oy Htis uace Samantha E. Pickett FNP-C Phone:334-475-2680
Plmany Cane Dr. Charles Linguiti Fax: 855-583-3701
635 North Main Street Suite 3

Enterprise, AL 36330

Medical Information Release

Due to federal privacy guidelines under the Health Insurance Portability and Accountability Act (HIPAA), we are required to
have a medical release of information on file for each patient. This authorizes our office to release medical information to
family members, caregivers, and friends you have designated, about your HEALTH INFORMATION. Included would be all
health and identifiable information. This authorizes us to share your health information, after proper identification, by verbal
or written communication, phone, fax, mail or e-mail as needed for your care to only those identified below. Powers of
Attorney would be listed separately.

Please list names, date of birth and phone numbers of the authorized individuals below. Do not list anyone who has not
agreed to provide us with their date of birth for identification purposes.

1 (patient name) give my authorization to the following individual(s) listed below to
discuss my medical care with you and/or your staff on my behalf.

Names Date of Birth Phone Number

Please list below any health information that you do not want to be given out.

0 I DO NOT want you to discuss my medical care with ANYONE other than myself.

Our office staff may attempt to contact you by telephone concerning your upcoming appointments or test results. If
we are unable to reach you at that time, please indicate below your choice for the best way to contact you:

OFamily member at my home LVoice message on my cell phone
LLeave a message at my place of business L Answer machine at my home

The above information is private and confidential and will be placed in your medical record. This authorization will expire 12
months from the date signed or until we receive written notification from you to revoke it.

Signature Date

Witness Date




By tis Grace
Plimawy Cane

Samantha E. Pickett FNP-C

Dr. Charles Linguiti
635 North Main Street Suite 3

Enterprise, AL 36330

Phone:334-475-2680
Fax: 855-583-3701

email address

PATIENT INFORMATION/MEDICAL COST AGREEMENT TO PAY

Patient’s Name: Age:
Last First Middle
Address: City: State: Zip:
Date of Birth: Sex: Marital Status: (circle one) S M W D Race:
Home Telephone: ( ) Work Telephone: ( ) Extension:
Social Security Number: Referring Physician:
Place of Employment:
Employer’s Address: City: State: Zip:
If minor, Responsible Party: Address:
City: State: Zip:

Name of Spouse:

Spouse’s Social Security Number:

Spouse’s Employer: Phone:

In case of emergency, who should be notified?

Phone No.: Relationship to Patient:

INSURANCE INFORMATION

1. PRIMARY:

Contract #

Group #
Name of Carrier
Insured’s Information If Other Than Patient:

Date of Birth: Relationship to Patient: Place of Employment:

2. SECONDARY:

Contract # Group #

Name of Carrier

Insured’s Information If Other Than Patient:

Date of Birth: Relationship to Patient: Place of Employment:

PATIENT’S OR AUTHORIZED SIGNATURE: I authorize the release of any medical information needed to process my
insurance claims. | also request payment of benefits to By His Grace Primary Care. for services rendered. This signature shall suffice for

all claims on a continuing basis. A copy of this authorization may be used in place of original.

SIGNED: DATE:

RELEASE OF MEDICAL RECORD: In order to insure proper follow-up and continuity of care, I agree that a copy of my
medical record may be released to By His Grace Primary Care, my provider, a designated referring physician and/or the provider, if

any, who referred me here.

SIGNED: DATE:

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT
| acknowledge that | have received or been offered a copy of the Notice of Privacy Practices from By His Grace Primary Care.

Patient or Personal Representative Date



MEDICAL COST AGREEMENT TO PAY
(continued)

The Patient and Responsible Party listed above hereby agree to pay any and all amounts and charges submitted by By His
Grace Primary Care on behalf of the professional corporation set forth above for services rendered by any and all physicians who are
now employed or become employed by such professional corporations or affiliated with By His Grace Primary Care (hereinafter
referred to as "Physician"), or any of their agents, employees or contractors, during the course of treatment for the Patient,
including hospitalization, unless such parties are otherwise obligated to accept payment solely from a third party. The Patient
and the Responsible Party hereby acknowledge, understand, and agree that they are financially responsible for payment for
such professional services even though there may be insurance or third party coverage, and agree that failure to make payment
when requested is the basis for legal action, and all agree to pay any and all costs of collection including a reasonable attorney’s
fee to the extent permitted by law. The Patient and Responsible Party hereby acknowledge their understanding that the
payment is due upon receipt of invoice statement, and agree to pay a 1.5% per month late charge on all accounts over thirty
(30) days past due. The Patient and the Responsible Party recognize and agree that their obligations to make payment are joint
and severable and that they, and not any insurance company, are solely responsible for the entire bill, even though the cost of
the medical care may exceed the amount reimbursed by the third-party insurers or payors.

The Patient and the Responsible Party hereby acknowledge, understand, and agree that it is difficult to project the full cost of
medical services and treatments in advance, since it is impossible to know what setrvices, tests, procedures, and/or treatments
will be required in the course of medical care.

The Patient and the Responsible Party hereby agree to be fully responsible for any and all amounts and charges submitted by
the Physicians in the course of treatment or any of their agents, employees, or contractors, which shall include, but shall not be
limited to, the amounts set forth on the fee schedule attached hereto or kept at the front desk by By His Grace PC, (which
I[we] acknowledge is available to me [us]). The Patient and the Responsible Party acknowledge that the charges may exceed
the amount Blue Cross or another insurance carrier may define as "usual and customary, or reasonable", but the Patient and
Responsible Party agree to pay the amount of such billed charges.

I, the undersigned, understand and agree to the above information.

DATE:
PATIENT
DATE:
RESPONSIBLE PARTY
Samantha E. Pickett FNP-C Phone:334-475-2680
Dr. Charles Linguiti Fax: 855-583-3701

635 North Main Street Suite 3
Enterprise, AL 36330




by Samantha E. Pickett FNP-C Phone:334-475-2680
Byltfis Guwee  pr. Charles Linguiti Fax: 855-583-3701
P imaw Cave 635 North Main Street Suite 3

Enterprise, AL 36330

Authorization for Request of Protected Health Information (PHI)

Please release to:

By His Grace Primary Care
806 Glover Ave Suite A
Enterprise, AL 36330
Phone: 334-475-2680
Fax: 855-583-3701

I authorize the release of my protected health information:

Patient Name: Date of Birth:

Address:

Telephone: Social Security Number:

The type and amount of information requested is as follows:
LComplete Medical Record LMedical Discharge Summary OHistory and Physical
ONursing Summary OOperative Notes

OLab Report (Specify) OOther:

I understand that the information in my health record may include information relating to sexually transmitted disease, acquired
immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may also include information about behavioral or
mental health services, and treatment for alcohol and drug abuse.

I understand that I have the right to revoke this authorization at any time. I understand that if I revoke this authorization, I must do
so in writing. I understand that the revocation will not apply to information that has already been released in response to this
authorization. I understand that the revocation will not apply to my insurance company when the law provides my insurer with the
right to contest a claim under my policy. Unless otherwise revoked, this authorization will expire one year from date signed.

I understand that I may inspect or copy the information to be used or disclosed, as provided in Notice of Privacy Practices. 1
understand that any disclosure of information carries with it the potential for an unauthorized re-disclosure and the information may
not be protected by Federal confidentiality rules. If I have questions about disclosure of my health information or to present my

written revocation authorization I can contact: Administrator 806 Glover Ave Suite A Enterprise, AL 36330.

