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PACIFIC CARDIOVASCULAR ASSOCIATES MEDICAL GROUP, INC.

A Professional Corporation

Outpatient Specialty Centers for Pediatric Cardiology
Arriving on Time and Keeping Appointments

To Our Patients and Families:

Welcome to the Outpatient Specialty Center of Pediatric Cardiology at Miller Children’s
Hospital. We consider it a privilege to participate with you in your child’s health care.

To ensure you/your child fully benefit from the medical care and treatment planned by your
Physician and Healthcare team, we ask for your cooperation by following our policy for arriving
on time to appointments and keeping scheduled appointments.

Here is a summary of our policy requirements:

1. Arriving on time for scheduled appointments

Patients who arrive more than 15 minutes late may have their appointment
cancelled and rescheduled.

2. Cancelling Appointments

It is important for you/your child’s medical care to keep all scheduled
appointments.

We require a call to cancel more than 24 hours before a scheduled
appointment. This allows us to schedule another patient waiting for an
appointment.

Calling less than 24 hours before a scheduled appointment is considered a
missed appointment.

Not arriving for an appointment is considered a missed appointment.
You/your child will be discharged from the Outpatient Specialty Center
and referred back to your Primary Care Physician if 3 appointments are
missed in a 12-month period.

I have read and received a copy of the Arriving on Time and Keeping Appointments letter.

Name of Patient (Print): Date:

Signature:

Last Name First Name

Relationship to Patient:

3080 Bristol Street, Suite 600 ¢ Costa Mesa, CA 92626 ¢ Phone (714) 445-0220 ¢ Fax (714) 445-0245 ¢ www.pcacardiology.com
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v HEALTHCARE ELIGIBILITY WAIVER

PATIENT NAME: HEALTH PLAN:

ID NUMBER: EFFECTIVE DATE:

PHYSICIAN NAME:

The Patient or Patient's Legal Representative hereby certifies that he/she is eligible for health plan benefits
coverage, and has chosen the above stated physician as the provider of his/her health care.

Furthermore, the Patient or Patient's Legal Representative understands that if he/she is found ineligible for
coverage of plan benefits, he/she is financially responsible for all costs incurred during the delivery of
health services, and agrees to pay these charges to the physician accordingly.

SIGNATURE OF PATIENT OR GUARDIAN DATE

WITNESS DATE
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NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION
PLEASE REVIEW IT CAREFULLY.

State and Federal laws require us to maintain the privacy of your health information and to inform you about our privacy practices by
providing you with this Notice. We must follow the privacy practices as described below. This Notice will take effect on April 14,
2003 and will remain in effect until it is amended or replaced by us.

It is our right to change our privacy practices provided law permits the changes. Before we make a significant change, this Notice will
be amended to reflect the changes and we will make the new Notice available upon request. We reserve the right to make any changes
in our privacy practices and the new terms of our Notice effective for all health information maintained, created and/or received by us
before the date changes were made.

You may request a copy of our Privacy Notice at any time by contacting our Privacy Officer, Angie Scott. Information on contacting
us can be found at the end of this Notice.

TYPICAL USES AND DISCLOSURES OF HEALTH INFORMATION

We will keep your health information confidential, using it only for the following purposes:

Treatment: We may use your health information to provide you with our professional services. We have established “minimum
necessary” or “need to know" standards that limit various staff members’ access to your health information according to their primary
job functions. Everyone on our staff is required to sign a confidentiality statement.

Disclosure: We may disclose and/or share your healthcare information with other health care professionals who provide treatment
and/or service to you. These professionals will have a privacy and confidentiality policy like this one. Health information about you
may also be disclosed to your family, friends and/or other persons you choose to involve in your care, only if you agree that we may
do so.

Payment: We may use and disclose your health information to seek payment for services we provide to you. This disclose involves
our business office staff and may include insurance organizations or other businesses that may become involved in the process of
mailing statements and/or collecting unpaid balances.

