Veuillez s'il vous plait compléter le formulaire en lettres détachées

Information du patient(e)
Nom de Famille:
Prénom: No. Assurance Sociale:

Date de Naissance: Age: Sexe: M / F
Mois Jour Année

Adresse au Canada:

Ville: Province: Code Postal:

No. de Téléphone: ( )
No. de Cellulaire: ( )
Adresse en Floride:

Ville: Etat US: Code Postal:
No. de Téléphone en Floride: ( )
Proche de Famille: Relation: Tel ( )
Date d'arrivée en Floride: / / Date prévue de départ: / /
Mois Jour Année Mois Jour Année

Raison Médicale pour votre visite:

Assurance voyage
Nom de I'assurance:

No. Police: No. Groupe

No. d'autorisation: No. du dossier:

No. d'assurance maladie:

Autorisation / Mandat

Je soussigné(e) certifie étre assure(e) par et assigne au docteur / clinique,
LA CLINIQUE SOLEIL & URGENT CARE CENTER les bénéfices de mon assurance pour les services rendus '
Je comprends que je suis financiérement responsable des couts indépendamment du fait que je sois assure(e) ou non. J'autorise le médecin a

divulguer toute les informations nécessaires afin d'assurer le paiement par mon assurance. J'autorise I'utilisation de cette signature pour toute
B B

communication avec mon assureur.

Signature du bénéficiaire Date

le soussigné(e) autorise mon régime d'assurance maladie provinciale a accepter les réclamations ainsi soumises et a donner
suite au présent mandat, tel que rédigé, ainsi qu'a transmettre a la compagnie, sur demande, tout renseignement concernant

mon statut de bénéficiaire ou celui de mon conjoint ou de mes enfants.

Signature du bénéficiaire Date




MEDICATION LOG

ALLERGIES:

PLEASE LIST ALL MEDICATIONS THAT YOU ARE CURRENTLY TAKING. THANK YOU
VEUILLEZ S’IL VOUS PLAIT INDIQUER LES MEDICAMENTS QUE VOUS PRENDEZ. MERCI
POR FAVOR ESCRIBA LOS MEDICAMENTOS QUE ESTA TOMANDO. GRACIAS

PATIENT NAME / NOM / NOMBRE : BIRTHDAY / FETE / DIA DE NACIMIENTO :

TELEPHONE / HOME / MAISON / CASA : ( ) -

TELEPHONE / PHARMACY / PHARMACIE / FARMACIA : ( ) -

DATE MEDICATION DOSAGE | FREQUENCY | REFILL STOP
DATE DATE




HIPAA PRIVACY NOTICE

La Clinique Soleil / Hollywood Medical Center
Notice of Privacy Practices
As required by the privacy regulations ereated as a result of the Health Insurance Portability and Accountability Act of 1996 (HIPAA).
This notice describes how health information about you ( paticnt of this practice) may be used and ed and how you can get access to your
individually identifiable health information, Please review this notice carefully.

A, Our commitment to your pri\'::n:\-:
Our pldl.llLC is dedicated to maintaining the privacy of vour individually identifiable health information (also called protected health information, or PHI. In
conducting our business. we will ereate records regarding you and the treatment and services we provide to vou. We are required by law to maintain the
confidentiality of health information that identifies you. We also are required by law to provide you with this notice of our legal duties and the privacy practices that
we maintain in our practice concerning your PHL By federal and state law, we must follow the terms of the Notice of Privacy Practices that we have in effect at the
time, We realize that these laws are complicated. but we must provide you with the following important information:

* How we may use and disclose your PHI.

