ADULT CLIENT INFORMATION

Name of Client: Gender M__F____ Current Date

Home

Address: City: State: Zip:

Home Phone: Cell Phone: Soc.Sec:

E-Mail Address: Work Phone:

Date of Birth: Agei_ Occupation:

Emgdoyer; Employer Address:

Emergency Contact: Phone:

Religion: Ethnicity:

Marital Status: Name of Spouse: Spouse DOB: Spouse Age

Spouse Employer: Spouse Work Phone Spouse SSN:

Children (s) Name: Age._ DOB____ Nam e: Age._  DOB___
Name: Age:_ DOB____ Name: Age:_  DOB__
Name: Age:_ DOB___ Nam e: Age:_  DOB___

Referred to this office by:

Current
Medications: Allergies:
Physical
llinesses:
Physician;

INSURANCE INFORMATION
Primary Company: Secondary Company:
Subscriber Name Subscriber Name
Subscriber # Subscriber#
Employer Group Employer Group
Co-Payment Co-Payment
(Initial Please) | do , | do not want my family physician contacted by this office regarding

treatment here. If so, you must complete the following information. (All Physician fields below must be
completed)

Physician Address: City

State: Zip: Telephone: Fax:




Koithan, P.C.
2327 70" Street, Urbandale, 1A 50322
Office Telephone (515) 222-1175 Fax: (515) 222-0953

Aligntms.com

Thomas K. Koithan, P.C.

Thomas K. Koithan, D.O.
Board Certified in Psychiatry

AUTHORIZATION FOR RELEASE OF MENTALHEALTH/SUBSTANCE
ABUSE INFORMATION

Patient Name

The undersigned understands and consents to the following:

All documents, clinical records, and billing information relevant to the
party identified are stored in the electronic record systems of

Thomas K. Koithan P.C.

Collaboration by the above clinical groups is understood by the patient to
provide continuity of care.

| acknowledge that this information may include material that is protected by
state and/or federal law applicable to either mental health or substance abuse
or both.

Signature of Patient or Patient's Authorized Representative

If authorized Representative, Relationship to Patient

Date

PROHIBITION ON REDISCLOSURE

This form does not authorize redisclosure of Medical Information beyond the limits of this
consent. Where information has been disclosed from records protected by federal law for
substance abuse records or by state law for mental health records, federal requirements (42
C.F.R. Pmi 2) and state requirements (lowa code ch. 22) prohibits further disclosure without the
specific written consent of the patient, or as otherwise permitted by such law and/or regulations.
A general authorization for the release of medical or other Information is not sufficient for
these purposes. Civil and/or criminal penalties may attach for unauthorized disclosure of
substance abuse or mental health Information.



Koithan, P.C.
Client Rights and Responsibilities Statement

Statement of Patient Rights

«  Clients have the right to be treated with dignity and respect.

« Clients have the right to fair treatment. This is regardless of their race, religion, gender,
ethnicity, age, disability, or source of payment.

»  Clients have the right to have their treatment and other member information kept private.
«  Only in an emergency, or if required by law, can records be released without member

permission.

«  Clients have the right to information from staff/providers in a language they can
understand.

«  Clients have the right to an easy to understand explanation of their condition and
treatment.

«  Clients have the right to know all about their treatment choices. This would mean no
matter of cost or if they are covered or not.

»  Clients have the right to get information about services and role in the treatment process.

«  Clients have the right to information about providers.

«  Clients have the right to know the clinical guidelines used in providing and/or managing
their care.

«  Clients have the right to provide input on policies and procedures.

«  Clients have the right to know about the complaint, grievance and appeal process.

«  Clients have the right to know about State and Federal laws that relate to their rights and
responsibilities.

«  Clients have the right to know of their rights and responsibilities in the treatment plan.

«  Clients have the right to share in the formation of their plan of care.

Statement of Client Responsibilities:

* Clients have the responsibility to give providers information they need. This is so they
can deliver the best possible care.

® Clients have the responsibility to let their provider know when the treatment plan no
longer works for them.

® Clients have the responsibility to follow their medication plan. They must tell their
provider about medical changes, including medications given to them by other providers.
®  Clients have the responsibility to treat those giving them care with dignity and respect.

