NORTHWEST RHEUMATOLOGY PRIVACY NOTICE AND PATIENT
DEMOGRAPHIC FORM

Print Name: Date of Birth:

Address: , ) )
Street Address City State Zip Code

Race (please choose all that apply): QWhite O American Indian/Alaskan Native
O Asian QBlack or African American Q Native Hawaiian or Other Pacific Islander
Q Other race OMultiracial/More Than One Race O Decline to Specify

Ethnicity: DNot Hispanic or Latino D Hispanic or Latino D Unknown D Decline to Specify

Please fill out this entire form and Initial in spaces given

> _yourinitials  to confirm acknowledgment.
> A copy of our privacy notice is made available for my records at any time in compliance
with the HIPAA regulations by Northwest Rheumatology Specialist (NWR).
e Describing your rights and choices and our uses and disclosures.

v’ Please provide the following information on how we can contact you:

(1) Home# (2) Cell#t
(3) Alternate#t (4) Email:
v How do you prefer to be contacted? , second preference
> Messages are left on voicemails or with a person answering the phone in your absence,

v’ Specify anywhere you wish voicemails NOT be left:
v’ Specify anyone you wish NOT to be given a message in your absence:

*Messages will contain minimal health information. To give authorization to another individual
regarding your health care, a separate form is available.

> | understand | can change the disclosure permission in this form at any time.

> | understand that any appointment cancelled without at least 24 hours’ notice may
result in a charge of $55. Initial appointment will result in a $100 charge.

> All referrals and precertification’s must be obtained prior to the time of service, or the
patient will be financially responsible for the visit.

> | understand that if a balance remains longer than 90 days the bill may be submitted to

collection agency. | will be responsible for collection fees, and a $S20 service charge will be added
on to any balance over 90 days old.

Please let us know of any special needs regarding your health records you may have.

Signature (or legal guardian’s) Date: / /




NORTHWEST RHEUMATOLOGY SPECIALISTS, S.C.

800 Biesterfield Rd 1000 Hart Rd.
Suite 4003 Suite 220
Elk Grove Village, IL 60007 Barington, IL 60010

As the account guarantor listed below, | hereby grant permission for Northwest Rheumatology Specialists, S.C. to keep a
secure token provided by their credit card processing vendor on file for my account. This secure credit card token will
allow Northwest Rheumatology Specialists, S.C. to process credit card transactions for outstanding balances without the
need to rescan my credit card.

When | am present in the office, Northwest Rheumatology Specialists, S.C. must get verbal approval to charge my credit
card on file.

When | am not in the office, | grant Northwest Rheumatology Specialists, S.C. to charge my credit card up to $100, or at
my direction if | call in.

| understand that any appointment cancelled without at least 24 hours’ notice may result in a charge of $55.
Initial appointment will result in a $100 charge.

This authorization remains in effect until terminated by the cardholder.

Patient/Guarantor or Representative Printed Name

Patient/Guarantor or Representative Signature

Date Signed



Northwest Rheumatology Intake Form For New Patients

Name: Height: Date:

Date of Birth: Birth gender: Current gender:
Please fill out and return to one of our staff members as soon as you have completed this form.

Date of your last flu shot: Pneumonia:

Do you smoke tobacco or use a vaping device? Y / N Smoking D Vaping
Amount used:
If not, have you ever smoked tobacco? Y / N age stopped: amount used:

Date of your last DEXA scan (bone density):

Primary Care Doctor: Phone number:

Pharmacy: Town located in:

Phone number:

Mail order Pharmacy:

Please list what medications/vitamins/supplements you are currently taking, including OVER THE COUNTER
(we can photocopy a list if you have brought one with).

Medication name and dose Frequency Reason

Please tell us of any of the following (INCLUDE OVER THE COUNTER).

Allergies Reactions




Name:

DOB:

Please take a moment to fill out our questionnaires. Thank you!

Please (X) the ONE best answer for your abilities at this time: RAPID 3
Over the last WEEK were you able to: Without Any With With Unable
Difficulty Some Much To Do

Difficulty Difficulty

Dress yourself, including shoe laces and buttons?

Get in and out of bed?

Lift a full cup or glass to your mouth?

Walk outdoors on flat ground?

Wash and dry your entire body?

Bend down to pick up clothing off the floor?

Turn faucets on and off?

Get in and out of a car, bus, or airplane?

Walk 2 miles if you wish?

Participate in sports and activities as you’d like?

Get a good night’s sleep?

