARY INSURANCE
POLICYHOLDER'S NAME POLICYHOLDER'S NAME
POLICYHOLDER'S SSN POLICYHOLDER'S SSN
DATE OF BIRTH DATE OF BIRTH
POLICY NUMBER POLICY NUMBER
GROUP NUMBER GROUP NUMBER
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Ventura, CA 93003 Oxnard CA 93030
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~ MEDICAL GROUP, INC.

AUTHORIZATION TO OBTAIN OR RELEASE MEDICAL RECORDS FROM
MEDICAL PROVIDERS

I hereby authorize Cardiology Associates Medical Group, Inc. to obtain all medical records concerning my care
from any physicians, hospital, or other health care professional that has provided medical care to me in the past.

I also authorize Cardiology Associates Medical Group, Inc. to release any and all medical records concerning my
care to any physician, hospital or other health care professional providing care to me at any time. Additionally, |
authorize Cardiology Associates Medical Group, Inc. to release any and all medical records concerning my care to
Medicare, Medical, any insurance company, third party administrator, or managed care company.

Patient Signature Date

Printed Name Date of Birth

AUTHORIZATION TO RELEASE MEDICAL INFORMATION TO
INDIVIDUALS/FAMILY MEMBERS

In accordance with Federal government privacy rules implemented through the Healthcare Portability Act of
1996(HIPAA), in order for your physician or staff of Cardiology Associates Medical Group, Inc. to discuss your
condition with members of your family or other individuals that you designate, we must obtain your authorization
prior to doing so. In the event of a critical episode or if you are unable to give your authorization due to the severity
of your medical condition, the law stipulates that these rules may be waived.

I do not authorize Cardiology Associates Medical Group, Inc. to release any or all information concerning
my medical care to any individual except as set forth above.

I authorize Cardiology Associates Medical Group, Inc. to verbally release any and all information
concerning my medical care to the following individuals.

Name Relationship to Patient
Name Relationship to Patient
Name Relationship to Patient
Name Relationship to Patient
Patient Signature Date

I authorize Cardiology Associates Medical Group, Inc. to leave messages regarding me medical care of
appointments on my answering machine.

100 N. Brent Street, Suite 301 1701 Solar Drive, Suite 150
Ventura, CA 93003 Oxnard CA 93030

T. (805) 653-0101 F. (805) 643-6285 www.CardiacAdvantage.com T. (805) 278-4020 F. (805) 278-4015



>, < ARDIOLOG Jeffrey C. Brackett,Mmp. FAC.c. Jonathan W. Dukes,MD., FAC.C.  Brian Martinez, pa-c
! r Alon A. Steinberg,mD.,FAC.C.  Craig S. Mansour,MD., FAC.C. Julie Morantz, pa-c

Shaun T. Patel,mD., FAC.C. Robert Sogomonian,Mm.D., FAC.C.  Savannah Harris, ACNP-C
ASSOC] ATE N\/\,J Omid Fatemi,M.D., FAC.C. Matthew Hakimi, m.p. Dane Petersen, AGPCNP-BC

N\ " 'MEDICAL GROUP, INC.

NAME: TODAY’S DATE

PLEASE INITIAL THE FOLLOWING STATEMENTS

HIPAA PRIVACY ACT NOTICE RECEIVED

— MEDICARE SIGNATURE ON FILE: I Request That Payment Of Authorized Medicare Benefits Be Made On My
Behalf To Cardiology Associates Medical Group For Any Services Furnished To Me By The Physicians. I Authorize Any Holder Of
Medical Information About Me To Release To The Health Care Financing Administration And Its Agents My Information To Determine
Those Benefits Payable For Related Services. I Understand My Signature Requests That Payment Be Made And Authorizes Release Of
Medical Information Necessary To Pay The Claim.

RELEASE OF INFORMATION: I Authorize Cardiology Associates Medical Group To Release Or Obtain Any
Medical Or Other Information Necessary For My Medical Care To Process Insurance Claims.