* Your privacy rights in vour PHI,

+ Our obligations concerning the use and dis
The terms of this notice apply to all records containing your PHI that are created or retained by our practice, We reserve the right to revise or amend this
Notice of Privacy Practices. Any revision or amendment to this notice will be effective for all of your records that our practice has ereated or maintained in
the past, and for any of your records that we may create or maintain in the future. Qur practice will post a copy of our current Notice in our offices i
visible location at all times, and you may request a copy of our most current Notice at any time.
B. If you have questions about this Notice, please contact:
C. We may use and disclose your PHI in the following ways:
The following categories describe the different ways in which we may use and disclose your PII
1. Treatment, Our practice may use your PHI to treat you. For example, we may ask you to have laboratory tests {such as blood or urine tests). and we may use the
results to help us reach a diagnosis. We might use your PHI in order to write a prescription for you. or we might disclose your PHI to a pharmacy when we order a
pre tion for you, Many of the people who waork for our practice — including. but not limited to. our doctors and nurses — may use or disclose vour PHI in order to
treat vou or 10 assist others in your treatment. Additionally. we may disclose your PHI to others who may assist in your care, such as your spouse. children or parents.
Finally. we may also disclose your PHI to other health care providers for purposes related to your treatment.
2. Payment. Our practice may use and disclose your PHI in order to bill and collect payment for the services and items you may receive from us. For example. we
may contact your health insurer to centify that you are eligible for benefits (and for what range of benefits). and we may provide your insurer with details resarding
vour treatment 1o determ 3 surer will cover. or pay for, vour treatment, We also
may use dml dmlnw your I’III to :ubnm |1 1yment f‘rum 1lurnl parties IInI may hl. Jupmmblu for -\u\.‘h cos

slosure of your PHI,

3. Health care upur ions, Our pru_mu may use J]'Id d
information for our operations. our practice may vour PHI to L\'a]r.mL the qmlil\ oi‘n.m'c vou rcuci\'ud t'rom us. or to conduct cost-management and business
planning :u.ll\mu for our }mlullu. W:. may l||\\,|0\L your PHI to other health care providers and

-I. Appointment reminders. Our practice may use and disclose your PHI to contact you and remind you of an appointment,
. Treatment options, Our practice may use and disclose your PHI to inform vau of potential treatment options or alternatives

fu Health-related benefits and services, Our practice may use and disclose your PHI to inform vou of health-related hs.n;f'l\ or services that may be of interest
you,
7. Release of information to family/friends. Our practice may release your PHI 10 a friend or family m
care of you. For example, a parent or guardian may ask that a baby sitter take their child to the pediatric
sitter may have access to this child’s medical information.
8. Disclosures required by law. Our practice will use and disclose your PHI when we are required to do so by federal. s
D. Use and disclosure of your PHI in certain special circumstances:
The following categories describe unique scenarios in which we may use or d ‘our identifiable health infornmation:
L. Public health risks. Our practice may disclose your PHI 1o public health authorities that are authorized by law 1o collect information for the purpose of:

» Mamtaining vital records, such as births and deaths,

+ Reporting child abuse or neglect,

« Preventing or controlling discase, injury or disability,

= Notifving a person regarding potential exposure to a communicable discase,

= Notifving a person regarding a potential risk for spreading or contracting a disease or condition,

* Reporting reactions to drugs or problems with products or devices,

+ Notifying individuals 1f a product or device they be using has been recalled.

= Notifying appropriate government agency(ies) and authorityies) r ding the potential abuse or neglect of an adult patient  {including domestic

violence): however. we will only disclose this information il the patient agrees or we are required or authorized

by law to disclose this information.

« Motifying vour emplover under limited circumstances related primarily 1o workplace injury or illness or medical surveillance,
2. Health oversight acti Cur practice may disclose vour PHI to a health oversight agency for activities awthorized by law, Oversight activities can include. for
example. inves s, audits. surveys. licensure and dis il. administrative and criminal procedures or actions: or other activities
NECess5ary for the government o monitor government programs, compliance with civil
Page
L d“‘-l.lll‘- .m(l similar proceedings. Our practice may use and disclose your PHI in response 1o a court or adiministrative order, it you are involved in a lawsuit or
Cprocee “lose your PHI in response to a discovery request. subpoena or other law ful process by another party involved in the dispute. but
only if we have made an effort to inform yvou of the request or to obtain an order protecting the
information the party has requested.
4. Law enforcement. We may release PHI if asked to do so by a law enforcement official:

+ Regarding a crime victim i cerfain situations, 10 we are unable to obtam the person’s agreement,

= Concerning a death we believe has resulted from erimmal conduct,

+ Regarding eriminal conduet at our oflices,

= In response to a warrant, summaons, court order, subpoena or similar legal proces

+ To wdentify/locate a suspeet. material witness. fugitive or missing person,

= Inan emergency. to report a erime (including the location or vietimis) of the crime, or the deseription, identity or location of the perpetrator).
5. Deceased patients, Our practice may release PHI o a medical examiner or coroner to identify a deceased individual or o identify the cause of death, 11 ne
we also may release infonmation in order for funeral directors to perform their jobs,
6. Organ and tissue donation. Our practice may release your PHI to organizations that handle organ. eve or tissue procureiment or transplantation. including organ
danation banks. as nec i sue danation and transplantation il you are an organ donor.

