ConvyenientMD

Permission to share Patient Health Information

Patient Info

Patient Name: Date of Birth:

Address: City:

State: zip: Phone Number:

Recipient:

I authorize __ConvenientMD Urgent Care to share my heath information with:
Name of person/Entity: Franklin Pierce University - Human Resources Department

Street Address: 40 University Drive Phone: (603) 899-4075
City: _Rindge State: ___NH Zip: _03461

Purpose of disclosure:

d Medical Care o Transferring to a new provider
o Insurance o Other
0 Legal

Health information to be shared:

Copies of my health information with in the following dates: _September 23, 2020 to September 25, 2020

¢ Abstract 0 Immunizations
o Discharge summary o Operative reports
o Inpatient progress notes 0 X- ray reports
o Outpatient visit (office) notes o X-ray films
o Emergency department reports ¥ Other : _COVID-19 results
0 Laboratory/pathology reports 0 Records from a specific
0 School physical forms provider:
Delivery preference:
____Pickup _v¥ email ___ Fax (for medical care purposes) fax number: email: broussardd@franklinpierce.edu

Sensitive health Information:
The following types of information will NOT be released unless you place your initials in the space provided.

Mental Health treatment records Sexually transmitted Disease treatment records
Genetic Testing HIV/AIDS test results
Alcohol/ Drug abuse treatment records including addiction treatments

Duration & Revocation: This authorization will remain in effect for one year from the date of the signature below
unless you specify a different date here: . You or your personal representative
may revoke this authorization at any time by providing written notice. However, your revocation will not apply to
any previously released information.

Signature of Individual or personal representative Date

Printed name of patient or personal representative Description of personal representative



PATIENT SIGNATURE PAGE

1. | have received, read and consent to ConvenientMD Urgent Care’s HIPAA Notice of Privacy Practices.

| have received, read and consent to ConvenientMD Urgent Care’s Patient Bill of Rights.

3. | have received, read and consent to ConvenientMD Urgent Care’s Patient Consent for Treatment
and Release of Information

N

Patient’s Name Printed Patient’s Date of Birth
Patient’s Signature Date
Responsible Party Name Printed Date
Responsible Party Signature Date
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HIPAA 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.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI)
to carry out treatment, payment or health care operations (TPO) and for other purposes that are permitted or
required by law. It also describes your rights to access and control your protected health information.
“Protected health information” is information about you, including demographic information, that may identify
you and that relates to your past, present or future physical or mental health or condition and related health
care services.

1. Uses and Disclosures of Protected Healthy Information

Your protected health information may be used and disclosed by your physician, our office staff and others
outside of our office that are involved in your care and treatment for the purpose of providing health care
services to you to pay your health care bills, to support the operation of the physician’s practice , and any other
use required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your
health care and any related services. This includes the coordination or management of your health care with a
third party. For example, we would disclose your protected health information, as necessary, to a home health
agency that provides care to you. For example, your protected health information may be provided to a
physician to whom you have been referred to ensure that the physician has the necessary information to
diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care
services. This may include certain activities that your health insurance plan may undertake before it approves or
pays for the health care services we recommend for you such as; making a determination of eligibility or
coverage for insurance benefits, reviewing services provided to you for medical necessity and undertaking
utilization review activities. For example, obtaining approval for a hospital stay may require that your relevant
protected health information be disclosed to the health plan to obtain approval for the hospital admission.

Healthcare Operations: We may use or disclose, as needed, your protected health information in order to
support the business activities of your physician’s practice. These activities include, but are not limited to,
quality assessment activities, employee review activities, training of medical students, licensing, and conducting
or arranging for other business activities. For example, we may disclose your protected health information to
medical school students that see patients at our office. In addition, we may use a sign-in sheet at the registration
desk where you will be asked to sign your name and indicate your physician. We may also call you by name in
the waiting room when your physician is ready to see you. We may use or disclose your protected health
information, as necessary, to contact you to remind you of your appointment.