®  Clients should not take actions that could harm the lives of employees, providers, or
other Clients.

*  Clients have the responsibility to keep their appointments. Clients should call their
providers as soon as possible if they need to cancel visits.

® Clients have the responsibility to ask their providers questions about their care. This is
so they can understand their care and their role in that care.

® Clients have the responsibility to let their provider know about problems with paying
fees.

®  Clients have the responsibility to follow the plans and instructions for their care. The
care is to be agreed upon by the member and provider.

Client Signature Date




Thomas K. Koithan, P.C.
IMPORTANT FINANCIAL INFORMATION

Please Read Carefully
ization f .
Our clinicians participate with various HMO's, PPO's and other managed-care organizations. Some of these plans require
preauthorization before the first visit. | understand it is my responsibility to obtain this authorization. Mental health benefits may differ
from medical benefits so it is essential that | have researched my mental health benefits plior to my visit. If | have not done this prior to
my visit and/or treatment is not a payable benefit, | will be responsible for the full payment at the time of service. Further, if my
insurance carrier determines that the services | receive are not medically necessary, | will be responsible for full payment of the bill.

Payment at the Time of Service

I understand this office's policies regarding payment for services. | will make payment in full at the time of each visit unless other
arrangements have been made in advance. Insurance will be filed by the office at no charge and | will make any deductible, co-
payments, or non-covered service payments at the time of service. If | must be billed there will be a $10.00 service fee.

To avoid the $10.00 service charges for billing I authorize this office to retain my credit card number. | understand that my card

will be charged if my insurance pays less than expected or if payment has not been received from my insurance. Thomas K. Koithan,
P.C will reimburse the excess paid upon insurance reimbursement.

MC or Visa # Exp. CVV:

Printed Name

| issed .
I understand that when scheduling an appointment, | am reserving professional time in advance. It is my responsibility to keep
scheduled appointments. If unable to keep an appointment, | agree to provide a minimum of 24-hour notice during business hours. |
acknowledge that a pattern of missed appointments constitutes grounds for unilateral termination of services. | will pay a minimum of

$112.50 for all missed appointments and appointments canceled without 24-hour notice. | acknowledge that my insurance plan will not
cover these fees.

Telephone Consultation
I will pay for all telephone consultations requested in lieu of a scheduled appointment or to discuss non-urgent medication or clinical

concerns (minimum of $25). | understand | will not be charged for calls the clinician requested of me for updates. | acknowledge that
my insurance plan will not cover these charges.

Prescription Refills
The expectation is that | will obtain prescriptions at the time of my appointment. | will pay for each prescription called into a pharmacy

and/or those written in lieu of obtaining the prescriptions at the time of my appointment (minimum $15). | acknowledge that my
insurance will not cover these charges.

Requests for Records

| agree to pay for any copies of records sent to other facilities, providers, or insurance companies regarding my care (minimum $35). |
also agree to pay for any reports or letters requested by or sent to a third party.

rt-Rel Work

If my clinician is called upon to appear in court, testify in court, or prepare reports for the court related to services received, | agree to
pay for all such services.

Custody of Dependents

I understand that as the parent/guardian bringing my child for services, | am responsible for the payment of services provided to my
child.

I have received a copy of this document and assign any insurance benefits to be payable to Thomas K. Koithan, P.C

Signature Date
(legal guardian if under 18 years)




Informed Consent for Treatment

I agree and consent to participate in
behavioral health services offered and_provided by the staff of Koithan PC. | understand
that | am consenting and agreeing only to those services that the staff member is qualified
to provide within: (1) the scope of the provider's license, certification, and training; or (2)
the scope of license, certification, and training of the behavioral health care providers
directly supervising the services received by the patient.

I understand that staff is available by phone during normal business hours. Staff is also
available after hours by our '"*After Hours Phone Contact System"'. It is understood that
our staff uses an on-call rotation of qualified clinical staff that may or may not be my current
clinician.

If the patient is under the age of eighteen or unable to consent to treatment, | attest that |
have the legal custody of this individual and am authorized to initiate and consent for
treatment and/or legally authorized to initiate and consent to treatment on behalf of this
individual.

Signature. Date.