Patient or Patient Representative Signature Date

Printed Name of Patient or Patient Representative Relationship to Patient (if applicable)

Witness



Samantha E. Pickett FNP-C Phone:334-475-2680

Py Dr. Charles Linguiti Fax: 855-583-3701
B ftis Grace 635 North Main Street Suite 3

Plimawy Cane Enterprise, AL 36330

Notice of Privacy Practices Summary

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.

This is 2 summaty of our Notice of Privacy Practices, which describes how we may use and disclose your protected health information to carry out treatment, payment or
healthcare operations (TPO) and for other purposes that are permitted or required by law. It also describes your rights to access and control your protected health
information. We ate required by law to maintain the privacy of your protected health information and to provide you with a notice of our legal duties and privacy practices
with respect to protected health information.

We are required to abide by the terms of this Notice of Privacy Practices. We may change the terms of our notice, at any time, and reserve the right to do so. The new notice
will be effective for all protected health information that we maintain at that time.

We will use your protected health information as part of rendering patient care, including treatment, payment and healthcare operations (TPO).

Other uses and disclosures of your protected health information (PHI) will be made only with your written authorization, unless otherwise permitted or required by law. You
may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician's practice has taken an action in reliance on the use or
disclosure indicated in the authorization.

We may use or disclose your protected health information in certain situations without your authorization or opportunity to agree or object.

You have the right to request a restriction of your protected health information.

You have the right to request to receive confidential communications of your protected health information.

You have the right to inspect and copy your protected health information. Charges to receive copies of your protected health information will be in accordance with practice
policy which is in accordance with state and federal law.

You have the right to request to amend your protected health information. We also have the right to comment and respond to any amendments that you make to your
protected health information.

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information.

You have the right to obtain a paper copy of this Notice of Privacy Practices from us.

You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us. You may file a complaint with us by
notifying our Privacy Officer of your complaint. We will not retaliate against you for filing a complaint.

This summary was published as supplement to our Notice of Privacy Practices.

As a patient of our practice, you have the right to a copy of our Notice of Privacy Practices, if you request one. We have the policy posted in our office waiting room for your
reference.

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGMENT

I, » ACKNOWLEDGE THAT I HAVE RECEIVED OR BEEN OFFERED A COPY OF THE
NOTICE OF PRIVACY PRACTICES FROM By His Grace Primary Care.

Signature of Patient or Personal Representative Printed Name of Patient or Representative

Date Relationship to Patient or Authority to Serve

DOCUMENTATION OR REASON(S) PATIENT REFUSED TO SIGN:

WITNESS DATE
Revised 7/31/09 - FORM-PPS.sum.-4/14/03-#1




e Samantha E. Pickett FNP-C Phone:334-475-2680
B fHis Guace Dr. Charles Linguiti Fax: 855-583-3701
% imu‘u;r('a‘u, 635 North Main Street Suite 3

Enterprise, AL 36330

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.

If you have any questions about this Notice please contact our Privacy Officer who is: Dr. Charles Linguit 334-475-2680

This Notice of Privacy Practices describes how we may use and disclose your protected health information to carry out treatment,
payment or health care operations and for other purposes that are permitted or required by law. It also describes your rights to
access and control your protected health information. ‘Protected health information” is information about you, including
demographic information, that may identify you and that relates to your past, present or future physical or mental health or
condition and related health care services. We are required by law to maintain the privacy of your protected health information and
to provide you with this Notice of our legal duties and privacy practices with respect to protected health information.

We are required to abide by the terms of this Notice of Privacy Practices. We may change the terms of our notice, at any time, and
reserve the right to do so. The new notice will be effective for all protected health information that we maintain at that time. Upon
your written request, we will provide you with any revised Notice of Privacy Practices. You may also call the office and request that a
revised copy be sent to you in the mail or you may ask for one at the time of your next appointment.

