


Name
Initial History Questionnaire
1D NUMBER
FORM COMPLETED BY DATE COMPLETED BIRTH DATE AGE

Household

Please list all those living in the child’s home,

Are there siblings not listed? If so, please list their names
Relationship Birth Health and ages and where they live.

1o child date problems

If mother and father are not living together or if child does
not live with parents, what is the child’s custody status?

If ene or both parents are not living in the home, how often
does he/she see the parent/parents not in the home?

Birth History

Birth weight Was the delivery [ Vaginal? [0 Cesarean?
Was the baby born at term? Early? Late? If cesarean, why?
If early, how many weeks’ gestation? Did your baby have any problems right after birth?

O Yes O No  Explain

Did mother have any illness or problem with her pregnancy?
O Yes 0O No  Explain

Was initial feeding [ Breas? O Bottle?

During pregnancy, did mother Did your baby go home with mother from the hospital?
Smoke [ Yes [0 No Drinlk alcohol O Yes 0 No O Yes 00 No  Explain

Use drugs or medications [] Yes [ No

What When

Do you consider your child to be in good health? O Yes [ No Explain
Does your child have any serious illness or medical condition? O Yes O No Bxplain
Has your child had sericus injuries or accidents? O Yes [ Ne Explain
Has your child had any surgery? O Yes O No Explain
Has your child ever been hospitalized? O Yes [] No Explain
Is your child allergic to any medicines or drugs? O Yes O No Explain
Are you concerned about your child's physical development? O Yes O No Explain

Are you concerned about your child's mental or emotional development! [ Yes [0 No Explain

Are you concerned about your child’s attention span? O Yes O No Explin

If your child is in school:

How is histher behavior in school?

Has he/she failed or repeated a grade in school?

How is he/she doing in academic subjects?

Is hefshe in special or resource classes?
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Have any family members had the following: ® g: é g
Deafness OYes 0O No Who Comments 3 g g
Nasal allergies HdYes ONo Who Comments _E g E_'
Asthma OYes 0O No Whe Comments %%E’
Tuberculosis OYes O No Who Comments -é g%
Heart disease (before 50 years old) O Yes [ONe Who Comments E % E“
High blood pressure {before 50 yearsold) [1 Yes [ No  Who Comments % g
High cholesteral O Yes O No Who Comments g %
Anemia OYes O No Who Comenents gz
Bleeding disorder OYes [ONo Who Comments % g
Liver disease O Yes O No Who Comments E g
Kidney disease [ Yes O No Who Comments fe
Diabetes (before 50 years old) OYes 0O No Whe Comments
Bed-wetting (after 10 years old} OYes OMNoe Whoe__ Comments
Epilepsy or convulsions O Yes O No Who Comments
Alcohol abuse OYes O No Who Comments CI
Drug abuse O Yes O No Who Comments
Mental iliness OYes [ Ne Who Comments
Mental retardation [1Yes O Ne Who Comments
Immune problems, HEV, or AIDS OYes O No Who Comments

Additional family history

Past History

Does your child have, or has he/she ever had:

Chicleenpox O Yes O No  When
Frequent ear infections O Yes O No  Explain
Problems with ears or hearing O Yes O MNo  Explain
Nasal allergles O Yes [ No  Explain O
Problems with eyes or vision O Yes O No  Explain
Asthma, bronchitis, bronchiolitis, or pneumonia O Yes O No  Explain
Any heart problem or heart murmur O Yes I No  Explain
Anemia or bleeding problem [ Yes [ No  Explain
Blaod transfusion O Yes O No  Explain
Frequent abdominal pain O Yes I No  Explain
Constipation requiring doctor visits O Yes O Ne  Explain
Bladder or kidney infection O Yes O No  Explin
Bed-wetting (after 5 years old) O Yes [O No  Explain
(For girls) Has she started her menstrual periods? O Yes O No  When
(For girls) Are there problems with her periods? O Yes O No  Explain
Any chronic or recurrent skin problem O Yes O No  Explain o
(acne, eczema, etc) 3
Frequent headaches O Yes [0 No  Explain %
Convulsions or other neurclogic problem [0 Yes B No  Explain ?
Diabetes O Yes 0 No  Explain §
Thyroid or other endocrine problem O Yes [ No  Explain g
Any other significant problem O Yes O Ne  Explain -
Use of alcohol or drugs O Yes [0 Ne  Explain %%

Rl e




INSURANCE AND CREDIT POLIC Y

New Horizon Pediatrics
Alicia Leedy, M.D. Jennifer Layman, M.D.

