John H. Brown, MD
Plastic and Reconstructive Surgery

Part 1.

I have received a copy of the financial policy for Greenville Plastic Surgery
Assoc,, LTD/John H. Brown, M.D. | recognize and accept responsibility for
service rendered to me and/or my dependents regardless of my insurance
coverage. This includes but is not limited to co-insurance, co-payment,
deductible, and non-covered services.

Responsible Party
Signature____ Date__________

Part 2.
I have received a copy of the Notice of Privacy Practices for Greenville
Plastic Surgery Assoc., LTD.

Signature of Patient Representative Relationship
(Required if the patient is a minor or an adult who is unable to sign)

Part 3. .

| permit Greenville Plastic Surgery Assoc., LTD to contact me via mail or the
telephone number(s) | have authorized below, regarding my treatment,
appointments, account, and other necessary communication. In the event
that | cannot be reached directly, | give my authorization for Greenville
Plastic Surgery Assoc., LTD to leave a message on my voice mail, answering
machine, or with any individual who answers any of the telephone numbers
I have listed. ‘ "

| further authorize Greenville Plastic Surgery Assoc., LTD to discuss my
medical condition and care with the following person(s):

Name____ i Relationship_____________________
Name.__ Relationship_____________________
Name____ o Relationship_____________________
Signature of Patient _ S S Date________

Greenville Plastic Surgery Assoc., LTD, reserves the right to modify the privacy practices outlined in this notice.



John H. Brown, MD
Plastic & Reconstructive Surgery

Certified by the American Board of Plastic Surgery
and
American Board of Surgery

53 North Main Street ' 875 North Hermitage Road
Greenville, PA 16125 : Hermitage, PA 16148
724-588-2330 800-225-2330

Fax: 724-588-2335

FINANCIAL POLICY
GREENVILLE PLASTIC SURGERY ASSOC., LTD

JOHN H BROWN, MD

Providing Healthcare has become increasingly complex and costly. Please read our financial
policy in order to avoid misunderstandings.

FINANCIAL POLICY:

You may be required by your insurance plan to pay for a larger percentage of your care in the
form of co-payments, co-insurance, or deductibles. These changes are determined by your

Health plan, not by our office. While we regret these changes, payments must be made prior to

or at the time services are provided.

If you are scheduting office or hospital surgery, please contact your insurance company and our
office billing department to determine your financial obligation.
Billing Office phone numbers: 724-588-2330 or 1-800-225-2330.

drbrownplasticsurgery.com



HEALTH HISTORY

Name

Age Birthdate Height Weight

Reason for visit:

IF MEDICAL CONDITION IS DUE TO AN INJURY, PLEASE COMPLETE AN INJURY FORM
AVAILABLE AT THE FRONT DESK.

Family Doctor

Allergies

Do not smoke? If so, how much

List medications you are currently taking:

Preferred Pharmacy:

Circle any of the following over-the-counter medications you have taken in the past 10 days:
Advil Aspirin Bufferin Ibuprofen Motrin Arthritis Medication
Other

Past Medical History: (lllnesses, Injuries, Hospitalizations, Surgeries)

Check if your blood RELATIVES have or had any of the following conditions:

Cancer Heart Disease Epilepsy
Diabetes High Blood Pressure Kidney Disease
Stroke Emotional Problems Tuberculosis

Check if YOU have or had any of these symptoms in the past year:

Dizziness Numbness Weight gain or loss
Chest pain High Blood Pressure Breast pain or lump
Diabetes Sinus problems Bruise easily

HIV positive Change in moles Sore that won't heal
Depression Hearing problems Visual Problems

Bleeding problems after previous surgeries

Signature Date




Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.

Uses and Disclosures

Treatment - Your health information may be used by staff members or disclosed to other health care
professionals for the purpose of evaluating your health, diagnosing medical conditions, and providing treatment.
For example, results of laboratory tests and procedures will be available in you medial record to all health
professionals who may provide treatment or who may be consulted by staff members.

Payment — Your health information may be used to seek payment from your health plan, from other sources of
coverage such as an automobile insurer, or from credit card companies that you may use to pay for services. For
example, you health plan may request and receive information on dates of service, the services provided, and the
medical condition being treated.

Health Care Operations — Your health information may be used as necessary to support the day-to-day activities
and management of GREENVILLE PLASTIC SURGERY ASSOC., LTD. For example, information on the
services you received may be used to support budgeting and financial reporting, and activities to evaluate and
promote quality.

Law Enforcement — Your health information may be disclosed to law enforcement agencies to support
government audits and inspections, to facilitate law-enforcement investigations, and to comply with government
mandated reporting.

Public Health Reporting — Your health information may be disclosed to public health agencies as required by law.
For example, we are required to report certain communicable diseases to the state’s public health department.

Other uses and disclosures require your authorization. Disclosure of your health information or its use for any
purpose other than those listed above requires you specific written authorization. If you change your mind after
authorizing a use or disclosure of your information you may submit a written revocation of the authorization.
However, your decision to revoke the authorization will not affect or undo any use or disclosure of information that
occurred before you notified us of your decision to revoke your authorization.

Additional Uses of Information

Appointment reminders — Your health information will be used by our staff to send your appointment reminders.

Information about treatments. Your health information may be used to send you information that you may find
interesting on the treatment and management of your medical condition. We may also send you information
describing other health — related products and services that we believe may interest you.

Individual Rights

You have certain rights under the federal privacy standards. These include:

The right to request restrictions on the use and disclosure of your protected health information.

The right to receive confidential communications concerning your medical condition and treatment.

The right to inspect and copy your protected health information.

The right to amend or submit corrections to your protected health information.

The right to receive an accounting of how and to whom your protected health information has been disclosed.
The right to receive a printed copy of this notice.




Greenville Plastic Surgery Assoc., LTD Duties

We are required by law to maintain the privacy of your protected health information and to provide you with this notice of
privacy practices.

We also are required to abide by the privacy policies and practices that are outlined in this notice.

Right to Revise Privacy Practices

As permitted by law, we reserve the right to amend or modify our privacy policies and practices. These changes in our
policies and practices may be required by changes in federal and state laws and regulations. Upon request, we will
provide you with the most recently revised notice on any office visit. The revised policies and practices will be applied to
all protected health information we maintain.

Requests to Inspect Protected Health Information

You may generally inspect or copy the protected health information that we maintain. As permitted by federal regulation,
we require that requests to inspect or copy protected health information be submitted in writing. You may obtain a form to
request access to your records by contacting one of our Receptionists or our Privacy Officer. Your requests will be
reviewed and will generally be approved unless there are legal or medical reasons to deny the request.

Complaints

If you would like to submit a comment or complaint about our privacy practices, you can do so by sending a letter outlining
your concerns to:

Privacy Officer

Greenville Plastic Surgery Assoc., LTD
53 North Main Street

Greenville, PA 16125

If you believe that your privacy rights have been violated, you should call the matter to our attention by sending a letter
describing the cause of your concern to the same address.

You will not be penalized or otherwise retaliated against for filing a complaint.
Contact Person
The name and address of the person you can contact for further information concerning our privacy practices is:
Privacy Officer
Greenville Plastic Surgery Assoc., LTD
53 North Main Street
Greenville, PA 16125
724-588-2330 or 1-800-225-2330

Effective Date

This Notice is effective on or after April 1, 2003
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