Uses and disclosures of protected health information for treatment, payment and health care operations

We will use your protected health information as part of rendering patient care, including treatment, payment and health care
operations. The following are some, but not all, examples of the types of uses and disclosures that may be made by us.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and any
related services. For example, we would disclose your protected health information, as necessary, to a home health agency that
provides care to you. Your protected health information also may be provided to a physician to whom you have been referred to
ensure that the physician has the necessary information to diagnose or treat you.

Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For example,
obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the health plan to
obtain approval for the hospital admission.

Healthcare Operations: We may use or disclose, as needed, your protected health information in order to support the business
activities of your physician’s practice. These activities include, but are not limited to, quality assessment activities, employee review
activities, training of medical students, licensing, marketing and fundraising activities, and conducting or arranging for other business
activities. For example, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate
your physician. We may also call you by name in the waiting room when your physician is ready to see you.

We will share your protected health information with third party “business associates” that perform vatious activities (e.g., billing,
transcription services) for the practice. Whenever an arrangement between our office and a business associate involves the use or
disclosure or your protected health information, we will have a written contract that contains terms that will protect the privacy of
your protected health information.

In addition, we may contact you to provide appointment reminders or information about treatment alternatives or other health-
related benefits and services that may be of interest to you.



Other uses and disclosures or your protected health information will be made only with your written authorization, unless otherwise
permitted or required by law as described below. You may revoke an authorization, at any time, in writing, except to the extent that
your physician or the physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization.

Permitted uses and disclosures of protected health information that may require an objection

We may use or disclose your protected health information in the following situations unless you object to the use and/or disclosure.
These situations include:

Limited use or disclosure when you are not present: If you are not present or able to agree or object to the use or disclosure of
the protected health information because of incapacity or emergency circumstances, then your physician may, using professional
judgment, determine whether the disclosure is in your best interest. In this case, only the protected health information that is
relevant to your health care will be disclosed.

Family and Friends: Unless you object, we may disclose to a member of your family, a relative, a close friend or any other person
you identify, your protected health information that directly relates to that person’s involvement in your health care. If you are
unable to agtee or object to such a disclosure, we may disclose such information as necessaty if we determine that it is in your best
interest based on your physician’s professional judgment.

Notification: Unless you object, we may use or disclose your protected health information to notify or assist in notifying a family
member, personal representative or any other person that is responsible for your care, of your location, general condition or death.

Disaster relief: Unless you object, we may use or disclose your protected health information to an authorized public or private
entity to assist in disaster relief efforts and to coordinate uses and disclosures to family or other individuals involved in your health
care.

Emergencies: We may use or disclose your protected health information in an emergency treatment situation if, in your physician’s
professional judgment, the use or disclosure is in your best interest. If so, we will disclose only the protected health information that
is directly relevant to the person’s involvement with your health care.

Other permitted and required uses and disclosures that may be made without your authorization or opportunity to object

We may use or disclose your protected health information in the following situations without your authorization or opportunity to
agree or object. These situations include:

Required by Law: We may use or disclose your protected health information to the extent that such use or disclosure is required by
law. The use or disclosure will be made in compliance with the law and will be limited to the relevant requirements of the law. You
will be notified, if required by law, of any such uses or disclosures.

Public Health: We may use or disclose your protected health information for public health activities and purposes to a public
health authority that is permitted by law to collect or receive the information. The disclosure will be made in accordance with state
law for the purpose of preventing or controlling disease, injury or disability. It may include, but is not limited to, the reporting of
disease, injury, vital events such as birth or death, and the conduct of public health surveillance, public health investigations, and
public health interventions. We may also disclose your protected health information, if directed by the public health authority, to a
foreign government agency that is collaborating with the public health authority.

Health Oversight: We may disclose protected health information to a health oversight agency for activities authorized by law, such
as audits, investigations, and inspections. Oversight agencies seeking this information include government agencies that oversee the
health care system, government benefit programs, other government regulatory programs and civil rights laws.