FINANCIAL RESPONSIBILITY: I Understand That I Am Financially Responsible For The Fees For Services
Rendered. I Authorize The Processing Of Medical Insurance Either By Electronic Or Manual Method. My Signature Below Authorizes
Payment Of All Medical Benefits To Cardiology Associates Medical Group For Any Services Furnished To Me. I Recognize My
Financial Obligation Of Any Co-Insurance Or Deductible And Non-Covered Services. Co-Payments Are Due On The Day Of Services.

ALL BALANCES ARE DUE WITHIN 30 DAYS OF THE DATE SHOWN ON YOUR BILLING STATEMENT.

PATIENT SIGNATURE (OR RESPONSIBLE PARTY) DATE
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Notice of Privacy Practices

Cardiology Associates Medical Group, Inc.

Main Location 100 North Brent Street, Suite 301, Ventura CA 93003
Privacy Officer: Cardiology Associates Medical Group Administration
Physician Privacy Officer: Jeffrey Brackett, M.D.

(805) 653-0101

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.

We understand the importance of privacy and are committed fo maintaining the confidentiality of
your medical information. We make a record of the medical care we provide and may receive
such records from others. We use these records to provide or enable other health care
providers to provide quality medical care, fo obtain payment for services provided to you as
allowed by your health plan and to enable us to meet our professional and legal obligations fto
operate this medical practice properly. We are required by law to maintain the privacy of
protected health information and to provide individuals with notice of our legal duties and privacy
practices with respect to protected health information. This notice describes how we may use
and disclose your medical information. I also describes your rights and our legal obligations
with respect fo your medical information. If you have any questions about this Notice, please
contact our Privacy Officer listed above.

TABLE OF CONTENTS

A. How this Medical Practice May Use or Disclose Your Health Information ................... pv. 2
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6. Righttoa P'aper Copy of this Notice
D. Changes to this Notice of Privacy Practices .........cccovvviiiiiiiiiiieeeeeeee, p.5
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A. How this Medical Practice May Use or Disclose Your Health Information

This medical practice collects health information about you and stores it in a chart and on a computer.
This is your medical record. The medical record is the property of this medical practice, but the
information in the medical record belongs to you. The law permits us to use or disclose your health
information for the following purposes:

1 Treatment. We use medical information about you to provide your medical care. We disclose
medical information to our employees and others who are involved in providing the care you need. For
example, we may share your medical information with other physicians or other health care providers
who will provide services which we do not provide. Or we may share this information with a pharmacist
who needs it to dispense a prescription to you, or a laboratory that performs a test. We may also
disclose medical information to members of your family or others who can help you when you are sick or
injured.

2. Payment. We use and disclose medical information about you to obtain payment for the services
we provide. For example, we give your health plan the information it requires before it will pay us. We
may also disciose information to other health care providers to assist them in obtaining payment for
services they have provided to you.

3. Health Care Operations. We may use and disclose medical information about you to operate this
medical practice. For example, we may use and disclose this information to review and improve the
quality of care we provide, or the competence and qualifications of our professional staff. Or we may use
and disclose this information to get your health plan to authorize services or referrals. We may also use
and disclose this information as necessary for medical reviews, legal services ahd audits, including fraud
and abuse detection and compliance programs and business planning and management. We may also
share your medical information with our "business associates", such as our billing service, that perform
administrative services for us. We have a written contract with each of these business associates that
contains terms requiring them to protect the confidentiality of your medical information. Although federal
law does not protect health information which is disclosed to someone other than another healthcare
provider, health plan or healthcare clearinghouse, under California law all recipients of health care
information are prohibited from re-disclosing it except as specifically required or permitied by law. We
may also share your information with other health care providers, health care clearinghouses or health
plans that have a relationship with you, when they request this information to help them with their quality
assessment and improvement activities, their efforts to improve health or reduce heaith care costs, their
review of competence, qualifications and performance of heaith care professionals, their training
programs, their accreditation, certification or licensing activities, or their health care fraud and abuse
detection and compliance efforts.

