
Notice of Patient Privacy Practices

Tt,s nolice describes horv information about you may be lsed and disclosed afld horv you can get access to this information. Pleaserevi€r{it careful]y
This Notice is effective March 1.2013 and applies to all protected health information as defined b!' Iedersl and state regulations. (Rev 32013)

flnderstanding your health record/information:
wlat is in your healthcare record ard howyour health infonnation is used helps you to: ensue its accuracy. bettcr underslafld who. what. when, lvhere. and
uhy olhers may access your health infomation, and lor you to male better infomed decisions when authorizing disclosure to otheB.

Each limc you visit our office arecord ofyoul visit is made. This record contains your s),mptoms, examinalion and lest results, diagnoses, treatment, and a

plan for future care or lreatment. This infomration, refered to as your health ot medical record may be used Lvour practice as follows:
. A basis forplanning your care aIId heatment
. A means ofcommunication among health paofessionals who contribuie to your care. We tr]av need to transmit PHI over an unsecued medium. such

g! the intemet or text messase when deemed necessarv bv the healthcare nrcvider.
. A legal document desffibing lle care we provided to you

A record thal you or a lhird-party payer can verify services billed \-l ere actually

provided

A lool in educaling health professionals

A source ofdata formedical research

A source ofinformation forpublic health ofiicials charged with improving the health ofthis county, stale andthe

nalton

A tool which we can assess and continually work to improve the care we render and the outcomes we achieve
. To prcvide you with ioformation on addilional treatment altematives and other health

related benefits
. we may use your information for appointmenl remindefi as defined by the "Consent"

page

Your Hcalth lBformation Righls:
Althougl your health record is the physical property ofthis practice, the informatioo belongs to !,ou. You have the rightto:

. Oblain a copy oflhis "Notice ofPati€nl lnformation Privacy Practices"

. Inspect and/or receive a copy your health record el ectronically as provided for in 45 CFR I 64.5 I 2 and 45 C FR I 64.5 24 (HIPAA)

Amend your health record as provided in 45 CFR 164.524 (HIPAA)

Oblain an accorinting ofdisclosures ofyour hcalth information

Request communications ofyour health infonnation by altemative means or at altemative locations

R€quest a restriction o[ certain uses and disclosures ofyour information to health plans, ifyou fully paid for lhese services out ofpocket

. Revoke your authorization to use or disclose health information except to the extent that action has already been taken
. You have a right to opt out ofcommunications for fund raising activities ofthis

practice
Our Rcsponsibilitics, we are required to:

. Mailtain the privacy ofyour health information as defined b!' federal/state laws

Provide you wilh lhis notice as to ouIlegal duties and privacy practices with respect to information we collect alld maiDtaitr about

you

Notify you ofabrcach ofyour prot€cted healthcare infomation

Notiry you if we are unable to agr€e to arequested resttiction

We reserve the right to change our privacy practices and lo make the new provisioDs effective for all protected health information we maintain. Should our
information practices change, we will post the changes in our reception area. At your request. we will provide you a revised "Notice ofPatient Privacy
Practices"



To Report { Problem

Ifyou have questions, would like additional informatioD or wish lo repo( a problem. please conlact the practice's Privacy Officer

lfyou believe your privacy rights have been violated, you can file a complainl with fte practice's P.ivacy Oflicer, or rvith the. U S. Department ofHealth
and Human Services. There irill be no retaliation for filiDg a complainl

Treatment, Payment and Health Operations:

Treatment: lnformation oblained by a member ofour healthcare leam will be reco.ded in your record and willbe used to determine the course oftreatment
we believe is besl for you We may also share with others involved wilh your treatment copies o fyour healthcare information to assist them in treating you.

Peyment: A bill may be sent lo you or a third-party payer. The information on or accompanving the bill may include information that identifies you, as

well as your diagnosis, procedures, and supplies us€d.

Hcalthcare Opcrations: Members ofthe medical staffma], use infomation in your health record to assess the care aDd outcomes in your casc and otbers
like it. This information may be used in an effort to continually improve the quaUty and effectiveness ofthe healthcare and service w€ pmvide.

Communiaalion wilh family: Our healthcare prcfessionals, usiDg lheir bestjudgmenl. may disclose to a family member, other relalive, close personal friend
or any other person you identify, health information relevant to that person's involvement rn your care or payment related to your care as govemed by
fedeml/state law.

Research: We may disclose information to researchers, when an institutional review board having reviewed the research proposal and establ ished protocols
to cnsure tllc privacy ofyour health infomation has approved therr research. This information will be de-identified.

Food and Drng Administration (FDA): We ma], disclose 1o the I.DA heallh inJbrmrtion relative to adverse events with respect to lood. slrpplcnlcnls,
producl and producl deLcts, or post marketing surveillancc inlormnlion 10 cnablc producl recalls. reparrs, or replacement.

