Community Care Physicians Pediatric Patient Registration Form

Date: Patient | D#:

(for office use only)

PATIENT INFORMATION

Social Security Number / / (Providing your SSN is optional. However, for patients with certain
insurances this information may help us determine eligibility for certain health benefits).

LAST NAME: FIRST NAME: MI:

Legal Name: Preferred Name:

Street Address:

City: State: Zip: Home Phone #: ()

Cell#:( ) Preferred daytime phone: o Home oWork o Cell

Date of Birth: / / Gender: o Male o Female o Other

E-mail Address: Would you like to participate in the patient portal?
oYes o No

It is known that some medical conditions such as high blood pressure and osteoporosis, tend to have a higher incidence in certain ethnic
groups. Therefore, we ask that you please provide us with information regarding your race and ethnicity so we can assess if you are at
increased risk for the development of these conditions.

Race: Select one
o American Indian/Alaska Native Ethnicity: Select One
o Asian o Hispanic/Latino
o Native Hawaiian or other Pacific Islander o Not Hispanic/Latino
o Black/African American
o White Preferred Language:
o Other
Emergency Contact: Emergency Contact DOB: / /
Emergency Phone: ( ) Relationship to Patient:
Mother’s maiden name
First Name Maiden Name
Primary Care Physician: Referring Physician:

In addition to telephone, which other methods of communication are acceptable? Please check all that apply

o E-Mail (when available) o Text o Office may leave a message at home
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Community Care Physicians Pediatric Patient Registration Form

FINANCIALLY RESPONSIBLE PARTY

In accordance with Community Care Physicians’ Financial Policy, this is defined as the adult accompanying a child under the age of 18,
and/or the parent or guardian of the child. This is the person who will receive bills and correspondence. Co-pays are due and expected at
time of service.

Financially Responsible Parent/Guardian’s Last Name First

Relationship to Patient COMother OFather OOther:

Address O Same as Above Street: City/State/Zip
Home Phone #( ) Work Phone #( ) Cell Phone # ()
Date of Birth / / Guarantor: oYes oNo

Other Parent/Guardian’s Last Name First

Relationship to Patient: o Mother O Father o Other

Address O Same as Above  Street: City/State/Zip
Home Phone # () Work Phone # () Cell Phone # ()
Date of Birth / / Guarantor: o Yes o No

MEDICAL INSURANCE INFORMATION

(The subscriber is the same person as the policy holder)
Primary Insurance: Subscriber’s Name:
Subscriber’s Date of Birth: I Relationship to Subscriber: o Self o Spouse o Child oOther

Co-pay: $ Policy ID # Group #:

Secondary Insurance: Subscriber’s Name:

Subscriber’s Date of Birth: 1 Relationship to Subscriber: o Self o Spouse o Child oOther
Co-pay: $ Policy ID #: Group #:

AUTHORIZATION TO PAY BENEFITS TO PHYSICIAN
I authorize the release of medical or other information necessary to process health insurance claims. | also request payment of
benefits to myself or to my Provider, when they accept assignment.

AUTHORIZATION TO RELEASE MEDICAL INFORMATION

| hereby authorize my Provider, to release any information necessary for my course of treatment.

Signature of Patient / Guardian Date
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RECEIPT OF NOTICE OF PRIVACY PRACTICES
WRITTEN ACKNOWLEDGEMENT FORM

l, , have received a copy of Community Care Physicians
Print Patient Name

Notice of Privacy Practices.

Signature of Patient or Guardian Date of Birth Date

Witness Date
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HIXNY ELECTRONIC DATA ACCESS CONSENT FORM
Community Care Physicians

In this Consent Form, you can choose whether to allow Community Care Physicians to obtain access to your
medical records through a computer network operated by the Healthcare Information Xchange of New York, Inc., doing
business as Hixny (“Hixny”’), which is part of a statewide computer network. This can help collect the medical records
you have in different places where you get health care, and make them available electronically to our office.

You may use this Consent Form to decide whether or not to allow Community Care Physicians to see and obtain access
to your electronic health records in this way. You can give consent or deny consent, and this form may be filled out now
or at a later date. Your choice will not affect your ability to get medical care or health insurance coverage. Your
choice to give or to deny consent may not be the basis for denial of health services.

If you check the “I GIVE CONSENT” box below, you are saying “Yes, Community Care Physicians’ staff involved in
my care may see and get access to all of my medical records through Hixny.”

If you check the “I DENY CONSENT” box below, you are saying “No, Community Care Physicians may not be
given access to my medical records through Hixny for any purpose.”