Address: 11911 N. Meridian St. |
Suite 180
Carmel, In 46032

Telephone: (317) 621-6888
Fax: (317) 621-6886
Dear Valued Patients and Parents,

New Horizon Pediatrics strives to provide compassionate service as well as
comprehensive medical treatment to serve our patient’s needs. We have
created our Insurance and Credit Policies so you will know how the billing
will be handled, what to expect and attempt to make the billing process as

~ efficient and simple as possible.

Please review the information provided in our credit policy, and keep it for
future reference. If you have questions regarding your insurance coverage;

please contact your insurance company or employer. If you have questions
regarding our policies, feel free to ask our staff for clarification or you may
contact our billing office at (317) 621-6888. '

We appreciate the opportunity to serve you and would like to offer our
sincere thanks to you for choosing New Horizon Pediatrics to provide your
children’s medical care. :

New Horizon Pediatrics
Insurance and Credit Policy

UPDATING YOUR INFORMATION




Efficient handling of your financial matters relies on obtammg your most
current information. Upon every visit to our office, please make sure that our

office staff ismotified on any changes in your address, telephone numbers,
employer information and insurance information if you are insured. This
may seem to be an inconvenience; however, it greatly reduces the chances of
- our office sending an insurance claim or bill to the incorrect address or our
inability to reach you in case of an emergency.

PATIENTS WITH NO IN SURAN CE

To continue to provide quality care at reasonable costs, we must ask that
services be paid at the time of service or arrangements be made. This
practice eliminates the costs of patient billing and collection efforts. For
patient convenience we gladly accept cash, personal checks, Visa,
MasterCard and Discover.

'PATIENTS WITH INSURANCE COVERAGE

We have made every effort to establish a relationship with prevalent
insurance compames in this area. We gladly accept the responsibility to file
all primary insurance claims to your insurance company for insurance
payment.

| To help contain costs for billing and claim filing, we ask the following:

1." You will be asked to present your insurance card at the time of
service. A copy of the card will be made each time you are seen at our
office to assure your claims are sent to the correct address. If your
insurance card is not available at the time of service, you will be
processed as having no insurance and payment in full will be required. -
We cannot file claims until a copy of the insurance card is available.

If payment is made at the time of service and the insurance card is
obtained at a later date, the copy should be sent to our office. We will
be happy to file the claim for you to be reimbursed.

2. If the insurance card reflects a routine co-payment amount for office
visits, your insurance company states that the co-pay amount is to be




paid in full at the time of service. If the co-pay amount is not paid at
the time of service, there will be an additional $10 charge added to
your account. The billing office will file the remalnder of your clalrn

o your insurance company for payment. T

To maximize time efficiency for our patients and our office staff,
patients may be asked to pay their co-payments prior to their
scheduled visit. This will allow for a more timely check-out process.

3. Ifyour insurance card does not indicate a co-payment amount, we
may ask that 20% of the total charge amount for your services be paid
at the time of service. We will file the claim to your insurance
company for payment consideration.

4. Due to the number of insurance plans available, it is not possible for
our staff to be aware of the different benefit coverage rules for all of
them. For insurance coverage or benefit questions, patients should
contact their employers or insurance companies directly.

5. Our patients will be given the benefit of the doubt in a coverage
situation. If insurance coverage is questionable, you may be asked to
pay 20% of the total charge or your co-pay amount at the time of
service. We will file the claim to the insurance company for payment
consideration.

6. Claims to your secondary insurance carrier will be provided to you by
our office and mailed directly to your home. You will need to match
your explanation of benefit statement you receive from your primary
insurance company and forward your secondary insurance company
for payment. '

FEES

~ Charges for our personal services are determined by the time required and
the complexity of the problem. A fee is charged for each child seen. If your
child is seen for a physical and additional problems are addressed, you will
be charged additional fees. Please be aware that your insurance company
may or may not cover these separate charges and you will therefore be
financially responsible.




MONTHLY STATEMENTS

A statement of account will be sent to the parents of patients with unpaid

patient balances one time per month. All bills will be sent to the parent who
presents the child for treatment. This statement will reflect all charges for all
patients in the household seen by the physician(s) during that month.

An interest fee of 15% will be charged to any unpaid balance on you‘r
account after 30 days. To avoid incurring any interest on your account,
we encourage our patients to promptly pay their balance each month.

Amounts for primary insurance claims not paid within 60 days of the filing
date will also be billed to the parent. Parents who receive a bill for these
amounts and believe the balance should be paid by their insurance should
immediately contact their insurance company to inquire on the unpaid
claims.

Outside collection efforts only become necessary when patients do not
respond to billing statements and letters requesting payments or
provide information regarding possible billing discrepancies. It is very
important to contact our billing office immediately if you receive a bill
that you believe is incorrect or you are unable to pay. There will be a
charge of $25.00 added to your account balance should it become
necessary to send it to an outside collection agency.