Workers Comnensrtion: We may disclose health information to the extent aulho zed by and to the extent necessary to comply with lalvs relating to workers
compensation or olher similar programs established by law.

Public healthi As required b!, law we may disclose your health informalion lo public health or legal authorities charged rvith prevenling or controlling
disease, iniury. or disability.

Correctional inslitution: Should you be alr inmate ofa correctional institution, we may disclose to the institutioo or ag€nts thereof health information
necessary for your heallh and the health and safetv ofother individuals.

Lalv enforcement: we may r,se or disclose your PIII as required by law or required by a court ordered subpoena

Abuse {nd Domestic Violcnce: As provided by federal and state Iaw, we n)ay. at our profcssional discretion, disclose to proper federal or state authoritics
healthcare informalion rclalcd to possible or known abuse or domestic violcncc.

Authorizrtion: Wc will nol usc or disclose your health iDformation without writlen autho zation from you oryour legal represeDtative for: psycholherapy
notes, HIV+/AIDS stalus, drug/alcohol abuse records, marketing purposes, disclosures that constitute the sale ofyour P!lI. or other uses and disclosures
not described in Lhis notice.

Business Associates: There are some services provided lo our organization throuSh contracts rvith business associates. When lhese services are contracted,
$'e may need lo disclose your health information to oul business associate/s so they can perform the Job rve've hired them 10 do. HIPAA now requires the
business associate lo protect your health infomation just as rve do. Therefore, dljs practice requires the business associate, lleir agents, subcontraclors and
representatives lo si8n a "Business Associate Agreemenf' protecting and securing your health information as requ ed by Federal and State Iaw.
Notificalion: We may use or disclose information to nodry or assist in notirying a family member. pefional rcpreseDtative, or another person responsible
for your care, yolr localion, and general condition. (As govemed by federal/stale law and the "Consenf' page)
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Patient lnformation:
First, Ml, Last Name

Add ress:

S.S. # Home Phone

Ce ll P hone:Apt

City: State: Zip Code:

Birth Sex: Email Address

Country:
Date of Birth: Age:

Employer: Work Phone#:

Occupation How did you hear about our office?
Marital Status

Guarantor lnformation:
: Same as Patient

Spouse's Name Spouse Contact #

First, Ml, Last Name:

Address:

S.S. #

Apt
City State Zip Code:

Primary lnsurance:

lns Company Name

lns Contact # Ded uctible/ Copay Name of Subscribe r

tD#: Group f

Patient Relatio n

Subscriber's Birth Sex

Secondary lnsura nce:

Subscriber's SSs

Subscribers Tel #

lns Company Name

lns Contact #
lD# Group #:

Deductible/ Copay

Patient Relation Subscriber's SS#

Subscriber's Birth Sex Subscribe rs Tel #

Medical History

Current and Previous Medical Conditions:

Name of Su bscriber

Su bscriber's D.O.B.

Medications and Dosage

Allergies to Medications and Reactlons:

Please Read: Your signature below authorizes the doctor to release to your insurance company, or its representatives, such as

medical information necessary to process your insurance claim(s), if any. Your signature consents to the release of any information
contained in the medical records which may include to infestion with Human lmmunodeficiency Virus (HlV), AIDS, or related
condition, alcohol or drug dependence history or treatment, or any psychiatric or psychological records. lt also requests and

authorizes your insurance company to make payments directly to the doctor for any and all services performed, Payment for "your
part" of the charges are expected at time of seryice,

Signature of Patient

Date

Signature of Responsible Party (if other than Patient)

lnsurance lnformation:

Subscribe/s D.O.B.
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lohn C. Long tr, MD
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Fax (386) 572-5532

155 North Nova Road
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Confidential New Patient Questionnaire
Associated Dermatologists P.A.

*Please complete entire form and sign

Date:
What are you seeing the doctor for today?
How long has this been bothering you?

What have you tried for this problem(s)?

Did anything help? n Yes o No lf yes, what?

Do you currently have, or have you recently had:
Fevers .yes trno Swallowing difficulty
Weight loss or gain Dyes trno Vom iting/heartburn
Fatigue tryes trno Urinary frequency
Hair or nailchanges tryes trno Urinary pain or blood
Loss of vision cyes lno Genitallesions
Distorted vision tryes trno Breast masses

Eye pain or soreness tryes trno Vaginal bleeding or discharge
Hearing difficulty tryes trno Joint pains or swelling
Dlzziness tryes trno Muscle pain

Sinus congestion lyes nno Headaches

Runny nose tryes trno Weakness or paralysis

Nosebleeds lyes trno Fainting or blackouts
Mouth dryness tryes trno Slurred speech

Chest pains tryes trno Anxiety
Palpitations lyes lno Depression

Cough tryes trno Easy bruising
S hortness of breath tryes trno Blood transfusions
Wheezing tryes trno Swollen lymph nodes
Excessive thirst tryes trno Temperature intolerance