Relationship to Patient (if applicable):




NOTICE OF PRIVACY PRACTICES, HIPAA STATEMENT

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
BLEASE REVIEWIT CAREFULLY, THE PRIVACY OF YOUR HEALTH INFORMATION IS
IMPORTANTTO US.

OUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give you this Notice about
our privacy practices, our legal duties, and your rights concerning your health information. We must follow the privacy practices that are described in this
Notice while it is in effect. This Notice takes effect 04/14/2003, and will remain in effect until we replace it. We reserve the right to change our privacy
practices and the terms of this Notice at any time, provided such changes are permitted by applicable law. We reserve the right to make the changes in
our privacy practices and the new terms or our Notice effective for all health information that we maintain, including health information we created or
received before we made the changes. Before we make a significant change in our privacy practices, we will change this Notice and make the new
Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of this Notice, please
contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION

We use and disclose health information about you for treatment, payment and healthcare operations. For example:

Treatment:

We may use or disclose your health information to a physician or other healthcare provider providing treatment to you.

Payment:

We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations:

We may use and disclose your health information in connection with our healthcare operations. Healthcare operations include quality assessment and
improvement activities, reviewing the competence or qualifications of healthcare professionals, evaluating practitioner and provider performance,
conducting training programs, accreditation, certification, licensing or credentialing activities.

Your Authorization:

In addition to our use of your health information for treatment, payment or healthcare operations, you may give us written authorization to use your
health information or to disclose it to anyone for any purpose. If you give us an authorization, you may revoke it in writing at any time. Your revocation
will not affect any use or disclosures permitted by your authorization while it was in effect. Unless you give us a written authorization, we cannot use or
disclose your health information for any reason except those described in this Notice

To Your Family and Friends:

We must disclose your health information to you, as described in the Patient Rights section of this Notice. We may disclose your health information to a

family member, friend or other person to the extent necessary to help with your healthcare or with payment for your healthcare, but only if you agree that
we may do so.

Persons Involved in Care:

We may use or disclose health information to notify, or assist in the notification of (including identifying or location) a family member, your personal
representative or another person responsible for your care, of your location, your general condition, or death. If you are present, then prior to use or
disclosure of your health information, we will provide you with an opportunity to object to such uses or disclosures. In the event of your incapacity or
emergency circumstances, we will disclose health information based on a determination using our professional judgment disclosing only health
information that is directly relevant to the person's involvement in your healthcare. We will also use our professional judgment and our experience with
common practice to make reasonable inferences of your best interest ., allowing a person to pick up filled prescriptions, medical supplies, x-rays, or
other similar forms of health information.

Marketing Health-Related Services:

We will not use your health information for marketing communications without your written authorization.

Required by Law:

We may use or disclose your health information when we are required to do so by law.

Abuse or Neglect:

We may disclose your health information to appropriate authorities if we reasonably believe that you are a possible victim of abuse, neglect, or domestic
violence or the possible victim of other crimes. We may disclose your health information to the extent necessary to avert a serious threat to your health
or safety or the health or safety of others.

National Security:

We may disclose to military authorities the health information of Armed Forces personnel under certain circumstances. We may disclose to author'lzed
federal officials health information required for lawful intelligence, counterintelligence, and other national security activities. We may disclose to

correctional institution or law enforcement officials having lawful custody of protected health information of inmate or patient under certain
circumstances.

Appointment Reminders:

We may use or disclose your health information to provide you with appointment reminders (such as voicemail messages, postcards, or letters
QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices or have questions or concerns, please contact us. If you are concerned that we may have
violated your privacy rights, or you disagree with a decision we made about access to your health information or in response to a request you made to
amend or restrict the use or disclosure of your health information or to have us communicate with you by alternative means or at alternative locations,
you may complain to us using the contact information listed at the end of this Notice. You also may submit a written complaint to the U.S. Department of
Health and Human Services. We will provide you with the address to file your complaint with the U.S. Department of Health and Human Services upon
request. We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a complaint with us or with
the U.S. Department of Health and Human Services.