PAYMENT ARRANGEMENTS

We recognize that unplanned medical expenses can be a burden. Our
intentions are to work with the parents of our patients to assist them in
meeting their financial obligations. It is very important that you contact our
billing office to discuss the payment options available and communicate any
payment difficulties you may have.

REFUNDS

If at anytime your account is overpaid, a refund will be issued to the
appropriate party who overpaid the account. If the insurance company

and you have both made a payment, you will receive a refund for the amount
of the overpayment not to exceed the amount of your original payment.



STATEMENT OF MANAGED CARE
RESPONSIBILITY

In order to accommodate the needs and requests of our patients, we have
enrolled in several managed care insurance programs.

Providing quality medical care for our patients is our primary concern. We
are more than willing to provide that care within your insurance contract
guidelines if you let us know at each time of service exactly what those
guidelines are. Even within the same insurance company the plans differ
depending upon what type of contract your employer has negotiated.

* Unfortunately, if you do not inform us of any special requirements in your
contract, including required referral authorization, and we subsequently
order services, such as lab work, hospitalization or referrals to other doctors
and facilities, we or the selected medical facility will have no choice but to
bill you directly for those charges. Payment for these charges will be your
responsibility.

With your cooperation and help, you should be able to receive all the
benefits offered to you and we will be able to concentrate on caring for your
medical needs. :

have read and understand the office ?G}iC}’ stated above and agree fo’
accept financial respousibility as described. I understand that I am
personally responsible for my billing including any amount not covered
by my insurance. Should collection proceedings become necessary, |
understand that I will be responsible for any accrued interest, attorney

fees, court costs and all collection costs.

e

Patient Name

Patient/Responsible Party Signature | Date




Alicia Leedy, M.D,
Community Physicians of kndiana

~ NEW HDRIZON PEDIATRICS

April 14, 2003

Dear Parents:

New HIPAA regulations from the Federal Government require us to provide you
with our Notice Of Privacy Protection upon your first encounter with our practice
by phone or in person on or after 4/14/03.

The Notice Of Privacy Protection and Summary describes your child's RIGHTS
as a patient and our commitment as a provider to protect their personal health
information. The NPP also explains how, when, and why we use or disclose your
‘child's health information and to whom. '

After receiving the Notice of Privacy Protection and Summary page we ask that
you please sign and return the Acknowledgement Form to us. This will become
a permanent part of your child’s medical record. You will only need to sign and
return this one time but we need to have an original signed copy for each child’s
chart. If you did not receive enough copies for all of your children, please let our
office know. : : '

if the government makes any type of amendment to this information we will post
an up-date in our office and it will be available upon request.

Thank you in advance for your response.

New Horizon Pediatrics

917.621.60888 PHONE = 217.621.6886 FAX =+ 11911 NORTH MERIDIAN STREET SUITE 180 s CARMEL, IN 46032




NEW HORIZONS PEDIATRICS
DR. ALICIA LEEDY

RECEIPT OF NOTICE OF PRIVACY PRACTICES:

PATIENT INITIALS: I ACKNOWLEDGE THAT I HAVE

' RECEIVED THE COMMUNITY HOSPITALS OF INDIANA, INC. NOTICE OF
PRIVACY PRACTICES. .

(IF PATIENT DOES NOT SIGN THIS FORM, PLEASE PROVIDE REASON AND
INITIAL) |

DATE




A .
.Sv"js! com u n w Effective Date 4/14/03
Health Network

SUMMARY OF COMMUNITY HOSPITALS of INDIANA, INC. and THE INDIANA HEART HOSPITAL
NOTICE OF PRIVACY PRACTICES

THIS SUMMARY DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED OR DIS-
CLOSED AND HOW YOU CAN ACCESS THE INFORMATION.

WE HAVE A LEGAL DUTY TO SAFEGUARD YOUR MEDICAL INFORMATION. WE MAY USE YOUR PRO-
TECTED HEALTH INFORMATION (PHI) FOR YOUR CARE AND TREATMENT, FOR PAYMENT FOR YOUR
CARE AND SERVICES AND FOR OUR INTERNAL OPERATIONS. FOR MOST OTHER PURPOSES, WE
MUST GET YOUR WRITTEN PERMISSION TO USE OR DISCLOSE YOUR PHL.