Hixny is a not-for-profit organization. It shares information about people’s health electronically and securely to improve
the quality of health care services. This kind of sharing is called ehealth or health information technology (health IT). To
learn more about Hixny and ehealth in New York State, read the brochure, “Your Health Information — Always at Your
Doctor’s Fingertips.” You can ask Community Care Physicians for it, or go to the website www.hixny.org.

Please carefully read the information on the back of this form before making your decision.
Your Consent Choices. You can fill out this form now or in the future. You have two choices.

o | GIVE CONSENT for Community Care Physicians to access ALL of my electronic health
information through Hixny in connection with providing me any health care services, including
emergency care.

o | DENY CONSENT for Community Care Physicians to access my electronic health information
through Hixny for any purpose, even in a medical emergency.

NOTE: UNLESS YOU CHECK THIS BOX, New York State law allows the people treating you in an
emergency to get access to your medical records, including records that are available through Hixny.

Print Name of Patient Date of Birth

Signature of Patient or Patient’s Legal Representative Date

Print Name of Legal Representative (if applicable) Relationship of Legal Representative to Patient (if
applicable)
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Details about patient information in Hixny and the consent process:
1. How Your Information Will be Used. Your electronic health information will be used by Community Care Physicians only to:

* Provide you with medical treatment and related services
* Check whether you have health insurance and what it covers
* Evaluate and improve the quality of medical care provided to all patients.

NOTE: The choice you make in this Consent Form does NOT allow health insurers to have access to your information for
the purpose of deciding whether to give you health insurance or pay your bills. You can make that choice in a separate
Consent Form that health insurers must use.

2. What Types of Information about You Are Included. If you give consent, Community Care Physicians may access ALL of
your electronic health information available through Hixny. This includes information created before and after the date of this
Consent Form. Your health records may include a history of illnesses or injuries you have had (like diabetes or a broken bone),
test results (like X-rays or blood tests), and lists of medicines you have taken. This information may relate to sensitive health
conditions, including but not limited to:

* Alcohol or drug use problems

* Birth control and abortion (family planning)
* Genetic (inherited) diseases or tests

* HIV/AIDS

* Mental health conditions

* Sexually transmitted diseases

3. Where Health Information About You Comes From. Information about you comes from places that have provided you with
medical care or health insurance (“Information Sources”). These may include hospitals, physicians, pharmacies, clinical
laboratories, health insurers, the Medicaid program, and other ehealth organizations that exchange health information
electronically. A complete list of current Information Sources is available from Community Care Physicians . You can obtain an
updated list of Information Sources at any time by checking the Hixny website: www.hixny.org.

4. Who May Access Information About You, If You Give Consent. Only these people may access information about you: doctors
and other health care providers who serve on Community Care Physicians' medical staff who are involved in your medical
care; health care providers who are covering or on call for Community Care Physicians' doctors; and staff members who carry
out activities permitted by this Consent Form as described above in paragraph one.

5. Penalties for Improper Access to or Use of Your Information. There are penalties for inappropriate access to or use of your
electronic health information. If at any time you suspect that someone who should not have seen or gotten access to information

about you has done so, call Community Care Physicians at: (518) 452-1337; or call Hixny at (518) 783-0518; or call the
NYS Department of Health at (877) 690-2211.

6. Re-disclosure of Information. Any electronic health information about you may be re-disclosed by Community Care Physicians
to others only to the extent permitted by state and federal laws and regulations. This is also true for health information about you
that exists in a paper form. Some state and federal laws provide special protections for some kinds of sensitive health information,
including HIV/AIDS and drug and alcohol treatment. Their special requirements must be followed whenever people receive these
kinds of sensitive health information. Hixny and persons who access this information through the Hixny must comply with these
requirements.

7. Effective Period. This Consent Form will remain in effect until the day you withdraw your consent or until such time Hixny ceases
operation.

8. Withdrawing Your Consent. You can withdraw your consent at any time by signing a Withdrawal of Consent Form and giving it
to Community Care Physicians. You can also change your consent choices by signing a new Consent Form at any time. You
can get these forms from any Hixny provider, from the Hixny website at www.hixny.org, or by calling (518) 783-0518. Note:
Organizations that access your health information through Hixny while your consent is in effect may copy or include your
information in their own medical records. Even if you later decide to withdraw your consent, they are not required to
return it or remove it from their records.

9. Copy of Form. You are entitled to get a copy of this Consent Form after you sign it.

{00760163}



COMMUNITY
CARE

PHYSICIANS

PATIENT AUTHORIZATION FOR USE AND DISCLOSURE
OF PROTECTED HEALTH INFORMATION

By signing this authorization, | authorize

(Previous physician’s name)

(Previous address)

(Previous Phone/Fax Number)

to use and/or disclose certain protected health information (PHI) about me to:
Dr. James Gaylord/ Dr Timothy Nicholson/ Dr. Christina Brueggemann/ Dr. Lynn Hickey
Kimberly Riggi, FNP/ Paula Hayes, DNP, FNP-BC
Burnt Hills Pediatrics & Internal Medicine
1184 Route 50
Ballston Lake, NY 12019

Phone (518)384-1281/Fax (518) 384-0321
This authorization permits the entity above to use and/or disclose the following individually identifiable health information about me
(specifically describe the information to be used or disclosed, such as date(s) of service, level of detail to be released, origin of
information, etc.):

All Medical Records
The information will be used or disclosed for the following purpose:
At the request of the physican

If requested by the patient, purpose may be listed as “at the request of the individual.”
The purpose(s) is/are provided so that | can make an informed decision whether to allow release of the information. This authorization

shall expire one year from the date below.

(expiration date)

The Practice will not receive payment or other remuneration from a third party in exchange for using or disclosing the PHI.

I do not have to sign this authorization in order to receive treatment. In fact, | have the right to refuse to sign this authorization. When my information is used or
disclosed pursuant to this authorization, it may be subject to redisclosure by the recipient and may no longer be protected by the federal HIPAA Privacy Rule. | have the
right to revoke this authorization in writing except to the extent that the practice has acted in reliance upon this authorization. My written revocation must be submitted
to my personal physician.

Print name of patient Signature of patient/ legal guardian
Address of Patient Relationship to Patient
Patient Date of Birth Patient Phone Number Date Signed

PLEASE NOTE: DO NOT FAX MORE THAN 75 PAGES. PLEASE MAIL RECORDS TO ABOVE ADDRESS



COMMUNITY
PATIENT AUTHORIZATION FOR USE AND DISCLOSURE
PHYSICIANS OF PROTECTED HEALTH INFORMATION

Patient’s Full Name | Patient’s Date of Birth

By signing this authorization, | authorize Community Care Physicians to use and/or disclose certain protected health
information (PHI) about me to:

1. - - Person or Entity to Receive the Information
Please list other medical

providers, family, friends, etc. 5

who, with your permission, may

receive your medical information.

2. Specific Information to be Released:

[] Option 1: Entire medical record from (insert date) to (insert date) (If not specified, all dates.)
PLEASE NOTE: This includes any and all HIV-related information, drug and alcohol treatment, and mental
health information. If you do not wish to have this information disclosed, please indicate below:

Do NOT Include: [ _]Alcohol/Drug Treatment [ | Mental Health Information [ ]HIV-Related Information

[] Option 2: Include only:
[ ]Prescriptions [ ] Office Notes [ JLab Results

[]Billing [ ] Other (Please be specific):

Do NOT Include: [ ] Alcohol/Drug Treatment [ ] Mental Health Information [ _]HIV-Related Information

3. Please Initial:

| understand that this authorization may include disclosure of information relating to ALCOHOL and DRUG
ABUSE, MENTAL HEALTH TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV- RELATED INFORMATION
unless | exclude this information above. In the event my health information includes any of these types of information, |
specifically authorize release of such information to the person(s) indicated above.

4. The Reason for Release of Information: [ | At request of individual [ ]Other:

5. Expiration Date: This authorization will expire on

{Expiration Date or Defined Event} If no date is given, this authorization
shall expire one year from the date signed below.

| understand that Community Care Physicians will not receive payment or other remuneration from a third party in exchange for
using or disclosing the PHI.

| do not have to sign this authorization in order to receive treatment from Community Care Physicians. In fact, | have the right to
refuse to sign this authorization. When my information is used or disclosed pursuant to this authorization, it may be subject to
redisclosure by the recipient and may no longer be protected by the federal HIPAA Privacy Rule. | have the right to revoke this
authorization in writing except to the extent that the practice has acted in reliance upon this authorization. My written revocation
must be submitted to my personal physician.

