





Axia Women’s Health

HIPAA |
Acknowledgments and Authorizations

I. HIPAA Notice of Privacy Practices

PaﬂentAcImowIedgment

Axia is required by law to maintain the pﬁvacy of pLotected health information and provxde individuals with notice e of their legal duties and
ptivacy practices with respect to protected health information. If I have any questions, I undetstand I can speak with the HIPAA Compliance
Officer in person or by phone.

Signature below is only acknowledgment that I have been given the option of receiving a copy or been afforded an opportunity to review
Axia’s Notice of Privacy Practices:

_Print Name: Date of Bitth: Date:

Signature:
I1. Authonzatlon for use or Disclosure of Health Information

3 Patzent Contact Informatmn S
I authorize brief messages with medical information to be left on voicemail at (check all that apply) [0 Home [ Cell [ Work

I authorize extended messages with medical information to be left on voxcemzul at (check all that apply): [ Home I Cell [Work

Restrictions/Instructions:
Re!ea;e of Medical History and Treatment Information

T authorize the following individual(s) to receive information pettaining to any medical history and treatment received:

[IPlease use my emergency contact on the patient demographic form.
Name: Relationship: Ph #:

Name: Rela’donship: Ph #:

The above individual(s) may receive mformatmn across all Ax1a care centers unless other\mse noted

ReIease of Blllmg Infoxmatzon 7
T authorize the following individual(s) to receive information pertaining to any billing issue and to act on my behalf:

[IPlease use my emergency contact on the patient demographic form.
Name: Relationship: Ph #:

Name: : Relationship: ' Ph #:

The above individual(s) may receive mformatmn across all Axia care centers unless otherwise noted

Parent / Guara’lzm Infozma tzon

Contact: - Rele:tiooship to You:
Home Phone: Alt. Phone:

Contact: Relationship to You:
Home Phone: V Alt. Phone:
PatzentAcImow]edgment '

In accordance with the Privacy Rule of the Health Insurance Portability and Accountability Act (HIPAA) of 1996, I understand that:
1. T may revoke this authorization at any time, except to the extent where action has already been taken in accordance with the otiginal
authorization for disclosure. My revocation must be in writing, signed by me or on'my behalf, and delivered to our office address. My
revocation will be effective once received by the practice, an Axia Women’s Health Care Center.

2. A copy of this authonization may be used with the same effectiveness as the original.
‘This authonization replaces any prior written authorization I have made regarding the use, release, and disclosure of my medical information.

Print Name: Date:

Relationship:

I request a fernalechaperoneto be Ioresent during my examination? 0 Yes ONo [ Other



Patient Bill of Rights
South Jersey Fertility Center

Each patient receiving service in an ambulatory care facility shall have the following rights and responsibilities:

* Patlent to recelve considerate and respeciful care consistent with sound nursing and medical practices.

+ Patlent to be informed of the name of the physician respansible for coordinating their care.

 Patient may obtain from the physician ~ complete, current information concerning her diagnosis,
treatment, and prognosis in terms they can reasonably he expected to understand.

» Patient to receive from the physician inforniation necessary to give informed consent, prior to the start
of any procedure or treatment.

»  Patient may refuse treatment to the extent permitted by law and to be Informed of the medical
consequences of such action.

« Patient to be provided privacy to the extent consistent with providing adequate medical care to the
patient.

» Patient is provided privacy and confidentiality of all records pertaining to the patient's treatment,
except as otherwise provided by [aw or third party payment contract, and access to those records.

« Patient expects that within its capacity, the facility will make reasonable response to the patient's
request for services, including the services of an interpreter in a language other than English.

» Patient will be informed by their physician of any continuing health care requirements which may
follow discharge and to raceive assistance from the physician and appropriate facility staff in arranging
for required follow-up care after discharge.

» Patient will be informed by the facility of the necessity of transfer to another facility prior to the
transfer and of any alternatives to it which may exist.

« patient will be informed, upon request, of other health care and educational institutions that the
facility has authorized to participate in the patient's freatment.

+ Patient will be advised if the fadility proposes o engage in or perform human research or
experimentation and to refuse to participate in these projects.

« Pgtient may examine and recelve an explanation of the patient's bill, regardiess of the source of
payment, and to receive information or be advised on the availability of sources of financial assistance
to help pay for the patient's care, as necessary.

« Patient may expect reasonable continuity of care.

s Patient to receive treatment without discrimination as to race, age, religion, sex, national origin, or
source of payment.

« Patient may receive a signed copy of the “Patient Bill of Rights” and the original will be maintained in

patient’s medical recard.

Patient’s Signature Date