Emergencies: We may use or disclose your health information to notify, or assist in the notification of a family member or anyone
responsible for your care, in case of any emergency involving your care, your location, your general condition or death. If at all
possible we will provide you with an opportunity to object to this use or disclosure. Under emergency conditions or if you are
incapacitated, we will use our professional judgment to disclose only that information directly relevant to your care. We will also use
our professional judgment to make reasonable inferences of your best interest by allowing someone to pick up filled prescriptions, x-
rays or other similar forms of health information and/or supplies unless you have advised us otherwise.

Healthcare Operations: We will use and disclose your health information to keep our practice operable. Examples of personnel
who may have access to this information include, but are not limited to, our medical records staff, outside health or management
reviewers and individuals performing similar activities.

Required by Law: We may use or disclose your health information when we are required to do so by law. (Court or administrative
orders, subpoena, discovery request or other lawful process.) We will use and disclose your information when requested by national
security, intelligence and other State and Federal officials and/or if you are an inmate or otherwise under the custody of law
enforcement.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a
possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. This information will be disclosed only
to the extent necessary to prevent a serious threat to your health or safety or that of others.

Public Health Responsibilities: We will disclose your health care information to report problems with products, reactions to
medications, product recalls, disease/infection exposure and to prevent and control disease, injury and/or disability.
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Marketing Health-Related Services: We will not use your health information for marketing purposes unless we have your written
authorization to do so.

National Security: The health information of Armed Forces personnel may be disclosed to military authorities under certain
circumstances. If the information is required for lawful intelligence, counterintelligence or other national security activities, we may

disclose it to authorized federal officials.

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders, including,
but not limited to, voicemail messages, postcards or letters.

YOUR PRIVACY RIGHTS AS OUR PATIENT

Access:  Upon written request, you have the right to inspect and get copies of your health information (and that of an individual for
whom you are a legal guardian.) There will be some limited exceptions. If you wish to examine your health information, you will
need to complete and submit an appropriate request form. Contact our Privacy Officer for a copy of the Request Form. You may also
request access by sending us a letter to the address at the end of this Notice. Once approved, an appointment can be made to review
your records. Copies, if requested, will be $0.25 for each page and the staff time charged will be $10 per hour including the time
required to locate and copy your health information. If you want the copies mailed to you, postage will also be charged. If you prefer
a summary or an explanation of your health information, we will provide it for a fee. Please contact our Privacy Officer for a fee
and/or for an explanation of our fee structure.

Amendment: You have the right to amend your healthcare information, if you feel it is inaccurate or incomplete. Your request must
be in writing and must include an explanation of why the information should be amended. Under certain circumstances, your request
may be denied.

Non-routine Disclosures: You have the right to receive a list of non-routine disclosures we have made of your health care
information. (When we make a routine disclosure of your information to a professional for treatment and/or payment purposes, we do
not keep a record of routine disclosures; therefore these are not available.) You have the right to a list of instances in which we, or our
business associates, disclosed information for reasons other than treatment, payment or healthcare operations. You can request non-
routine disclosures going back 6 years starting on April 14, 2002. Information prior to that date would not have to be released.
(Example: If vou request information on May 15, 2004, the disclosure period would start on April 14, 2003 up to Mav 15, 2004.
Disclosures prior to April 14, 2003 do not have to be made available.)

Restrictions: You have the right to request that we place additional restrictions on our use or disclosures of your health information.
We do not have to agree to these additional restrictions, but if we do, we will abide by our agreement. (Except in emergencies.)
Please contact our Privacy Officer if you want to further restrict access to your health care information. This request must be
submitted in writing.

QUESTIONS AND COMPLAINTS

You have the right to file a complaint with us if you feel we have not complied with our Privacy Policies. Your complaint should be
directed to our Privacy Officer. If you feel we may have violated your privacy rights, or if you disagree with a decision we made
regarding our access to your health information, you can complain to us. In writing. Request a Complaint Form from our Privacy
Officer. We support your right to the privacy of your information and will not retaliate in any way if you choose to file a complaint
with us or with the U.S. Department of Health and Human Services.