mber that is involved in vour care, ar who assists in taking
an’s office for treatment of a cold. In this example, the baby

¢ or local law,




7. Research. Our practice may use and disclose vour PHI for rescarch purposes in certain limited circumstances. We will obtain your written authorization o use vour
PHI for el purposes except when an Internal Review Board or Privacy Board has determined that the waiver of vour authorization satisfies all of the following
conditions:
(A} The use or disclosure involves no more than a minimal risk (o your privacy based on the followi
improper use and disclosure: (i) an adequate plan o destroy the identifiers at the carliest opportunity consistent with the research (unless there is a health
ar research justification for retaining the identifiers or such retention is otherwise required by law): and adequate written assurances that the PHI will
not be re-used or disclosed to any other person or entity (except as required by law) for authorized oversight of the research study. or for other rescarch
for which the use or disclosure would otherwise be permitted:
{B) The research could not practicably be conducted without the waiver,
(C) The research could not practicably be conducted without ¢ to and use of the PHI.
 threats to health or safety. Our practice may use and disclose your o reduce or prevent a serious threat o vour health and safety or
the health and safety of another individual or the public. Under these circumstances. we will only make disclosures 1o a person or organization able to help prevent the
threat.

s (i) anadequate plan to protect the identifiers from

sign military forces (including veterans) and il required by the appropriate

nce and national security activities authorized by law, We also may disclose
authorized h_\_ I.m. We .!Im may disclose your PHI o federal oficials in order to protect the president. other
officials or !bn:lgn heads of state. or to conduct investigations.

11. Inmates. Our practice may disclose your PHI to correctional institutions or law enforcement officials if vou are an inmate or under the custody of a law
enforcement official. Disclosure for these purposes would be necessary: (a) for the institution to provide health care services 10 you. (b) for the safety and security of
the institution. and or (¢} to proteet your health and safety or the health and safety of other individuals,

12. Workers® compensation, Our practice may release vour PHI for workers™ compensation and similar programs.

E. Your rights regarding your PHI:

You have the followir arding the PHI that we maintain about you:

1. Confidential communications. You have the right to request that our practice communicate with you about vour health and related issues in a particular manner or
at a certain location. For instance. you may ask that we contact you at home, rather than work. In order to request a type of confidential communication. you must
make a written request specilying the requested method of contact, or the location where vou wish to be contacted. Our practice will accommodate reasonable
requests, You do not need to give a reason for your request.

2. Requesting restrictions. You have the right to request a restriction in our use or disclosure of your PHI for treatment. payment or health care operations,
Additionally. you have the right to request that we restrict our disclosure of your PHI to only certain individuals involved in your care or the paviment for your care
such as family members and fricnds. We are not required to agree to your request; however., if we do

agree. we are bound by our agreement except when otherwise required by law. in emergencies or when the information is necessary to treat you. In order fo request a
restriction in our use or disclosure of vour PHI. you must make your request in writing. Your request must deseribe ina clear and concise fashion:

= The information you wish restricted.

* Whether you are requesting to it our practice’s use, disclosure or both,

+ To whom you want the limits to apply.

3. Inspection and copies. You have the right to inspect and obtain a copy of the PHI that may be used to make decisions about vou, including patient medical records
and billing records. but not including psychotherapy notes. You must submit your request in writing to in order 1o inspect and or obtain a copy of your PHI, Our

practice may charge a fee for the costs of copying. mailing. labor and supplics associated with your request. Our practice may deny your request to inspect and ar copy
in certain limited circumstances: however. you may request a review of our denial. Another licensed health care professional chosen by us will conduct reviews.