4. Appointment Reminders. We méy use and disclose medical information to contact and remind
you about appointments. If you are not home, we may leave this mformatron on your answering machine
or in a message left with the person answering the phone.

8 Sign in sheet. We may use and disclose medical mformatson about you by havmg you sign in
when you arrive at our office. We may also call out your name when we are ready to see you.

6. Notification and communication with family. We may disclose your health information to notify or
assist in notifying a family member, your personal representative or another person responsible for your
care about your location, your general condition or in the event of your death. In the event of a disaster,
we may disclose information to a relief organization so that they may coordinate these notification efforts.
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We may also disclose information to someone who is involved with your care or helps pay for your care.
If you are able and available to agree or object, we will give you the opportunity to object prior to making
these disclosures, although we may disclose this information in a disaster even over your objection if we
believe it is necessary to respond to the emergency circumstances. [f you are unable or unavailabie to
agree or object, our health professionals will use their best judgment in communication with your family
and others.

7. Marketing. We may contact you to give you information about products or services related to
your treatment, case management or care coordination, or to direct or recommend other treatments or
health-related benefits and services that may be of interest to you, or to provide you with small gifts. We
may also encourage you to purchase a product or service when we see you. We will not use or disclose
your medical information without your written authorization.

8. Required by law. As required by law, we will use and disclose your health information, but we wili
limit our use or disclosure to the relevant requirements of the law. When the law requires us to report
abuse, neglect or domestic violence, or respond to judicial or administrative proceedings, or to law
enforcement officials, we will further comply with the requirement set forth below concerning those
activities. '

8. Public health. We may, and are sometimes required by law to disclose your health information to
public health authorities for purposes related to: preventing or controlling disease, injury or disability;
reporting child, elder or dependent adult abuse or neglect; reporting domestic violence; reporting to the
Food and Drug Administration problems with products and reactions to medications; and reporting
disease or infection exposure. When we report suspected elder or dependent adult abuse or domestic
violence, we will inform you or your personal representative promptly unless in our best professionai
judgment, we believe the notification would place you at risk of serious harm or would require informing a
personal representative we believe is responsible for the abuse or harm.

10. Health oversight activitiess. We may, and are sometimes required by law to disciosev your health
information to health oversight agencies during the course of audits, investigations, inspections, licensure
and other proceedings, subject to the limitations imposed by federal and California law.

1. Judicial and administrative proceedings. We may, and are sometimes required by law, to
disclose your health information in the course of any administrative or judicial proceeding fo the extent
expressly authorized by a court or administrative order. We may also disclose information about you in
response to a subpoena, discovery request or other lawful process if reasonable efforts have been made
to notify you of the request and you have not objected, or if your objections have been resolved by a
court or administrative order.

12. Law enforcement. We may, and are sometimes required by law, to disciose your health
information to a law enforcement official for purposes such as identifying of locating a suspect, fugitive,
material witness or missing person, complying with a court order, warrant, grand jury subpoena and other
law enforcement purposes.

13. Coroners. We may, and are often required by law, to disclose your health information to coroners
in connection with their investigations of deaths.

14. Organ or tissue donation. We may disclose your health information to organizations involved in
procuring, banking or transplanting organs and tissues.
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15. Public safety. We may, and are sometimes required by law, to disclose your health information to
appropriate persons in order fo prevent or lessen a serious and imminent threat to the health or safety of
a particular person or the general public.

16. Specialized government functions. We may disclose your health information for military or
national security purposes or to correctional institutions or law enforcement officers that have you in their
lawful custody.

17. Worker's compensation. We may disclose your health information as necessary to comply with
worker's compensation laws. For example, to the extent your care is covered by workers' compensation,
we will make periodic reports to your employer about your condition. We are also required by law to
report cases of occcupational injury or occupational illness to the employer or workers' compensation
insurer.

18. Change of Ownership. In the event that this medical practice is sold or merged with another
organization, your health information/record will become the property of the new owner, although you will
maintain the right to request that copies of your health information be transferred to another physician or
medical group.