Abuse or Neglect: We may disclose your protected health information to a public health authority that is authorized by law to
receive reports of child abuse or neglect. In addition, we may disclose your protected health information if we believe that you have
been a victim of abuse, neglect or domestic violence to the governmental entity or agency authorized to receive such information
under law. In this case, the disclosure will be made consistent with the requirements of applicable federal and state laws.

Food and Drug Administration: We may disclose your protected health information to comply with requirements or at the
direction of the Food and Drug Administration to report adverse events; product defects or problems; biologic product deviations;
track products; to enable product recalls; to make repairs or replacements; or to conduct post marketing surveillance, as required.



Legal Proceedings: We may disclose protected health information in the course of any judicial or administrative proceeding in
response to an order or a court of administrative tribunal (to the extent such disclosure is expressly authorized), in certain conditions
in response to a subpoena, discovery request or other lawful process.

Law Enforcement: We may also disclose protected health information, so long as applicable legal requirements are met, for law
enforcement purposes. These law enforcement purposes include: (1) legal processes and otherwise required by law. (2) limited
information request for identification and location putrposes: (3) pertaining to victims of a crime: (4) suspicion that death has
occurred as a result of criminal conduct (5) in the event that a crime occurs on the premises of the practice; and (6) a medical
emergency (not on the practice’s premises) and it is likely that a crime has occurred.

Coroners, Medical Examiners, and Funeral Directors: We may disclose protected health information to a coroner or medical
examiner for identification purposes, determining cause of death or for the coroner or medical examiner to perform other duties
authorized by law. We may also disclose protected health information to a funeral director, as authorized by law, in order to permit
the funeral director to carry out his or her duties. We may disclose such information in reasonable anticipation of death.

Otrgan, eye or tissue donation: Protected health information may be used and disclosed to organ procurement organizations or
other entities involved in the procurement, banking or transplantation for cadaver organ, eye or tissue donation purposes.

Research: We may disclose your protected health information to researchers when their research has been approved by an
institutional review board or privacy board that has reviewed the research proposal and established protocols to ensure the privacy
of your protected health information.

Serious threat to health or safety: Consistent with applicable laws and standards of ethical conduct, we may use or disclose your
protected health information if we believe that the use or disclosure is necessary to prevent or lessen a serious and imminent threat
to the health or safety of person or the public and to a person(s) reasonably able to prevent or lessen the threat. We may also
disclose protected health information if it is necessary for law enforcement authorities to identify or apprehend an individual.

Military Activity: When the appropriate conditions apply, we may use or disclose protected health information of individuals who
are Armed Forces personnel: (1) for activities deemed necessary by appropriate military command authorities: (2) for separation or
discharge from military service (3) for the purpose of determination by the Department of Veterans Affairs of your eligibility for
benefits; or (4) to foreign military authority if you are a member of that foreign military service.

Workers’ Compensation: Your protected health information may be disclosed by us as authorized to comply with workers’
compensation laws and other similar legally-established programs that provide benefits for work-related injuries or illness without
regard to fault.

Communicable Diseases: We may disclose your protected health information, according to state law, to a person who may have
been exposed to a communicable disease or may otherwise be at risk of contracting or spreading the disease or condition.

Your Rights
The following is a statement of your rights with respect to your protected health information.

You have the right to request a restriction of your protected health information. You may ask us not to use or disclose any patt of
your protected health information for the purposes of treatment, payment or healthcare operations. You may also request that any
part of your protected health information not be disclosed to family members, friends or any other person who may be involved in
your care or for notification purposes. Your request must state the specific restriction requested and to whom you want the
restriction to apply.

We are not required to agree to a restriction that you request. If we do agree to the requested restriction, we may not use or disclose
your protected health information in violation of that restriction unless it is needed to provide emergency treatment. With this in
mind, please discuss any restriction you wish to request with your physician. You may request a restriction by placing the request in
writing and discussing it with your physician.