We may use or disclose your protected health information in the following situation without your authorization.
These situations include: as Required By Law, Public Health issues as required by law, Communicable Diseases:
Health Oversight: Abuse or Neglects: Food and Drug Administration requirement: Legal Proceedings: Law
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Enforcement: Coroners, Funeral Directors, and Organ Donation: research: Criminal Activity: Military Activity and
National Security: Workers’” Compensation: Inmates: Required Uses and Disclosures: Under the law, we must
make disclosures to you and when required by the Secretary of the Department of Health and Human Services
to investigate or determine our compliance with the requirement of Sections 164.500.

We will share your protected health information with third party “business associates” that perform various
activities (e.g., billing, transcription services) for the practice. Whenever an arrangement between our office and
a business associated involves the use or disclosure of your protected health information we will have a written
contract that contains terms that will protect the privacy of your protected health information.

We may use or disclose your protected health information as necessary to provide you with information about
treatment alternatives or other health-related benefits and services that may be of interest to you. We may also
use and disclose your protected health information for other marketing activities. For example, your name and
address may be used to send you information about products or services that we believe may be beneficial to
you. You may contact our Privacy Contact to request that these materials not be sent to you. Other Permitted
and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization Or Opportunity To
Object Unless Required By Law.

You may revoke this authorization, at any time, in writing, except to the extent that your physician or the
physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization.

Your Rights
Following is a statement of your rights with respect to your protected health information.

You have the right to inspect and copy your protected health information. This means you may inspect and
obtain a copy of protected health information about you that is contained in a designated record set for as long
as we maintain the protected health information. A “designated record set” contains medical and billing records
and any other records that your physician and the practice use for making decisions about you. Under federal
law, however, you may not inspect or copy the following records; psychotherapy notes; information complied in
reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and protected
health information that is subject to law that prohibits access to protected health information.

You have the right to request a restriction or your protected health information. This means you may ask us
not to use or disclose any part of your protected health information for the purposes of treatment, payment or
healthcare operations. You may also request that any part of your protected health information not be disclosed
to family members or friends who may be involved in your care or for notification purposes as described in this
Notice of Privacy Practices. Your request must state the specific restriction requested and to whom you want
the restriction to apply. Your physician is not required to agree to a restriction that you may request. If
physician believes it is in your best interest to permit use and disclosure of your protected health information,
your protected health information will not be restricted. You then have the right to use another Healthcare
Professional.

You have the right to request to receive confidential communications from us by alternative means or at an
alternative location. We will accommodate reasonable requests. We may also condition this accommodation by
asking you for information as to how payment will be handled or specification of an alternative address or other
method of contact. We will not request an explanation for you as to the basis for the request. Please make this
request in writing to our Privacy Contact.
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You have the right to receive an accounting of certain disclosures we have made, if any, of your protected
health information. This right applies to disclosures for purposes other than treatment, payment or healthcare
operations as described in this Notice of Privacy Practices.

We are required to abide by the terms of this Notice of Privacy Practices. We may change the terms of our
notice at any time. The new notice will be effective for all protected health information that we maintain at this
time. Upon your request, we will provide you with any revised Notice of Privacy Practices by calling the office
and requesting that a revised copy be sent to you in the mail or asking for one at the time of your next
appointment.

Complaints
You may complain to us or to the Office of Civil Rights if you believe your privacy rights have been violated by us.

You may file a complaint with us by notifying our privacy contact of your complaint. We will not retaliate against
you for filing a complaint. You may obtain the address of the OCR Regional Manager, Denver, CO, from our
privacy officer.

Clinic Name and Phone #
This notice was published and becomes effective on/or before April 14, 2007.

We are required by law to maintain the privacy of, and provide individuals with this notice of our legal duties
and privacy practices with respect to protected health information. If you have any objections to this form,
please ask to speak with our HIPAA Compliance Officer in person or by phone at Clinic Phone #.

Signature on ConvenientMD Urgent Care’s Patient Signature Page is acknowledgement that you have received
this Notice of our Privacy Practices.
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PATIENTS’ BILL OF RIGHTS

VI

VII.

VIIL.

The patient shall be treated with consideration, respect, and full recognition of the patient's dignity and individuality,
including privacy in treatment and personal care and including being informed of the name, licensure status, and
staff position of all those with whom the patient has contact, pursuant to RSA 151:3-b.

