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Phone: 785-625-5500

1106 E 27" Suite #2 Fax: 785-625-5501
Hays, KS 67601
| Patient Information | Insurance Information
Full Primary Medical Insurance
Name
Birthdate SS# MEDICARE BCBS WORK COMP NONE
Race Ethnicity OTHER:
(EX: White, Asian, Declined) (EX: Hispanic, Not Hispanic, Declined)
Age MALE FEMALE PLEASE PROVIDE A COPY OF YOUR INSURANCE CARD TO BE
PHOTOCORPIED.
Address
Additional Insurance
CITY STATE ZIP
Is patient covered by additional insurance YES NO
Home Phone
Insurance Company
Cell Phone
Emergency Contact Other Than Parents
Full Name Relationship Phone
Mother Of Patient
Full Name SS# DOB
Home Phone Cell Phone Work Phone
Home Address
Street City State Zip
Employer
Father Of Patient
Full Name SS# DOB
Home Phone Cell Phone Work Phone
Home Address
Street City State Zip

Employer

How did you hear about us? Website, Phonebook, Newspaper, Word of Mouth, Other(please list)

(Please Circle)
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1106 E 27" Suite #2 Fax: 785-625-5501
Hays, KS 67601

Persons involved in care or payment for care
I authorize Knoll Clinic to disclose my protected health information (including scheduled/rescheduled appointments, test results,
diagnoses, treatment plan, billing questions, etc.) to the following people involved in my care or payment of care. If you decline such
permission, leave the following blank.

Signature Date

Name Relationship to patient Phone
Name Relationship to patient Phone
Name Relationship to patient Phone

ALL PATIENTS MUST SIGN HERE

| ACKNOWLEDGE THAT | HAVE RECEIVED AND UNDERSTAND THE
KNOLL CINIC’S NOTICE OF PRIVACY PRACTICES WITH THE EFFECTIVE
DATE 09/01/2013.

X

Relationship If Not Patient Date

ASSIGNMENT OF BENEFITS: | hereby authorize payment of my medical benefits, including, but not limited to, Medigap
benefits, private insurance, Medicaid and any and all other benefits payable by an insurer or other third party to Knoll
Clinic LLC. This assignment will remain in effect until revoked by me in writing. A photocopy of this assignment is to be
considered as valid as an original. | hereby authorize said assignee to release all records necessary to secure a secure
payment. If | am insured by Medicare, | request that payment of authorized Medicare benefits be made on my behalf to
Knoll Clinic LLC. for any services provided to me. | authorize any holder of medical information about me to release to
CMS and its agents any information needed to determine these benefits or the benefits payable for related services. |
agree to be personally responsible for payment of services which are not covered by insurance and further agree to pay
collection expenses and attorney’s fees necessary to collect payment.

Signature: X Date:

CONSENT FOR TREATMENT: The following information is to be completed by the patient, or the patient’s legally
authorized representative/parent.

| consent to medical treatment for myself or for the patient for whom | am the parent or legally authorized representative.

I understand the Knoll Clinic will share patient health information according to federal and state law for treatment,
payment, and operations.

Signature: X Date:




O\Clinic

1106 E 27" Suite #2
Hays, KS 67601
Email: tknoll@knollclinic.com

Phone: 785-625-5500
Fax: 785-625-5501

PEDIATRIC FAMILY AND PERSONAL HEALTH HISTORY

Note: Please complete all information on this record. All information is treated in confidence and will not be released unless you grant permission.

Name

Age Birth Date

Father’s Name

Mother’s Name

Gender M F Today’s Date

Pharmacy

Father’s Birth Date

Mother’s Birth Date

INFANT/CHILD HEALTH HISTORY

FAMILY HEALTH HISTORY

Relationship: Age if Living Age at Death/Cause of Death
Father
Birth Weight Ibs. oz. Gestation age, Mother
Siblings (circle one)
Age when discharged from hospital days Male/Female
Male/Female
Was your baby Male/Female
Jaundiced ___Yes ___No Age, How Long
Breast Fed — Yes ___No ___ Months Family Medical Problems
Formula Fed __Yes ___ No — Months Please identify any medical problems blood relatives have or ever have had. Provide details for
all “Yes” answers in the space provided below.
Did your baby:
See a doctor for well baby care _Yes __No Condition Family Member (s)
See a doctor for illness/problem _ Yes ___No Birth defects ( )Yes ( )No
Genetic Defects ( )Yes ( )No
Describe Mental Retardation ( )Yes ( )No
Allergies ( )Yes ( )No
Lung Disease ( )Yes ( )No
Last:  Dental Visit Eye Exam Asthma ( )Yes ( )No
Bone/Joint Disorders ( )Yes ( )No
Vitamin/Fluoride Supplement — Yes ___No Rheumatoid Arthritis ( )Yes ( )No
Immunizations Up-To-Date _Yes ___No Muscle Disorders ( )Yes ( )No
Skin Disease ( )Yes ( )No
OPERATIONS/HOSPITALIZATIONS DATE AND OUTCOME Eye or Ear Disorders ( )Yes ( )No
Cancer ( )Yes ( )No
Thyroid Disease ( )Yes ( )No
Diabetes ( )Yes ( )No
Heart Disease ( )Yes ( )No
Anemia/Blood Disorders  ( )Yes ( )No
High Blood Pressure ( )Yes ( )No
CHRONIC ILLNESS/PROBLEMS ONSET AND STATUS Kidney problems ( )Yes ( )No
Rheumatic Fever ( )Yes ( )No
Tuberculosis ( )Yes ( )No
Seizures ( )Yes ( )No
Mental Disease/Disorder  ( )Yes ( )No
Venereal Disease ( )Yes ( )No
HIV/AIDS ()es  ()No
Other ( )Yes ( )No