Print Name of Patient or Legal Guardian Signature of Patient or Legal Guardian

Date: Relationship to Patient:




COMMUNITY

ARE

PHYSICIANS

To Enroll in the
Patient Portal
mycareDOT™,

complete this form
and give it to the

front desk

Patient’s Name: Patient’s Date of Birth:

Information for the individual receiving the invite:

Name (if other than the patient):

Relationship to Patient:

Phone Number:

Address:

City: State: Zip Code:

Email Address:

If someone other than the patient will be receiving the invite and the patient is an adult, the patient must choose what access they
would like the proxy to have (please check one): [ ] Full Access [ ]Read Only

(PLEASE NOTE: If choosing Read Only access the authorized individual will be authorized to access your FollowMyHealth health record ONLY and will NOT be
able to communicate with or otherwise engage in transactions with your providers)

Signature of patient or legal guardian:

Name of legal guardian (if applicable):

By completing this form and submitting it to your doctor’s office, you are agreeing to the terms and conditions and allowing the office to invite you to join the patient
portal via email invitations. (Please ask the front desk if you would like a copy of the terms and conditions)

You may also receive health and company news and announcements from Community Care Physicians, PC through your portal account. If you do not understand or do
not agree to comply with or do not consent to these policies or procedures, please do not complete this form to enroll in the patient portal.

A copy of this form will be scanned into your permanent medical records.



Patient Name (Please Print): DOB: Date of Visit:

The CRAFFT+N Questionnaire

To be completed by patient
Please answer all questions honestly; your answers will be kept confidential.

During the PAST 12 MONTHS, on how many days did you:

1. Drink more than a few sips of beer, wine, or any drink
containing alcohol? Put “0” if none.

# of days

2. Use any marijuana (weed, oil, or hash by smoking, vaping,
or in food) or “synthetic marijuana” (like “K2,” “Spice”)? Put
“0” if none. # of days

3. Use anything else to get high (like other illegal drugs,
prescription or over-the-counter medications, and things
that you sniff, huff, or vape)? Put “0” if none. # of days

4. Use any tobacco or nicotine products (for example,
cigarettes, e-cigarettes, hookahs or smokeless tobacco)? # of days

READ THESE INSTRUCTIONS BEFORE CONTINUING:
e If you put “0” in ALL of the boxes above, ANSWER QUESTION 5, THEN STOP.
e If you put “1” or higher in ANY of the boxes above, ANSWER QUESTIONS 5-10.

No Yes
5. Have you ever ridden in a CAR driven by someone (including yourself) i i
who was “high” or had been using alcohol or drugs?
6. Do you ever use alcohol or drugs to RELAX, feel better about yourself, 0 i
or fitin?
7. Do you ever use alcohol or drugs while you are by yourself, or ALONE? ] ]
8. Do you ever FORGET things you did while using alcohol or drugs? ] ]

9. Do your FAMILY or FRIENDS ever tell you that you should cut down on 0 0
your drinking or drug use?

10. Have you ever gotten into TROUBLE while you were using alcohol or 0 i

drugs?
© John R. Knight, MD, Boston Children’s Hospital, 2018.
Reproduced with permission from the Center for Adolescent Substance Abuse Research (CeASAR), Boston Children’s Hospital.
For more information and versions in other languages, see www.ceasar.org

For Office Use Only: Total Score:

PCP Initials:
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Name (Please Print) DOB: Date of Visit:

A PHQ-9 Modified for Teens

As part of routine screening for your health includes reviewing mood and emotional concerns please complete below:

(0) (1) (2) (3)
During the past two weeks, how often have you been
bothered by the following problems? Not At All Several Days | More Than Nearly

Half the Days | Every Day

1. Feeling down, depressed, irritable or hopeless

2. Little interest or pleasure in doing things

3. Trouble falling or staying asleep or sleeping too
much

4. Poor appetite, weight loss, or overeating

5. Feeling tired or having little energy

6. Feeling bad about yourself —or feeling that you
are a failure, or have let yourself or your family
down

7. Trouble concentrating on things, like school
work, reading, or watching TV

8. Moving or speaking so slowly that other people
could have noticed?
Or the opposite — being so fidgety or restless
that you were moving around a lot more than
usual

9. Thoughts that you would be better off dead, or
of hurting yourself in some way

In the past year have you felt depressed or sad most days, even if you felt okay sometimes?

DYes D No

If you are experiencing any of the problems on this form, how difficult have these problems made it for you to do
your work, take care of things at home or get along with other people?

D Not difficult at all D Somewhat difficult DVery difficult DExtremer difficult

Has there been a time in the past month when you have had serious thoughts about ending your life?

DYes D No

Have you EVER, in your WHOLE LIFE, tried to kill yourself or made a suicide attempt?

Yeslj No D

**If you have had thoughts that you would be better off dead or of hurting yourself in some way, please discuss this with

you Health Care Clinician, go to a hospital emergency room or call 911.

For Office Use Only: Total Score:

PCP Initials:

Modified from the PHQ-9 Modlified from PRIME-MD PHQ9 @. Copyright0 1999 Pfizer Inc. (Spitzer et al, JAMA, 1999)], Revised PHQ-A (Johnson,
2002), and the Columbia DDS (DISC Development Group, 2000)