PATIENT RIGHTS

Access:

You have the right to look at or get copies of your health information, with limited exceptions. You may request that we provide copies in a format other
than photocopies. We will use the format you request unless we cannot practicably do so. (You must make a request in writing to obtain access to your
health information. You may obtain a form to request access by using the contact information listed at the end of this Notice. We will charge you a
reasonable cost-based fee for expenses such as copies and staff time. You may also request access by sending us a letter to the address at the end of
this Notice. If you request an alternaflve format, we will charge a cost-based fee for providing your health information in that format. If you prefer, we will
prepare a summary or an explanation of your health information for a fee. Contact us using the information

listed at the end of this Notice for a full explanation of our fee structure.)



20F2
Disclosure Accounting:
You have the right to receive a list of instances in which we or our business associates disclosed your health information for purposes, other than
treatment, payment, healthcare operations and certain other activities, for the last 6 years, but not before April 14, 2003. If you request this accounting
more than once in a 12-month period, we may charge you a reasonable, cost-based fee for responding to these additional requests.

Restriction:
You have the right to request that we place additional restrictions on our use or disclosure of your health information. We are not required to agree to
these additional restrictions, but if we do, we will abide by our agreement (except in an emergency).

Alternative Communication:

You have the right to request that we communicate with you about your health information by alternative means or to alternative locations. (You must
make your request in writing.) Your request must specify the alternative means or location, and provide satisfactory explanation how payments will be
handled under the alternative means or location you request.

Amendment:

You have the right to request that we amend your health information. (Your request must be in writing, and it must explain why the information should be
amended.) We may deny your request under certain circumstances.

Electronic Notice:

If you receive this Notice on our Web sites or by electronic mail (e-mail), you are entitled to receive this Notice in written form

Contact Officer:

Thomas K. Koithan, D.O., Koithan, P.C.

Office Telephone (515) 222-1175 Fax: (515) 222-0953
1000 73rd St Suite 5, Windsor Heights, IA 50324

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
"You may refuse to Sign this Acknowledgement."”

l, have received and/or read a copy of Koithan, PC notice of Privacy
Practices.

Please Print Name

Signature

Date

FOR OFFICE USEONLY

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices,
but acknowledgement could not be obtained because:

Individual refused to sign

Communications barriers prohibited obtaining the acknowledgement

An emergency situation prevented us from obtaining acknowledgement

Other (please specify)




Koithan, PC

I understand that as part of my care, Koithan, PC will originate and maintain paper and/or electronic records describing my
health history, symptoms, examination and test results, diagnosis, treatment and any plans for future care or treatment. |
understand that this information serves as:

A basis for planning my care and treatment, including communication between providers in the practice.
A source of information for applying my diagnosis and procedure information to my bill,

A means by which a third-party-payer can verify that services billed were actually provided, and

A tool for routine health care operations such as quality assurance.

I understand and have been provided with a Notice of Information Practices that provides a more complete description
of information uses and disclosures. | understand that I have the following rights and privileges:

The right to review the notice prior to signing this consent,

The right to request restrictions as to how my health information may be used or disclosed.
I understand that Koithan, PC is not required to agree to the restrictions requested. | understand that | may revoke this
consent in writing, except to the extent that the organization has already taken action in reliance thereon. | also understand
that by refusing to sign this consent or revoking this consent, this organization may refuse to treat me as permitted by
Section 164.506 of the Code of Federal Regulations.

I further understand that Koithan, PC reserves the right to change their notice and practices and prior to implementation, in
accordance with Section 164.5220 of the Code of Federal Regulations. Should Koithan, PC change their notice, they will
send a copy of any revised notice to the address I've provided (U.S. Mail or, if | agree, Email).

I wish to have the following restrictions to the use or disclosure of my health infolmation:

- |

l, , understand that as part of this organization's treatment, payment, or health care
operations, it may become necessary to disclose my or my dependent's protected health information. | consent tothe
disclosure to my insurance carrier for the purpose of payment. A photocopy of this authorization will be valid as the
original.

| fully understand and [ ] accept [ ] decline the terms of this consent (check one).

Signature of Patient or Authorized Patient Representative Date

Relation to Patient

|

FOR OFFICIAL USE ONLY
Consent received by On

[]
[ 1 Consent refused by patient, and treatment refused as permitted.
[ ] Consentadded tothe patient's medical record on.