Deal with feelings of anxiety or being nervous?

Deal with feelings of depression or feeling blue?

How much pain have you had because of your condition over the past week?

Please indicate how severe.

No Pain

Worst Pain Possible

loJos5]1]15]2]25|3]35|4]45|5]55]6[65]7][75[8]85[9]/9.5]10]

Considering all the ways in which illness and health condition may affect you at this time?

Please circle how you are doing.

No Pain

Worst Pain Possible
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6.5
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NORTHWEST RHEUMATOLOGY SPECIALISTS, S.C.
EMAIL CONSENT FORM

Patient name:

Date of Birth:

Email Address:

Risk oF USING EMAIL

Transmitting patient information by email has several risks that patients

should consider before using email. These include, but are not limited to,

the following risks:

1. HIPAA recommends that email that contains protected health
information be encrypted. Emails sent by Northwest Rheumatology
Specialists SC are not encrypted, so emails may not be secure.
Therefore, it is possible that the confidentiality of such
communications may be breached by a third party.

2. Emails can be circulated, forwarded, stored electronically and on
paper, and broadcast to unintended recipients.

3. Email senders can easily misaddress an email.

Email is easier to falsify than handwritten or signed documents.

5. Backup copies of email may exist even after the sender or recipient
has deleted his or her copy.

6. Employers and online services have a right to inspect email
transmitted through their systems.

7.  Email can be intercepted, altered, forwarded, or used without
authorization or detection.

8.  Email can be used to introduce viruses into computer systems.

9.  Email can be used in evidence in court.

CONDITIONS FOR THE USE OF EMAIL

The practice cannot guarantee but will use reasonable means to maintain

security and confidentiality of email information sent and received. The

practice and physician are not liable for improper disclosure of
confidential information that is not caused by the practice’s or physicians’
intentional misconduct. Patient must acknowledge and consent to the
following conditions:

a) Email is not appropriate for urgent or emergency situations. The
practice and physicians cannot guarantee that any email will be read
and responded to within any particular period of time.

b) If the patient’s email requires or invites a response from the
physician, and the patient has not received a response within 2
business days, it is the patient’s responsibility to follow-up to
determine whether the intended recipient received the email
and when the recipient will respond.

¢) Email must be concise. The patient should schedule an
appointment if the issue is too complex or sensitive to discuss
via email.

d) Office staff may receive and read your messages.

e) The practice will not forward patient identifiable email
outside of the practice without the patient’s prior written
consent, except as authorized or required by law.

f)  The patient should not use email for communication
regarding sensitive medical information, such as information
regarding sexually transmitted diseases, AIDS/HIV, mental
health, or substance abuse. The practice is not liable for
breaches if confidentiality caused by the patient or a third
party.

g) Itisthe patient’s responsibility to follow up or schedule an
appointment if warranted.

h) This consent will be in effect until terminated in writing by
either the patient or practice.

i) Inthe event that a patient does not comply with the
conditions herein, the practice may terminate patient’s
privilege to communicate by email with the practice.

INSTRUCTIONS
To communicate by email, the patient shall:
a) Take precautions to preserve the confidentiality of email.
b) Protect his or her password or other means of access to
email.
c) Inform the practice of changes in his/her email address.

PATIENT ACKNOWLEDGEMENT & AGREEMENT
I acknowledge that | have read and fully understand this consent
form. 1 understand the risks associated with the communication
of email between the practice and myself and consent to the
conditions and instructions outlined, as well as any other
instructions that the practice may impose to communicate with
the patient by email. If | have any questions, | may inquire with
the Practice Privacy Officer.

| fully and forever release and discharge Northwest Rheumatology
Specialists SC and its affiliates from and against any and all losses,
claims, and liabilities arising out of or connected with the use of
such email.

Patient Signature

Northwest Rheumatology Specialists, S.C.

800 Biesterfield Rd., Suite 4003, Elk Grove Village, IL 60007
Phone: 847-364-0800 Fax: 847-364-0808

Email: Documents@NWRheum.com

Date



AUTHORIZATION FOR DISCLOSURE OF PROTECTED
HEALTH INFORMATION

PATIENT RIGHTS

The patient has a right to confidentiality of their personally identifiable health information. They also have a
right to share their personal health information. They may extend this privilege to a family member or other
designated person by a written authorization that will be kept on file by Northwest Rheumatology Specialists.
This agreement shall remain in effect until revoked by the patient or their power of attorney (POA).