The patient shall be fully informed of a patient's rights and responsibilities and of all procedures governing patient
conduct and responsibilities. This information must be provided orally and in writing before or at admission, except
for emergency admissions. Receipt of the information must be acknowledged by the patient in writing. When a
patient lacks the capacity to make informed judgments the signing must be by the person legally responsible for the
patient.

The patient shall be fully informed in writing in language that the patient can understand, before or at the time of
admission and as necessary during the patient's stay, of the facility's basic per diem rate and of those services
included and not included in the basic per diem rate. A statement of services that are not normally covered by
Medicare or Medicaid shall also be included in this disclosure.

The patient shall be fully informed by a health care provider of his or her medical condition, health care needs, and
diagnostic test results, including the manner by which such results will be provided and the expected time interval
between testing and receiving results, unless medically inadvisable and so documented in the medical record, and
shall be given the opportunity to participate in the planning of his or her total care and medical treatment, to refuse
treatment, and to be involved in experimental research upon the patient's written consent only. For the purposes of
this paragraph "health care provider" means any person, corporation, facility, or institution either licensed by this
state or otherwise lawfully providing health care services, including, but not limited to, a physician, hospital, or other
health care facility, dentist, nurse, optometrist, podiatrist, physical therapist, or psychologist, and any officer,
employee, or agent of such provider acting in the course and scope of employment or agency related to or
supportive of health care services.

The patient shall be transferred or discharged after appropriate discharge planning only for medical reasons, for the
patient's welfare or that of other patients, if the facility ceases to operate, or for nonpayment for the patient's stay,
except as prohibited by Title XVIII or XIX of the Social Security Act. No patient shall be involuntarily discharged from a
facility because the patient becomes eligible for Medicaid as a source of payment.

The patient shall be encouraged and assisted throughout the patient's stay to exercise the patient's rights as a
patient and citizen. The patient may voice grievances and recommend changes in policies and services to facility staff
or outside representatives free from restraint, interference, coercion, discrimination, or reprisal.

The patient shall be permitted to manage the patient's personal financial affairs. If the patient authorizes the facility
in writing to assist in this management and the facility so consents, the assistance shall be carried out in accordance
with the patient's rights under this subdivision and in conformance with state law and rules.

The patient shall be free from emotional, psychological, sexual and physical abuse and from exploitation, neglect,
corporal punishment and involuntary seclusion.

The patient shall be free from chemical and physical restraints except when they are authorized in writing by a
physician for a specific and limited time necessary to protect the patient or others from injury. In an emergency,
restraints may be authorized by the designated professional staff member in order to protect the patient or others
from injury. The staff member must promptly report such action to the physician and document same in the medical
records.

The patient shall be ensured confidential treatment of all information contained in the patient's personal and clinical
record, including that stored in an automatic data bank, and the patient's written consent shall be required for the
release of information to anyone not otherwise authorized by law to receive it. Medical information contained in the
medical records at any facility licensed under this chapter shall be deemed to be the property of the patient. The
patient shall be entitled to a copy of such records upon request. The charge for the copying of a patient's medical
records shall not exceed $15 for the first 30 pages or $.50 per page, whichever is greater; provided, that copies of
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XI.

XIl.

XIII.

XIV.

XV.

XVI.

XVII.

XVIII.

XIX.
XX.

XXI.

XXIL.

filmed records such as radiograms, x-rays, and sonograms shall be copied at a reasonable cost.

The patient shall not be required to perform services for the facility. Where appropriate for therapeutic or
diversional purposes and agreed to by the patient, such services may be included in a plan of care and treatment.

The patient shall be free to communicate with, associate with, and meet privately with anyone, including family and
resident groups, unless to do so would infringe upon the rights of other patients. The patient may send and receive
unopened personal mail. The patient has the right to have regular access to the unmonitored use of a telephone.
The patient shall be free to participate in activities of any social, religious, and community groups, unless to do so
would infringe upon the rights of other patients.

The patient shall be free to retain and use personal clothing and possessions as space permits, provided it does not
infringe on the rights of other patients.