Do you have or have you ever had any ofthe following conditions:

tryes
tryes
tryes
Dyes

tryes
tryes
tryes
.yes
tryes
a yes

Dyes

tryes
tryes

!yes
tryes
Dyes

tryes
!yes
tryes

trno
trno
trno
trno
-no
!no
trno
trno
trno
cno
!no
trno
!no
trno
Dno
Dno
nno
nno
trno

High blood pressure
Heart disease
Anemia
Blood clots
Lung disease
Ulcers
Hepatitis
Liver problems
Cancer

ayes trno
cyes trno
tryes lno
tryes ono
oyes trno
tryes trno
tryes trno
tryes trno
tryes trno Type(s):

Diabetes
Thyroid problems
Glaucoma
Excess hair growth
Keloids
HIV
Kidney disease
Stroke

tr yes
Dyes
tr yes
tryes
tr yes
D yes
tryes
.yes

trno
trno
trno
trno
trno
Dno
trno
cno

Do you live alone? oyes trno
Do you smoke? oyes trno

Are you pregna nt
Do you drink alco

/planning?
hol?

tryes trno
tryes trno

Personal or family history of melanoma? trYes trNo
Have you had 3 or more blistering sunburns before you were 20 years old? nYes n No
Did you have 3 or more outdoor summer jobs as a teen? oYes oNo

Patient signatu re
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tohn C. Long lr, MD

Phone (386) 672-3111

Fax (386) 672-6532

155 North Nova Road

Ormond Beach, FL 32174

Patient Name: Date
Other family members that are patient's

Referred by Primary Care Physician
PCP: Contact # PCP Location
Emergency Contact Relation to Patient Contact #

RETEASE OF INFORMATION:

I authorize the release of medical information to my primary care or referring physician, to consultants if needed and as necessaryto
process ins u rance claims, insu ra nce a pplications a nd prescriptions. I a lso auth orize payment of medical benefits to the physician.

Patient or Responsible Party Signature D ate

PAYMENT POLICY:

HMO. PPO or other monoaed core potients: You will be responsible for paying your annual deductible, copayment and charges for any non-
covered, cosmetic services.

Commercial Patients: Patients who are covered by private, commercial plans in which our physicians are not providers willbe required to
pay 20%ofthetotalbillatthetimeoftheservice. The entire unpaid balance left after payment from your insurance will be
billed to you regardless of the benefits and payment policies of your carrier.

Patient or Responsible Party Signature

MEDICARE PATIENTS ONLY:

Date

This office is required to keep your signature on file authorizing us to file claims to Medicare for you and to release information to
that payor if they require it for the proper consideration of a claim. Please read and sign the following statement:

I duthorize dny holder of medicol or other informotion dbout me to release lo the Sociol Security Administrotion ond Heolth Core Financing

Administration or its intermediories or corrier ony informotion needed for this or o reloted Medicore cloim. I permit o cory of lhis autho rization

to be used in place of the original, and request payment ol medicol insuronce benefits either to myself for the porty whoaccepts assignment.
Regulations pertaining to Medicareassignment of benefits apply.

Signature as it appears on Medicare Card Date

Signature as lt appears on Medigap Card Date

REFERRAL INFORMATION, PATIENT FINANCIAL POLICY AND SIGNATURE ON FILE

Medicare: We are participating providers of the Medicare program. We will accept assignment on allclaims. Patients are
responsible for meeting their annual deductible and paying for the 20% copayment. We do file with secondary/
supplemental carriers. However, in the event that the secondary does not pay within 30 days, patientswill be balancebilled.

Note. lfyouhaverecentlyjoined(orchanged)toaMedicareHMO,pleaseletourstaffknowsowecanupdateyourrecordsand
advise you if we are participating providers.

lf you have a supplemental policy and it is a MEplgIe policy to which your Medicare Carrier automatically "crosses over", we are
required to keep a separate signature on file:
lrequest outhorized MED/GAP benet'its be mode on my beholffor ony services Jurnished tome, louthorize ony holderof medicolinlatmalion ta
release to the obove MED/GAP coffier ony informltion needed to determine these benefits ot the benelits poyoble/or related services.



Associated

Der g1sI
t

tohn C. Long Jr, MD
Phone (386) 672-3111

Fax (385) 572-5532

155 North Nova Road

Ormond Beach, FL 32174
tsI

Do you have an Advance Care Plan or surrogate decision maker? tr Yes E No (6s years and older)

This is someone who you wish to make decisions for you if you were to become incapacitated.