MEDICATIONS ALLERGIES/REACTION

Provide details of medical problems listed above:
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KNOLL CLINIC LLC

NOTICE OF PRIVACY PRACTICES
Effective 9/1/2013

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.

The privacy of your health information is very important to us. We are required by law to:
-Maintain the privacy of your health information
-Give you this Notice of our legal duties and privacy practices
-Follow the terms of this notice

This notice will remain in effect until we revise it. We reserve the right to change our privacy practices and the terms of this notice. Any changes we make
will apply to all of the health information about you we maintain. We will make you aware of any changes by:

-Posting the revised notice in our office and/or;

-Making copies of the revised notice available upon your request (either at our office or through the contact person listed in this notice)

WHAT IS HEALTH INFORMATION?

Your health information is information that identifies you and relates to:
-Your past, present, or future physical or mental health or condition
-The treatment we provide to you
-Payment for your past, present or future health care

Your health information includes your name, address, Social Security number and other demographic information. Typically, we keep your health
information in our medical and billing records.

USES AND DISCLOSURES OF YOUR HEALTH INFORMATION

Written authorization to release health information is required in the following instances:
-Most uses and disclosures of psychotherapy notes
-Uses and disclosures of protected health information for marketing purposes
-Disclosures that constitute a sale of protected health information
-Other uses and disclosures not described in this notice

How may we disclose your information?

We use your health information to make sure we can appropriately treat you, receive payment for our services and conduct our necessary health care
operations. Some examples are:

Treatment: The doctors, nurses, and other staff of Knoll Clinic will use your health information to determine the medical care, tests, procedures and
medications you may need. We may disclose your health information to coordinate or manage your health care. For example, we may disclose your
information to another health care provider to order a referral, prescriptions, lab work or an x-ray for you.

Appointment: Reminders and Other Contacts: We may use your health information to contact you with reminders about your appointments, alternative
treatments you may want to consider, or other of our services that may be of interest to you.

Payment: We will use your health information to check your eligibility for insurance coverage and prepare a bill to send to you or your insurance company.
We will disclose your health information to others to bill and collect payment for our services. For example, in order to bill an insurance company, we will
have to disclose information about when you were treated, the conditions you were treated for, and the type of treatment you received.

Health Care Operations: We may use and disclose your health information to allow us to perform functions necessary for our business of health care. For
example, within our organization, we may use your information to help us train new staff and conduct quality improvement activities. We may disclose
your information to consultants and other business associates who help us with billing, computer and transcription services. In limited situations, we may
disclose information to allow other health care organizations to perform their health care operations. For example, we may disclose your information to your
insurance company to allow them to conduct quality improvement activities.

Required by Law: We will disclose your health care information when required to do so by law.



Worker’s Compensation: We will disclose your health information to comply with worker’s compensation and similar laws that provide benefits for work-
related injuries and illnesses.
Public Policy: There are several situations in which the law permits or requires us to use or disclose your health information for public policy purposes.
These are:
-Public Health Concerns: We may disclose your health information to public health authorities for certain public health activities such as
reporting births or deaths, preventing or controlling disease, and notifying persons who may have been exposed to a disease or may be at risk for
spreading a disease.

-Health Oversight Activities: We may disclose your health information to a health oversight agency to conduct audits, investigations,
inspections and other activities necessary for the government to appropriately monitor the health care system.

Special Situations: There are some situations that occur rarely, but may require or permit us to use or disclose your health information. These may include:
-Abuse, Neglect or Domestic Violence: We may disclose your health information to the appropriate authorities if necessary to report
suspected abuse, neglect or domestic violence.

-Serious Threats to Health or Safety: We may use or disclose your health information when necessary to avert a serious threat to the health
or safety of you, another person or the public.

-Organ Donation: We may disclose your health information to an appropriate organization to facilitate organ or tissue donation or
transplantation.

-Problems With Products: We may use or disclose your health information to report problems with medical devices or other products
that are regulated by the Food and Drug Administration or to allow for product recalls, repairs or replacements.