The patient shall be entitled to privacy for visits and, if married, to share a room with his or her spouse if both are
patients in the same facility and where both patients consent, unless it is medically contraindicated and so
documented by a physician. The patient has the right to reside and receive services in the facility with reasonable
accommodation of individual needs and preferences, including choice of room and roommate, except when the
health and safety of the individual or other patients would be endangered.

The patient shall not be denied appropriate care on the basis of race, religion, color, national origin, sex, age,
disability, marital status, or source of payment, nor shall any such care be denied on account of the patient's sexual
orientation.

The patient shall be entitled to be treated by the patient's physician of choice, subject to reasonable rules and
regulations of the facility regarding the facility's credentialing process.

The patient shall be entitled to have the patient's parents, if a minor, or spouse, or next of kin, or a personal
representative, if an adult, visit the facility, without restriction, if the patient is considered terminally ill by the
physician responsible for the patient's care.

The patient shall be entitled to receive representatives of approved organizations as provided in RSA 151:28.

The patient shall not be denied admission to the facility based on Medicaid as a source of payment when there is an
available space in the facility.

Subject to the terms and conditions of the patient's insurance plan, the patient shall have access to any provider in
his or her insurance plan network and referral to a provider or facility within such network shall not be unreasonably
withheld pursuant to RSA 420-J:8, XIV.

The patient shall be entitled to file a complaint against the facility to the appropriate agency. The contact information

including the phone numbers and mailing addresses, for these agencies can be found ont he Complaint Resolution
page of this document.
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COMPLAINT RESOLUTION

Con‘énientMD

If you wish to express a compliment, concern or complaint regarding ConvenientMD
Urgent Care, please contact the Practice Manager of the location in which the concern
originated. While we prefer to speak with you personally about your concern, you may
also send us a letter through mail:

ConvenientMD Urgent Care
111 New Hampshire Ave, Suite 2
Portsmouth, NH 03801

If you feel as though you are unable to resolve a complaint with the organization,
you may contact the appropriate agency below.

For complaints within the jurisdiction of For complaints within the jurisdiction of
the NH Department of Health & Human the ME Department of Health & Human
Services: Services:

NH DHHS ME DHHS

129 Pleasant Street 221 State Street

Concord, NH 03301-3857 Augusta, ME 04333

Phone: 1 (800) 852-3345 Phone: 207-287-3005

For Complaints within the jurisdiction of
the MA Department of Health & Human
Services:

MA DHHS

Division of Health Care Facility Licensure &
Certification Complaint Intake Unit:

99 Chaunty St.

Boston, MA 02111

Phone: 1 (800)462-5540

www.ConvenientMD.com



PATIENT CONSENT FOR TREATMENT, RELEASE OF INFORMATION, AND
PAYMENT RESPONSIBILITY

I, the undersigned, hereby consent to the following treatment:

Administration and performance of all treatments.
Administration of any needed anesthetics.

Performance of such procedures as may be deemed necessary or advisable in the treatment of this
patient.

Use of prescribed medication.
Performance of diagnostic procedures, tests, and/or cultures.

Performance of other medically accepted laboratory tests that may be considered medically necessary or
advisable based on the judgment of the attending physician or their assigned designee.

| fully understand that this is given in advance of any specific diagnosis or treatment.

| intend this consent to be continuing in nature even after a specific diagnosis has been made and treatment
recommended. The consent will remain in full force until revoked in writing.

I understand that ConvenientMD Urgent Care may include consent at satellite offices under common ownership.

I, the undersigned, acknowledge that ConvenientMD Urgent Care may use and disclose my medical and demographic
information for the purposes of treatment, payment, and healthcare operations. This may include release of medical or
demographic information to my Primary Care Provider and or school/institution. These records may be released to
other parties as verbally instructed by me.

A photocopy of this consent shall be considered as valid as the original.

Medicare Patients: | authorize to release medical information about me to the Social Security Administration or its
intermediaries for my Medicare claims. | assign the benefits payable for services to ConvenientMD.

| certify that | have read and fully understand the above statements and consent fully and voluntarily to its contents.
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