You have the right to receive communications concerning your protected health information in a confidential manner. We will
accommodate reasonable requests by you to receive communications of protected health information by an alternative means or at



alternative locations. We may condition this accommodation by asking you for information as to how payment will be handled or
specification of an alternative address or other method of contact. Any request of this nature must be made in writing,

You have the right to inspect and copy your protected health information. You may inspect and obtain a copy of protected health
information about you that is contained in a “designated record set” for as long as we maintain the protected health information. A
“designated record set” contains medical and billing records and any other records about you that your physician and the practice
uses for making decisions about you.

This right is subject to certain specific exceptions. For example, you may not inspect or copy the following records: psychotherapy
notes; information complied in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding;
protected health information created and maintained by another physician, hospital, or other provider of service; and protected
health information that is subject to law that prohibits access to such protected health information. If we deny your access to your
protected health information, we will provide you with a reason for the basis of the denial. In some instances, a tight to have a
decision to deny access can be reviewed. You may be charged a reasonable fee for any copies of your records as allowed under the
state law. These charges will be as follows: $5.00 retrieval fee, $1.00 per page for the first 25 pages and $.50 for each page thereafter.
Payment will have to be made prior to you receiving a copy of your records. Contact our privacy office if you have any questions
about inspecting and copying your protected health information.

You have the right to amend protected health information. You may request an amendment, in writing, of protected health
information about you in a designated record set for as long as we maintain this information. In certain cases, we may deny your
request for an amendment. If we deny your request for amendment, you have the right to file a statement of disagreement with us
and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal. Please contact our privacy
officer if you have questions about amending your protected health information.

You have a right to receive an accounting of disclosures we have made of your protected health information. This right applies to
disclosures for purposes other than treatment, payment or healthcare operations. It excludes disclosures we may have made to you,
those that were authorized by your or your personal representative, for a facility directory, to family members or friends involved in
your care, or for notification purposes. You have the right to receive specific information regarding these disclosures during the last
six years prior to the date of your request. You may request a shorter time frame. The right to receive this information is subject to
certain exceptions, restrictions and limitations.

You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to only read this notice.
Complaints
You may file a complaint to us or directly to the Secretary of Health and Human Services if you believe your privacy rights have

been violated by us. You may file a complaint with us by notifying our privacy officer of your complaint in writing. We will not
retaliate against you for filing a complaint.

This notice was published and becomes effective on June 1, 2023.



Samantha E. Pickett FNP-C Phone:334-475-2680
Dr. Charles Linguiti Fax: 855-583-3701
635 North Main Street Suite 3

Enterprise, AL 36330

No Show Policy and Missed Appointments Policy

This policy has been established to help us serve you better.
All patients will be required to keep a credit/debit card on file with our office.

All NEW PATIENT appointments will incur a $50.00 charge if it is deemed as a NO SHOW.

It is necessary for us to make appointments in order to see our patients as efficiently as
possible. No-shows and late-cancellations cause problems that go beyond a financial
impact on our practice. When an appointment is made, it takes an available time slot
away from another patient. No-shows and late-cancellations delay the delivery of
healthcare to other patients, some who are quite ill.

A “no-show” is missing a scheduled appointment.

A “late-cancellation” is canceling an appointment without calling us to cancel within 24 hours of an
office appointment.

If you no show an appointment it will incur a $40.00 charge which will be charge to the card we are
keeping on file.

We understand that situations such as medical emergencies occasionally arise. These
situations will be considered on a case by case basis.

Please understand that insurance companies consider this charge to be entirely the
patient’s responsibility.

Consecutively missed appointments more than 3 in a 6 month period is considered eccessive
and patient will be dismissed after the 3rd occurance.

To cancel or reschedule an appointment please call By His Grace Primary Care at 334-475-2680.
This policy is in effect to ensure that all of our patients have the opportunity to be seen in a timely

manner.
EMAIL :

Full Name

Ccvv Expiration Date

Credit Card Billing Zip Code
Number
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