-Legal Proceedings: If you are involved in a lawsuit or dispute, we may disclose your health information in response to a court or
administrative order. We may also disclose your health information in response to a subpoena, discovery request, or other lawful process by
someone else involved in the dispute, but only if efforts have been made to tell you about the request or to obtain a court order protecting your
information.

-Law Enforcement: We may disclose your health information for law enforcement purposes, as long as we follow specific requirements
and restrictions. For example, we may disclose your information to comply with laws that require the reporting of certain types of injuries, to
help identify or locate a criminal suspect, or to provide information about the victim of a crime.

-Coroners, Medical Examiners, and Funeral Directors: We may disclose your health information to a coroner, medical examiner or
funeral director to allow them to perform their duties.

-Specialized Government Functions: We may disclose your health information as it relates to some specialized government functions,
such as military or veterans activities or national security.

-Inmates: If you are an inmate of a correctional institution or in the custody of a law enforcement official, we may disclose your health
information to the institution or official as necessary to provide you with health care, protect the health and safety of you or others, and maintain
the safety and security of the institution.

When may we make other disclosures of your health information?
For some purposes, we will give you the opportunity to agree or object to a disclosure of your health information. These purposes are:

-Persons Involved In Your Care: If you are present, we may disclose your health information to a relative or other person involved in
your treatment or payment for your treatment, but only if you have had an opportunity to agree or object to that disclosure. For example,
you may indicate that you don’t mind us disclosing your information to a friend or family member by allowing them to join in your meeting
with your doctor. If you are not present to agree or object, we will use our professional judgment to determine if disclosing your health
information is in your best interests.

-Notifications: We may disclose your location or general condition to notify a family member, personal representative or other person
responsible for your care.

If you authorize us to disclose your health information, you may revoke that authorization in writing at any time. If you revoke your authorization we will no

longer use or disclose your information for the purposes covered by your authorization. You must understand, however, that we are unable to take back any
disclosures we have already made in reliance on your authorization.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION



Right to Inspect and Copy: You have the right to inspect and copy your health information. We ask that you submit your request to do so in writing. We
may charge you a reasonable fee. In some limited circumstances, we may deny you your request to inspect and copy your information. If that happens, you
may ask that the denial be reconsidered. Your request and the denial will then be reviewed by a different licensed health care professional --not the one who
originally denied your request. We will comply with the decision that professional makes.

Right to Request Amendment: If you believe that health information we have about you is incorrect or incomplete, you may ask us in writing to amend the
information. You must explain the reasons for your request. We may deny your request if the information you are asking us to change:

-Was not created by us (unless the person that created the information is no longer available to make the amendment)
-1s not part of the health information kept by or for us

-1s not part of the information you are permitted to inspect and copy; or

-Is already accurate and complete

If we deny your request, you have the right to file a statement of disagreement with us. Your statement will be included in any disclosures of your
information we make in the future.

Right to Restrict Certain Disclosures to a Health Plan: You have a right to restrict certain protected health information to a health plan where you pay out
of pocket in full for the healthcare item or service.

Right to Request Restrictions On Uses and Disclosures of Your Health Information: You have the right to ask us to limit how we use and disclose your
health information for your treatment or our payment and business operations purposes. You may also ask that we not disclose your health information to
family members or friends involved in your treatment or payment for your treatment.

Right to be Notified of Breach: You have the right to receive a written or verbal notice following a breach of unsecured protected health information

Right to Request Confidential Communication: You have the right to ask us to communicate with you about health matters in a specific way or at a
specific location. For example, you may ask that we only contact you at work or by mail. We ask that you make your request for confidential
communication in writing. We will comply with reasonable requests.

Right to Opt Out of Fundraising Communications: You have the right to opt out of fundraising communications by submitting a request in writing

Right to Receive an Accounting of Certain Disclosures of Your Health Information We Have Made: You have the right to ask us to give you an
accounting of certain disclosures of your health information we may have made. This accounting will not include all disclosures. For example, it will not
include disclosures made:

-For your treatment or for payment of your treatment
-For our business operations purposes

-To, or authorized by, you

-To others involved in your care or payment for your care

We ask that you submit a request for an accounting in writing. You may ask for up to six-years of disclosures, but the accounting will not include disclosures
made before June 1, 2009. One accounting within any 12 month period will be free of charge. We may charge a reasonable fee for additional accountings,
but we notify you of the fee and allow you to withdraw or modify your request before we process it.

You have a right to receive a paper copy of this notice even if you have agreed to receive it electronically.
To exercise any of these rights, please contact Grady Knoll at the following:

Knoll Clinic Phone: 785-625-5500
1106 E 27" Suite #2 Fax: 785-625-5501
Hays, Ks 67601

IF YOU HAVE COMPLAINTS OR QUESTIONS

You may send a written request directly to the department of health and human services at:
Office of Civil Rights
Hubert H. Humphrey Bldg.
Room 509F
200 Independence Ave. Southwest
Washington, D.C. 20201