18. Research. We may disclose your health information to researchers conducting research with
respect to which your written authorization is not required as approved by an Institutional Review Board
or privacy board, in compliance with governing law. ,

B. When This Medical Practice May Not Use or Disclose Your Health information

Except as described in this Notice of Privacy Practices, this medical practice will not use or disclose
health information which identifies you without your written authorization. If you do authorize this medical
practice to use or disclose your health information for another purpose, you may revoke your
authorization in writing at any time.

C. Your Health Information Rights

1. Right to Request Special Privacy Protections. You have the right to request restrictions on
certain uses and disclosures of your health information, by a written request specifying what information
you want to limit and what limitations on our use or disclosure of that information you wish to have
imposed. We reserve the right to accept or reject your request, and will notify you of our decision.

2. Right to Request Confidential Communications. You have the right to request that you receive
your health information in a specific way or at a specific location. For example, you may ask that we
send information to a particular e-mail account or to your work address. We will comply with all
reasonable requests submitted in writing which specify how or where you wish to receive these
communications.

3. Right to Inspect and Copy. You have the right to inspect and copy your health information, with
limited exceptions. To access your medical information, you must submit a written request detailing what
information you want access to and whether you want to inspect it or get a copy of it. We will charge a
reasonable fee, as allowed by California law. We may deny your request under limited circumstances. If
we deny your request to access your child's records because we believe allowing access would be
reasonably likely to cause substantial harm to your child, you will have a right to appeal our decision.

Created 4/1/03 4



4, Right to Amend or Supplement. You have a right to request that we amend your health
information that you believe is incorrect or incomplete. You must make a request to amend in writing,
and include the reasons you believe the information is inaccurate or incomplete. We are not required to
change your heaith information, and will provide you with information about this medical practice's denial
and how you can disagree with the denial. We may deny your request if we do not have the information,
if we did not create the information (unless the person or entity that created the information is no longer
available to make the amendment), if you would not be permitted to inspect or copy the information at
issue, or if the information is accurate and complete as is. You also have the right to request that we add
to your record a statement of up to 250 words concerning any statement or item you believe to be
incomplete or incorrect.

5 Right to an Accounting of Disclosures. You have a right to receive an accounting of disclosures
of your health information made by this medical practice, except that this medical practice does not have
to account for the disclosures provided fo you or pursuant fo your written authorization, or as described in
paragraphs 1 (treatment), 2 (payment), 3 (health care operations), 6 (notification and communication with
family) and 16 (specialized government functions) of Section A of this Notice of Privacy Practices or
disclosures for purposes of research or public health which exclude direct patient identifiers, or which are
incident to a use or disclosure otherwise permitied or authorized by law, or the disclosures to a health
oversight agency or law enforcement official to the extent this medical practice has received notice from
that agency or official that providing this accounting would be reasonably likely to impede their activities.

8. You have a right to a paper copy of this Notice of Privacy Practices, even if you have previously
requested its receipt by e-mail.

If you would like to have a more detailed explanation of these rights or if you would like fo exercise one
or more of these rights, contact our Privacy Officer listed at the top of this Notice of Privacy Practices.

D. Changes to this Notice of Privacy Practices

We reserve the right to amend this Notice of Privacy Practices at any time in the future. Until such
amendment is made, we are required by law to comply with this Notice. After an amendment is made,
the revised Notice of Privacy Protections will apply to all protected health information that we maintain,
regardless of when it was created or received. We will keep a copy of the current notice posted in our
reception area, and will offer you a copy at each appointment. We will also post the current notice on our
website.

E. Compilaints

Complaints about this Notice of Privacy Practices or how this medical practice handles your health
information should be directed to our Privacy Officer listed at the top of this Notice of Privacy Practices.

If you are not satisfied with the manner in which this office handles a complaint, you may submit a formal
complaint to: Department of Health and Human Services

Office of Civil Rights

Hubert H. Humphrey Bldg.

200 Independence Avenue, S.W.

Room 509F HHH Building

Washington, DC 20201

You will not be penalized for filing a complaint.
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