4. Amendment. You may ask us to amend your health information it you believe it is incorrect or incomplete. and you may request an amendment for as long as the
information is kept by or for our practice. To request an amendment. your request must be submitted in writing,
You must provide us with a reason that supports vour request for amendment. Our practice will deny your reques
ing vour request) in writing, Also. we may deny your request il vou ask us to amend information

that is in our opinion: (a) accurate and complete: (b) not part of the PHI kept by or for the practice: (¢) notpart of the PHI which you would be permitted to inspect and
copy: or (d) not ereated by our practice. unless the individual or entity that ereated the information is not available o mmend the mtnnndlmn

5. Accounting of disclosures. All of our patients have the night to request an “accounting of disclosures.”An “accounting of disclosures™ is a list of certain non-
routine disclosures our practice has made of your PHI for purposes not related to treatment, payment or operations. Use of vour PHI as part of the routine patient care
inour practice is not required to be documented — for example. the doctor sharing information

with the nurse: or the billing department using yvour information to file your i L I order to obtain an accounting of disclosures. you must \uhmn vour
request inwriting. All requests for an “accounting of disclosures™ must state a time period, which may not be longer than six (6) years from the date of disclosure and
may not include dates before April 14, 2003, The first list vou request withina 12-month period is free of charge. but our practice may charge you for additional lists
within the same 12-month period. Our practice will not ou of the costs involved

with additional requests. and you may withdraw your request belore you incur any costs,

6. Right 1o a paper copy of this notice, You are entitled to receive a paper copy of our notice of privacy practices. You may ask us to give vou a copy of this notice
at any time.

7. Right to file a complaint. If you believe your privacy rights have been violated. vou may file a complaint with our practice or with the Secretary of the Department
of Health and Human Services, All complaints must be submitted inwriting. Y ou will not be penalized for filing a complaint.

8. Right to provide an authorization for other uses and disclosures. Our practice will abtain your written authorization for uses and disclosures that are not
identified by this notice or permitted by applicable law. Any authorization you provide to us regarding the use and disclosure of your PHE may be revoked at any time
i writing. After you revoke your authorization, we will no longer use or disclose your

PPHI for the reasons deseribed in the authonization. Please note: we are required 1o retain records of your care. A
our health information privacy policies, please contact us,

it vou fail to submit your request (and the reason

ANce ¢

gain. if you have any questions regarding this notice or

Copyright © 9204 by the American Academy of Family Physicians. All rights reserved.



3 750 S. Federal Highway, Hollywood Fl 33020
M Tel ; 954-342-8800 Fax : 954-342-8700

@5 ! wﬁ Email : clsoleil@bellsouth.net

Hollywood Medical Clinic
La Clinioue Stiteil

INTENTION DE RECEPTION DE L’AVIS DES PRACTIQUES DE CONFIDENTIALITE

« VOUS POUVEZ REFUSER DE SIGNER CETTE INTENTION DE RECEIPTION »

J’ai recu une copie de I’avis de ce bureau des Pratiques de confidentialité

Nom du Patient:

Signature:

Date:

POUR L'USAGE OFFICIEL SEULEMENT
Nous avons tente d’obtenir I'indication écrite de la réception de notre avis des pratiques de confidentialités, ne
pouvant étre obtenu pour les raisons suivantes
Individuels ont refuse de signer
Les barrieres de communication
Une situation d’urgence nous a empéchés d’obtenir I"intention de réception

Autre

CLINIQUE MEDMANAGEMENT GROUP, LLC
750 5. Federal Highway, Hollywood, FL 33020 » Tel: (954) 342-8800 » Fax: (954) 342-8700
www. Lacliniquesoleil.com
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Hollywood Medical Clinic
La Clinioue Sgteil

Cher(e) Client(e):
Veuillez SVP lire et signer ’information suivante:

Selon la Loi de la Florida, il est généralement requis pour les médecins d’étre munis d’une
assurance responsabilité professionnelle, ou d’étre en mesure d’assumer la responsabilité
financiere dans I’éventualité d’une réclamation pour négligence professionnelle.

Le médecin : Dr. Sandro Bacchelli et ‘La Clinique Soleil ¢ ne sont pas détenteurs d’une
assurance responsabilité professionnelle. Cela est autorise pas la loi en Floride sous certaines
conditions. La Loi en Floride impose des sanctions aux médecins non assures qui ne peuvent
satisfaire aux conditions lors d’un jugement adverses relatif a une plainte pour négligence
professionnelle.

Je certifie avoir lu et comprend Pinformation ci-dessus. Je comprend que ce document sera
tenu dans mon dossier médical.

Nom, Prénom Date

Signature du Patient ou Représentant Légal

&=
CLINIQUE MEDMANAGEMENT GROUP, LLC
750 S. Federal Highway, Hollywood, FL 33020 = Tel: (954) 342-8800 « Fax: (954) 342-83700
www. Lacliniquesoleil.com