Patient’s Name: DOB:

Phone #: Address:

City, State, Zip:

Information to be share:

Laboratory results

X-Ray Results

Examination results

Prescription Drug Information

Plan of Care

Demographic information; including address, birth date, phone, social security number, etc.
All the above

Other:

OO0OoOoO00o0oao

| understand that my signature will allow physician/staff members of Northwest Rheumatology Specialists to
provide the above information to another person authorized by me. | authorize the release of the above
information to:

Name of authorized individual:

Telephone number of Authorized Individual:

Relationship to Patient:

Address:

| authorize the release of my personal health information as indicated on this form to the individual identified
above. This authorization is good until revoked by myself or my POA.

Signature of Patient: Date:

Witness: Date:




NWR
PRIVACY
NOTICE

Your information, your
rights, our
responsibilities

You have the right to:

Get a copy of your medical record
Correct your medical record
Request confidential
communication

Ask us to limit the information
shared

Get a copy of this privacy notice
Choose someone to act for you
File a complaint if you believe
your privacy rights have been
violated

NORTHWEST RHEUMATOLOGY SPECIALISTS, S.C.
800 BIESTERFIELD RD. SUITE 4003

ELK GROVE VILLAGE, IL 60007

847-364-0800

Your Rights

You can ask to see or get a copy of your medical record, we will provide
a copy or summary of your health record, usually within 30 days. We
may charge a reasonable, cost-based fee.

You can ask us to correct health information about you that you think is
incorrect or incomplete; we may say “no” to your request, but we'll tell
you why in writing within 60 days.

You can ask us to contact you in a specific way (for example, home or
cell phone) or to send mail to a different address. We will say “yes” to all
reasonable requests.

You can ask us not to use or share certain health information for
treatment, payment, or our operations. We are not required to agree with
your request, and we may say ‘no” if it would affect your care.

You can ask for a paper copy of this notice at any time.

If you have given someone medical power of attorney or if someone is
your legal guardian, that person can exercise your rights and make
choices about your health information, we will make sure the person has
the authority to act for you first.

You have the choice to tell us to share information with your family, close
friends, or others involved in your care. [f you are not able to tell us your
preference, we may go ahead and share your information if we believe it
is in your best interest, or when needed to lessen a serious threat to your
health or safety.

You can complain if you feel we have violated your rights by contacting
us.

You can file a complaint with the U.S. Department of Health and Human
Services Office for Civil Rights by sending a letter to 200 Independence
Ave., SW. Washington, D.C., 20201, calling 877-696-6775, or visiting
www.hhs.gov.

We will not retaliate against you for filing a complaint.



We have the responsibility to.
Protect your privacy

Make you aware of breaches
Adhere to this notice

Accept changes to disclosure
from you

We may use and share your
information as we:

Treat you

Run our organization

Bill for your services

Help with public health and
safety issues

Do research

Comply with the law

Address workers' compensation,

law enforcement, and other
government requests
Respond to lawsuits and legal
actions

Our Responsibilities

We are required by law to maintain the privacy and security of your
protected health information.

We will let you know promptly if a breach occurs that may have
compromised the privacy or security of your information.

We must follow duties and privacy practices described in this notice and
give you a copy of it upon request.

We will not use or share your information other than as described here
unless you tell us we can in writing. If you tell us we can, you may
change your mind at any time.

Our Uses, Disclosures, and Responsibilities

We can use your health information and share it with other professionals
who are treating you. Example: A doctor who will be performing surgery
on you asks your doctor about your overall health.

We can use and share your health information to bill and get payment
from health plans or other entities. Example: We give information about
you to your health insurance plan so it will pay for your services.

We can use and share your health information to run our practice,
improve your care, and contact you when necessary. Example: We use
health information about you to manage your treatment and services.
We can share your health information to help with public safety issues.
Examples: Preventing disease, product recalls, reporting adverse reactions
to medications or suspected abuse or domestic violence,

We can use or share your information for health research.

We will share information about you if state or federal laws require it.
We can share health information with a coroner, medical examiner, or
funeral director when an individual dies.

We can use or share health information about you for workers'
compensation claims, law enforcement purposes, with health oversight
agencies when authorized by law, special government functions such as
military, national security, and presidential protective services, and in
response to a court order.

We can change the terms of this notice, and the changes will apply to all information we have about you. The new
notice will be available upon request in our office.

Effective Date: 01/01/2019

This notice of Privacy Practices applies to Northwest Rheumatology Specialists, S.C.