Name of Surrogate/ Decision maker:

Relationship to Patient:

Tobacco Use: Screening and Cessation lntervention: (12 years and up)

Are you a Current Tobacco user? r Yes tr No Former Tobacco user? r] Yes - No

lf YES do you have plans to quit? r Yes o No

Provided Patient with Verbal Counseling Tips to quit Smoklng and printed lntervention

Document n Yes Staff lnitials

Screening for Future Fall Risk: (55 years and older)

Have you had 1 or more falls in the last year? r Yes r No

lf yes. Did any result in injury? a Yes r No ls your PCP aware of the fall(s)? tr Yes tr No

Primary care provider

Have you ever been referred to Physical Therapy for Balance and Strength training? tr Yes tr No

Provided Patient with verbal and printed counseling, Tips to prevent Future falls Document

n Yes Staff ln itia ls

(To be filled in by staff member) Patient MRN

Patient Signature:

Due to new Governmental regulations, we are required to keep the following information in
your medical records on each of your visits. All of the information and choices below are
written exactly as mandated by the Government.

Patient Name: Date:-
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John C. Long tr, MD
Phone (386) 672-3111

Fax (385) 572-6532

155 North Nova Road

Ormond Beach, FL 32174

S

IMPORTANT INFORMATION REGARDING INSURANCE BILLING

Dr. Long is here to provide you with the best medical care. His primary concern is
your health and well-being, not your insurance company. Therefore, it is the
patient's responsibility to be aware of what their policy covers.

It is very important for you to read your insurance policy very carefully. As we
participate with numerous insurance companies, and each company has many
different plans, we cannot possibly be aware of each patient's particular coverage.
You will receive a bill if the service is one that is not covered under your policy. lt is
very important that you are familiar with the benefits and policies of your insurance
plan including medications that are covered.

I have read the above and understand that lam responsible for knowing the
coverage and benefits of my insurance policy.

Patient's Signature Date
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ACKNOWLED(;MENT OF RECEIPT OF PRIVACY NOTICE

I acknowledge that I have received the attached Privacy Notice

Patient or Personal Representative Signature Date

If Personal Rep resentative's signature appears above, please descritrc Personal
Reprcsentative's relationship to the patient:

USE OF PROTECTED HEALTH INFORMATION FOR APPOINTMENT REMINDERS

Ll I authorize Associated Dermatologists to remind me of upcoming appointments by calling
my home phone number. This consent includes leaving a message if necessary.
(lnitial hcre)

! I do not wish to be reminded of my upcoming appointments. I understand that if I fail to give
2 days' notice of a cancellation I will be charged a $25 fee for a missed appointment.

No medical information will be released. These calls are just to verifr appointment day and time

I understand that, as set forth in the facility's Privacy Notice, I have the right to revoke this
authorization, in writing, at any time by sending written notification to:

Associated Dermatologists

John C. Long, Jr. MD
155 N. Nova Road
Ormond Beach, FL 32174
ATTN: Privacy Officer

(lnitial here)
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AUTHORIZATION TO DISCUSS

H EALTHCARE I N FORMATION

Date of Birth give pe rmissio n to
Associated Dermatologists to disclose and discuss my protected health information described below
to:

Name(s): Relationship:

HEATTH INFORMATION TO BE DISCLOSED (Check all that apply):

My complete health record (including but not limited to both medical and cosmetic: diagnoses,

lab tests, prognosis, treatment, scheduling and billing, for all conditions)

OR

My complete health records, as above, with the exception of the followinB information:
(please specify):

This health information may be used to enable the persons I authorize to know and understand my

condition and my treatment or treatment options, for treatment or consultation, for claims payment

purposes, or related reasons.

This authorization shall be effective until (Check one):

tr All past, present, and future periods, OR

tr Date or event:
unless I revoke it. (NOTE: You may revoke this authorization in writing at any time by notifying

Associated Dermatologists, preferably in writing.)

Name of the lndividual Giving this Authorization

Signature ofthe lndividual Giving this Authorization Date
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Cosmetic Question nai re
lwould like Dr. Long to make Cosmetic treatment recommendation to address my areas concern.

YES OR NO

Please identify a[] areas of personal concern:

a

Forehead Frown linet

Fre*ler and
pigmentation crow's fe€t

Elood velsels Darkdr(lej

Sca ng
Note-to-mouth
lines

veftal lip lines

{'mokere'linei)
Marionette
line5

Large pores, poorskln T_]
texture, & line linei !

What are your cosmetic concerns? (Please Circle all that apply)

Sua SpolslAge Spots Frne Lines/Wrinkles Breakoufs Skin Care

Skin Texture Discoloration Spider Veins Scarring Redness/Blotchy

Eyelash Length/Fullness Facial Sagging Double ChinlJowls Thin Lips

I am interested in a skincare routine and products appropriate for my age. YES NO

lwould like to be contacted by the esthetician to schedule a complimentary skin care

consultation? YES NO

Name Phone Number:

,o @'

(. rJ

,,\

Emai

I
It

A