UNLESS YOU OBJECT, WE MAY INCLUDE YOUR PHI FOR OUR PATIENT DIRECTORY, OR DISCLOSE
YOUR PHI TO YOUR FAMILY, FRIENDS OR OTHERS INVOLVED IN YOUR CARE OR WHO ARE RESPON-
SIBLE TO PAY FOR YOUR CARE. WE MAY ALSO USE YOUR PHI TO FIND YOUR FAMILY OR FRIENDS
AND TELL THEM THAT YOU HAVE BEEN ADMITTED TO THE HOSPITAL AND OF YOUR CONDITION OR
DEATH.

YOU HAVE THE FOLLOWING RIGHTS REGARDING YOUR PHI:

THE RIGHT TO REQUEST RESTRICTIONS ON OUR USES AND DISCLOSURES OF YOUR PHI. WE
WILL REVIEW YOUR REQUEST BUT ARE NOT REQUIRED TO AGREE TO THE RESTRICTIONS.

+ THE RIGHT TO REQUEST CONFIDENTIAL COMMUNICATION AT ANOTHER ADDRESS OR PHONE
NUMBER. WE MUST AGREE AS LONG AS IT IS REASONABLY EASY FOR US TO DO.

» THE RIGHT TO LOOK AT AND GET A COPY OF YOUR PHI.
+ THE RIGHT TO CORRECT OR AMEND INCORRECT INFORMATION ABOUT YOU.

+ THE RIGHT TO FIND OUT TO WHOM WE HAVE DISCLOSED YOUR PHI THAT IS NOT USED OR
DISCLOSED FOR TREATMENT, PAYMENT OR HEALTH CARE OPERATIONS PURPOSES, GIVEN
THROUGH A PATIENT DIRECTORY OR THAT YOU HAVE AUTHORIZED IN WRITING.

+ THE RIGHT TO RECEIVE A PAPER COPY OF OUR NOTICE OF PRIVACY PRACTICES.

IF YOU BELIEVE YOUR RIGHTS TO PRIVACY OF YOUR HEALTH INFORMATION HAVE BEEN VIOLATED,
YOU MAY MAKE A COMPLAINT IN WRITING TO OUR NETWORK PRIVACY & COMPLIANCE OFFI-
CER AT 1500 NORTH RITTER AVENUE, INDIANAPOLIS, INDIANA 46219. YOU MAY ALSO MAKE
A COMPLAINT IN WRITING TO THE SECRETARY OF THE DEPARTMENT OF HEALTH AND HUMAN SER-
VICES. PLEASE REFER TO THE COMMUNITY HOSPITALS INDIANA, INC. AND THE INDIANA HEART
HOSPITAL NOTICE OF PRIVACY PRACTICES FOR A COMPLETE LISTING OF HIPAA REQUIREMENTS
FOR USES AND DISCLOSURES OF PHL.

16125 041403 ESt# 110038



'COMMUNITY HEALTH NETWORK, INC.
NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIB:ES'”HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY.

This Notice describes privacy practices of Community Hospitals of Indiana, Inc,; The Indiana Heart
Hospital; Community Hospital South; Indiana Surgery Centers; Indianapolis Endoscopy Center, LLG;
Community Endoscopy Center, LLP; Community Physicians of Indiana, Inc; MedCheck facilities;
Community Home Health Services; and their affiliates, including: any employees; volunteers; health care
professionals authorized to enter information into your health/medical records; and medical staff
members (hereinafter referred to as Community Health Network or Network).

I. Our Duty to Safeguard Your Protected Health Information: -

Individually identifiable information about your past, present, or future health or condition, the prov:smn

or-health care to you, or payment for your health care is considered “Protected Health Information”
(“PHI”). We understand that medical information about you and your health is personal and we are
committed to protecting medical information about you. We are required by law to make sure that your
PHI is kept private and to give you this Notice about our legal duties and privacy practices, that explains
how, when and why we may use or disclose your PHI. Except in specified circumstances, we must use or
disclose only the minimum necessary PHI to accomplish the purpose of the use or disclosure.

‘We must follow the privacy practices described in this Notice, though we reserve the right to change the

terms of this Notice at any time. We reserve the right to make new Notice provisions effective for all PHI
we currently maintain or that we receive in the future.If we change this Notice, we will post a new Notice
in patient registration and/or patient waiting areas. You may request a copy of the new notice from the
Patient Access Department and it will also be posted on our website at www.eCommunity.com. We will
also make available a copy of the Notice in effect each time you are admitted to the hospital as an
inpatient or outpatient, or receive health care services from other health care providers within the
Community Health Network, listed above.

Il. How We May Use and Disclose Your Protected Health Information:

We use and disclose PHI for a variety of reasons. For certain uses/disclosures, we must get your written
authorization. However, the law provides that we may make some uses/disclosures without your
authorization. The following section offers more description and examples of our potential
uses/disclosures of your PHI.
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