HOW TO CONTACT US

Pacific Cardiovascular Associates Medical Group
3080 Bristol Street, Suite 600

Costa Mesa, CA 92626

Phone (714) 445-0220

Fax (714) 445-0245

Privacy Officer:
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Acknowledgement of receipt of Pacific Cardiovascular Associates Medical Group Notice
of Privacy Practices.

Please sign and print your name and provide the date below to acknowledge you have
received this Notice of Privacy Practice

Signature

Name Date
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PACIFIC CARDIOVASCULAR ASSOCIATES MEDICAL GROUP, INC.
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Patient’s Rights & Responsibilities

As a patient of Pacific Cardiovascular Associates you have the right to:

Exercise these rights without regard to race, color, religion, sex, or national origin or cultural, economic or
educational background, or the source of payment for your care.

Considerate and respectful care.

Knowledge of the name of the physician who has primary responsibility for your cardiac condition and the names
and professional relationships of the other physicians who will see you.

Receive information about the illness, course of treatment, and prospects for recovery in terms that you can
understand.

Receive as much information about any proposed treatment or procedure as you may need in order to give an
informed consent, or to refuse this course of treatment. Except in emergencies this information shall include a
description of the procedure or treatment, the medically significant risks involved in this treatment, alternate
courses or treatment or non-treatment and the risks involved in each, and to know the name of the person who will
carry out the procedure or treatment.

Participate actively in decisions regarding medical care. To the extent permitted by law, this includes the right to
refuse treatment.

Full consideration of privacy concerning the medical care program. Case discussion, consultation, examination,
and treatment are confidential and should be conducted discreetly. You have the right to be advised as to the
reason for the presence of any individual.

Confidential treatment of all communications and records pertaining to your care. Written permission from you or
your authorized representative shall be obtained before the medical records can be made available to any person
not directly concerned with your care.

Reasonable responses to any reasonable requests for service.

Leave the facility, even against the advice of your physician.

Reasonable continuity of care and to know in advance, the time and location of appointments, as well as the
physician providing care.

Be advised if a physician proposes to engage in or perform human experimentation affecting care or treatment:
you have the right to refuse to participate in such research projects.

Be informed of continuing health care requirements following discharge from inpatient our outpatient facilities.
Examine and receive an explanation of any bills for non-covered care, regardless of source of payment.
Depending on your health insurance, know which rules and policies apply to your contract while you are a patient
under their care.

Have rights extended to any person who may have legal responsibility to make decisions regarding medical care
on your behalf.

File a grievance without discrimination.

Readily accessible cardiovascular services consistent with good professional practice.

As a patient of Pacific Cardiovascular Associates, you have the Responsibility to:

L]

Adhere to behavior which is reasonable supportive of therapeutic goals and professional supervision as specified.
Behave in a manner, which is supportive of the care provided to other patients.
Accept the fiscal responsibility associated with services received while a patient at the facility.
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HEALTH CARE MEDICAL RECORDS REQUEST

PATIENT NAME: DATE OF BIRTH:

ADDRESS: INSURANCE #:

CITY, STATE & ZIP DATE OF REQUEST:

|, the undersigned, hereby authorize to provide from my medical

Health Care Facility/Provider
record the information specified below to: Pacific Cardiovascular Associates Medical Group for the

purpose of diagnosis and treatment.

THE FOLLOWING INFORMATION IS REQUESTED:

Time period to be covered

This authorization shall be valid until:

Release or transfer of the specific information to any person or entity not specified herein is prohibited. An additional written
consent must be obtained for a proposed new use of the information or its transfer to another person or entity. Thank you for
your understanding and cooperation.

| understand that | have requested a right to receive a copy of this authorization upon my request.

Copy requested and received: D Yes I:l No
Patient's Signature Date
Witnessed By Date

[C] PLEASE FAX MEDICAL RECORDS TO:

[] PLEASE MAIL TO:




