
Quincy Pediatric Associates Inc
Registration Form

(Please print clearll,)

l-oday's Date : PCP:

Shilds Last Nanre First Middle M F Date o{'Birth

Mother's Narrc Fathcr's Narrc I)artncr's Nanrc Marital Status (circle one)

S ingle/Mar/Div/Sep/Wid

Streel Address I-lome Phone Cell Phone Irmail Address

PO tX)X Citl' State Zip Code

)ther lanrill, nrcrnbcrs seen hcre:

CUARANTOR (person responsible for the bill)
\anrc Date ol' B irth Address ll-diflcrent Cell phonc

I NSURANCE INFOR]\,IATION

I)lcase indicate [)rimarv Insurance r Bluc Shicld r 'I'ulis 
I lcalth I FIPI IC r Ljnited Ilealtlr

i-: Ciuna Health li: Aetna l Tricare l MassHealth l Allways l Llnicare
r Other-Pleasc list:

Subscribers Nanre Subscribcrs SS# Dale ot'[]irth Policl'Number

)atients relationship to subscrihtr I I Sull' oChild I nolhcr
Secondarl lnsurance

( il'applicable )

Subscribcrs Nanrc Date ol Binh Policy'Nunrbcr

Palients relationship 1o sLrbscrihcr I n Sell oChild I o()lher

IN CASE OF EMERGENCY

Namc o1'Iiierrd or relative (not living at the sarrc address) Il.e lat ionsh ip Horne l)hone Cell phonc

AUTHORIZATION
-l'he 

above irrlirrrnation is lruc to the bcst o1'ml,knoivledge. I authorize m1, insurance benlits be paid
[)lrcctly lo the phvsician. I understirnd thal I am llnanciallv responsible fbr any balancc. as stated in the financial polic1,, lor

rnl clair.ns.

I)atient/Parent/C uartlian I)ate



Quinry Pediaffic Asociates Inc.
Patient History Form

l{ame re of Brrtr Pareflt Fmall Address

PCP Toda)6 eE Tdgdrne: llome o Cell o

o WhiE, |,lon'Hbpanic o Bhd<, tlo*flEpanic o lllspanh o Adan o l{ative Arnerian
o l{ative Hamlian aM Ofter Padfic Hander o OUrer

BIRTH HISTORY (cornde onty tf drfld b < af

HISTORY

Issues?

ALLERGIES
Allerglc b any medtsaUons? o lio o Yes U*;
A4vrse Readion to Medlcadors oNo o Yes U*:
Allerqic to any fmds? oNo o Yes LH:
Gier Ajlerqles? o i{o o Yes tl$:

}tEDICATIONS
U* an medications vou are o.rrrelUy taldfg lldudlnq prescripton medicaUons, over tre counEr rnedications and herbal rernedles

trarenVGuardlan#2: pqB Omrpatbn:
Do€s(fiildlrvewlthparefits:oYes oNo Parents[MnqtpgdreroYesoNo tvlaribl Stah,ts olrloSoD
If parenE are divormd or nct lMnq b@tter, t^rhat ls the or@y_sbhJs:
How dten ctoes chlld seejlareflt not lMng ln the home:
Is cfrlld adopted o Yes o No _
Househor (All those lMng ln the drld's home: names, gender and aqes:

-J'

Do you have any petsjt home; o yes oNo
Does anyone srnoke at hoEe: o yes o No
Do )ou have arry fireanIF ln the horne: o Yes oNo

PLil9E COMPLETE BOTH SIDES OF THIS FORM



FATIIIIY HISTORY
Ptmse dred tf 0rere b a famlly hl$ry of the rnedical ponlems noted belov

(fno$ref, tatrer, dHln$, qrardFrenE, auG Ird udes)
ProHem Rdatior$ip FlaternafPaErnal hoHem ReJa0or$lp MaErnal/?aBnal

o ADD otl oP o GERD (reflut) oM oP
o AIDS ol,l oP o Heart Athd oFl oP
o AhoM ol''l oP o Heat Murmur oll oP
o Allerqles oll oP o HepaUUs o14 oP
o AClma ol'l oP o Hiqh oroleSerol oll oP
o Autistic Dsorder oil oP o Hypeftension oil oP
o Birth Defeds oM oP o Hvoerftvroidlsm oll oP
o Cancer oM oP s HyDo$ryrddtsrn ol'l oP
o Collds oll oP o I eamlnq Pmblem oFl oP
o CYstic Hbrosis oll oP o ilenEl Rehrdation oM oP
o Depresdon oH oP o lltqnlnes oM oP
o DrabeEs otl oP o Rhanmabid Ar$riHs ol'l oP
o Druo Abu= ol4 oP o STDS oM oP
o Eeema ol'l oP o Tubenulods oll oP
o Epllepsy ol''1 oP o Urlnary Problerns o14 oP
Any other medlcal condlUons'that run ln t}te famlly?

ICarbonMonoxideDetertorslnhome loYes loNo lD,mvourdrllduesJllscreen loYes loNo
lDoesvourdrtldusecarseaVboo#rseat loYes loNo lDoesyourdrllduselnxdrepeilant loYes lottlo

TUBERCULOSS SCR.EEII
llas anyone tn your housdrold come to the [nied States from another co{rntry I s Y o N I what Cou!ry;
Has your drild ltued wltfi or spent Ume wt$r anyone who was Dodtive for fubera:lods o Yes oNo
Has low drltd I'ved or sD€nt time with anyone wtro has a Dosftive sldn Est for b,rberqrlcis o Yes oNo
Has your chlld lived with or spent time wih adults who have AIDS or are lnfeded wiUr HfV o Yes oNo
Has your drlld lived rvih or soent time wiUr adults who use/used hb-avenous drugs or o$et sfeet drugs o Yes oNo
Has your drlld lived wtth or pent time with adutts who tived ln a conecUonal fadlity, nursing home or menbl
Insffhruon

o Yes oNo

If your drild had a podUve skjn test fur tuberu:Io'ds ln he pa$ and received beafnent, lnform your dildb heahi care prwlda. Your

dtlld wlll rEt need another Est

VACCINES TOR CHTLDREN PROGRAT,I

PATI ENT EUGI BIUTY SCREENING QUESfl ONS

Parents: Thls lnformation ls requlred by the Sate of Massachusetts

PL.EASE C}IECX ONE

o This child ls enrotbd ln Medlcald (lndudes l'lassHeatth and HMO's etc, lf enrolled in Medlcald)

o Does not have health lrsrrance (atso dreck thls box for drlldren enrolled ln the Grfldrent Medical Seruity Plan)

o ts Native Amerlcan (American Indlan) of Aladon lndian

o Has heatlh lncrrane and ls not NaWe Amerkan (Arneriran Indlan) or Alaskan Indlan

ffi
' 

'ccess 
to PHI (perscnal healBr lnformauon) via PaUentGateway?

I

I Do you want electonlc access to PHI (personal healEr lnformaUon) via PaUent GatervayJ o YES o t*o



BILLING AND FINANCIAL POLICIES
We at Quincy Pediatric Associates are doing everything possible to hold down the cost of medical care.

You can help a great deal by eliminating the need for us to billyou. The following is a summary of our
payment policy.

COPAYMENTS

All uired insurance carrier MUST in fu .w
accept cash, personal checks (in-state only), Visq MasteCard, Discover, American Express and all debit
cards. Failure to pay your cc'pay at check in for whalever reason will result in an additional charge of
$ I 0.00 (Ten dollars). There is a service charge of $ I 5.00 (Fifteen Dollars) for all returned checks. Please

help keep costs down by being prepared to pay your co-pay on the day of your visit. The parent/legal
guardian bringing the child (ren) in for the visit will be responsible for the payment.

We are not able to be involved in billing disputes in cases involving divorce or separation, and will not

split bills among family members. It is the obligation of the parent, not our office, to collect medical bills
from the other parent.
Patients with an outstanding balance of 60 days overdue must make arrangements for payment prior to
sched uling routine appointments.

INSURANCE

We bill participating insurance companies as a cdurtesy to you. If we have not received payment from
your insurance company within 45 days of the date of service, you will be expected to pay the balance in
full. You are responsible for all charges. If you receive a bill, it is because we believe we have collected
everyhing we can from your insurance and the balance is your responsibility. lf you receive a bill and

think that your insurance should have paid, call your insurance carrier directly.
lf vour insurance company is NOT particirrating. nat'ment in full is exoected at the time seruices
ere rendered. Your time of service receipt includes all inlormation necessary for submitting claims to
your insurance carrier.
If you are a "Self-Pay/ No Insurance" patient, payment is requested at the time services are rendered.

If you need assistance or have questions, please contact the Billing Coordinator berween l0:00 a.m. and

4:00 p.m. Monday thru Friday. We must hear from you no later than l5 days afler you receive you first
statement. If we have sent you three (3) statements, and we have not received payment and have not heard

from you, your physician will be notified. A decision will be made whether to send your account to
collections. We also reserve the right to terminate you from our practice.

MISSED APPOINTMENTS

M issed appointments represent a cost to us, to you and to other patients who could have been seen in the
time set aside for you- We reserye the right to charge for missed appointments. Excessive abuse of
scheduled appointments may result in discharge from the practice.

I have read and understand the Quincy Pediatric Associates, lnc billing and financialpolicy. Iagreeto
assigning benefits to Quincy Pediatric Associates, Inc whenever necessary.

S ignat u re of i n su redlparent or authorized representat i ve :

Date:

QPA Billing/Financial 04/201 7



+tx,DrcALrHp0R[rATtoN ADoUT you+{Ay_8x4sED_AJtrD )rsemsED+,ttD----
EOW YOU CAX GET ACCESS TO TtrIS INFORMATION. PLMSE RXAD TE$ NOTICE CARETULLY

I In the Eaterisl below, !ou' and !ar/ sre slso used to mean and penain to )o.r" or to )ru child,' or )our childrea" wberc
appropriaa. firis notice b beng given lo you because federal law glva you I rigfu to receive adequate nofice of hov our Praaicc
handles mfdical inlormatioq our legal dutics wit} regard to your medical infornution, and your riglls lyith regard to your rnedrcal
inforuration.

A HOW t\fE MAY USE AND DISCLOSE YOUR PROTECTED HETLTH INFORMAI]ON
When you necd heal& care, you give infomution about yourself to doctors, nurses, and sther health care workers. This information,
along wi& the record of the care you reccive, is 'prolxted bealCI infonnation,' Our Praaice uses your health information within the
Practice and shares (or dircloses) your healt-h i.oforrution ousidc the Practice in order to plovide you with essenrial medical care and
for olhcr purposes. This Notice of Privacy Praajces descnbes how rrc use urd disclose your healtir information and when wc wi[ ask
for specilic permission lo do so.

1. Trestment. Payment and Hellth Care Operations
Our Pracilce rnay legally usc and disclme your healrh care information for t eaElent, paymeru 8nd health care operaLions, and necd
not ask for your specific permission lo do these things, as cxplaincd below.

Treatment
Our Practice may legally use and disclose your health information lo pmvide, coordinate or nranage your health care and related
scrvices by one or more health care prwiden. We witl also siurr iaformation with ottrer third panies, such as home healLh egencia,
visiting nurscs, rhmls (immunization records, as required by cducation laws), and othcrs who are involved in the care of your
children. This hclps lo sute certain that fleryone caring for your ch.ild has the inforrnstion ne€ded.

Pawnent
Our Praajce will use and disclose health information to bill and collect palment for health care servicrs we prwide. [f you have
health ins:rance, our providen bill those payers ald will disclose information tlut the insurarce companies or governrnent agencies
nccd in ordcr lo determine your child's eligibiliry for scrvices or the meCical necessity of the services you received. In those Glscs, rvc
will providc tie minimum health infonuation neccssary for paymenL In most cases, this information consists of tlre diagnosis
(mcdical resson for the visit or scrvice) and the procedure(s) performcd, such as an offie visit" laboratory t6ts, or immunizations.

Health Care Operations
Our Pnaie msy ute and dislose your health information for aajvities that are nccessary to operale the Praaice and arry out its
mission. Some disclosures sre to oulside parties, who mud agree lo protect lhe confidentialiry of all healt^h infonnation thcry receive
from us. Examples of -health care operations' includg but are not Limited to, &e following: Qruliry assessrnent; Auditing activities
8nd Complience progra-Es; Using ouside lrgal, Auditing or other Consulting seMces; Electrodc dau storage; and Medical
infonrutjon rnaragemenl and analpis.

2. Uses and Diselosures for other ourposes
Federal priracy law also permits nse-< and/or disclooues of your child's health information in thc following areas wilhout your specitic
pcrmission:

o 1,5 required by taw
r For public healt} aaiviticg including r?ofls to tfu sute public hcalth and child protection authorities, a-od to the Food and

Drug Adminisration
o For beal& oversight activities
r For legBj and afuninistrativr proceedints
. For Law enforcement purposcs
. With rcgard to patients who haw died, to @ronersr medical exsmhers and funeral diredon
, To ayert a serious threat to heal& or safety

NOTICE OF PRTVACY PMCTICES



3. Uses and Disdosure Thst You Mgv Limit or Reoueft Not Be Msde
Our Praclice nay disclose to a famrly mernber or other person cloce to yoq or identified by yoq the health idornation tlut is
nccessary for that person'6 involvemcrrt with your care.

. Disclosure of sensitive informatjon to administrativc urdjudicial proceedjngs (munr[nB confidenlial communications

berwwo a parcot and/or child ad social wo*er or lher&pist, and the like)
. Disclosure of genetic testing (as defrned by date law) or tesl ,€sulls
. Disclosure of HIV tcsting or test rEsults
. Disclmure of substaace abuse trcatment. Disclosure of trcatmeat for sexr.rally tra-osmitted diseases. Research conduaed by cntities oulside our Praaice
, Matkuing/Communication to you about products and seMce-s you miglt purchase
. Other nses not oovcred abovc that our Practie may dacribc whcn aqkiug for your permission

Note: If you have given authorization, you may ruvoke it at any tine, provided tlat the revocation is irr wril.ing, excspl l0 tlle exlent

that a use or disdosure has been made in reliancr upon your prior authorization.

B. YOUR RTGHTS WTH RESPECT TO YOUR PROTECTED HEALTH TNFORMATTON ANp HOW TO
EXERCISE THEM

The Rieht to Request Limits on Uses gnd Disclosures of Your Health Informstion
You have the right to rEquest limitatioos on the uses and drsclosures of your child's health infornation for Eeatmiil, payment or
health care operations or for nol.jficetion purposes. Our Practioe is not obligated t0 ager to your requesL If rve agrce, we musl put thc
resrjaion in uriting and abide by it except if neccsary to feat you in an cmcrgency. Ysu ruy nol ask us to restdd uses and

dirlosures that we are legally requircd to male.
I

Ifyou restrict disclosing information to your health insurance company for paimrent, we will ask you to sign an agrcement indicating
thal you are originating the rcqucst, that you will bc Liable for payment for all such rrvices reque$ed al ow full chargc rate, atrd that
you will not ask your insrancc carrier to pay for such seMcrs or to appeal to our Practice. In the went tlar you cotrlad your
insurancc carricr about such services, either to asli the carrier to pay or to compiain that the Practioe tus aiked for pa;ment for a

cortred service (such as an offict visit), we may dirlor to the carricr the faa 0ut you had agrecd to a waiver to pay for scrviccs, that
you had requested us not to bill or otherwise conlacl your carrier, and may have to disclosc the rcsson for the visit, such as thc
diaposis or proccdurc.

The Rieht lo Receive Confidentiel Cgmmunication of Your Child's Hedth Information
You bave the righ to requcst lo reoeive your child's health inlormation by altcrnative mearu. For eumplq you might ask ourPracticc
to send mail to an alternatjve addrcss, or lo conlsct you by telephone only at wort. Your requ61 must br in writing. Ou Praaice
must agree vith ary reasonablc requst and cauot ask you to explain ltre basis for your requ$L We can require you to provide

information as to how paymcnL if any, will be handle{ and to spcci& an sltqrative address or other method of contrd.

The Ripht to Look at snd Get a Copv of Your or Your Child's Health Information
Wilh wry fw exceptions, you have the rigtu to look at and obtain a coEy of you or your child's healt-h infomarion thal our Praajce
mairuairu rclued to your treatmcnt and bills. You must ruke your rtrlust itr writing. We will respond within thir$ (30) days from
receipt of your rcquert. U you ask for a copy, you will be durged a reasonable fee. If your request is denied you will br given a

written elplanation of tle re.rsons for the denial and the riglrts, if any, to a rgl/iell' of tlre denial. Instead of prwidrng you with tle
irformation you requestcd, rve rnay offer to providc a sumrury or explanation as loag as you agrce in advance to this and to any fees

for such rummary or explanation. If you ask for information st do not barrc, but we lnsw wlere it is, we must tdl 1ou where to
direa your requct



The Rieht to Amend Your Herlth Informstion
Ysu have Ote ntht lo ast us to amcnd your health information rclared to you Ueatnent and bills if you believe there ore crroru or
Erissins informaLion. You mrst make your rsqueg i! writitrg and pruvide the reason. We haw sbay (60) da;6 to re+ond If rc have
not beeo able to ad on the reguest withiu sirty (60) days, we EBy mtify pnr tlat we are oaending the rcspnsc tirrs by thrny (30)
days If ttt do that, we will scnd ym al cplanation for the delay and sute a dateby which yw will receivc qu decisioa. We

w0 6s[€rmroe (}tat Urc tolorElatrgn }tu w8trt anlcrded is 8ccurate snd oompl€re, is otil paA of our records or
crEaled by us, or is inlonnatjon to which pu bavc no right of access If wc dery ysur rEq8esl, w ltrust gve ysu a nnittcn statestcnl
with tle reasoos wby ad rvbal other ssp6 are arailable lo )ou. If we grant tba Erluest, we rvill ask yor to idcnr.i$ lhe prsons you
Irsot lo reocive the arnendmcot and agret to have us rctify them along with any othea wtrc recsivd the information before mncction
and who might rely on ore incorrest inrorrnation in prwidbg t Eatsefl lo you&sur child.

The Rieht to Receive An Accountine of Disclosures to Yourffour Child's Heshh Information
You have lhe rigbt to rcce,ivc a rccord of disclosures of yoru hea.lth i;rformation. Yqr tna), roguesr this for the six (6) years prior o the
date of your rcquest @ut aot prior to April l, 2003) or for a shorl€r pcriod. Thc listing you receive will include tlre date of cach
disclosue, tbe rume (and address, if lcrown) of the emity or peron who receivcd ir, a bricf description of the information disclosd
and a brief statemenl of llre purpose of the disclosurc or a copy of the wrinen request for informadon. The following exceptions apply:

r Disclosures made for purposcs of lrea&nent, palment or health care operations
r Disclosures madc to you pursrunt to your written aulhorization
r Disclosures to p€rsons irwolvcd io your care or for notification purposes
. Dirlosurcs for natioual seflrity or intelligeuce purpoces
o Disclosres to correctjoml iustinrtions or lrw enforcerpnt officials who have cudody of yorlyour child
. Disclosures that occurred prior to the effecrive dale showu on this Notice of Priracy Praaices

I Wc will respond to your rcqucst for an accounting wilhin sirdy (60) days, unless *t nerd an exteruioa of no more tlun lhirty C30)
da1s, in which case we will explain the reason for the delay end tsll you [1g dqra by which you will receive the listing Your first
reguest for accor-oting i.n any twelve (12) montl penod is free, bur we will make a reasonable cturp for asy other requesu ir that
Perid. We will noti$'you of the charge before *r carry sut the accounting rc tbat you harr the ch.ance to withdraw or nodrfl,the
reguest to avoid or reduce the fee.

The Ripht to Receive a Copv of thb Noticc of Privaa,hodices lJoon Requesl
You nny requed a papet or enall SJ awiloble) copy oJtlis Notiu oJ hivacy hadicafton ou hactica

C. OUR DUTIES WITH RES-PECT TO YOUR HEALTH INFORMATION
Our Praaice is requircd by law to mainr:in thc pavasy of yourfour child's health information and t0 prcvide indiyiduals witb notice
of our legal dutie and priuary praaiccs witl respect to your/1rur child's health informatioa. Our Praaico mud abide by the terru of
lhe Notice of privacy practices currcntly in eflect We rcserve the righr to change our privacy Factices and tie tcrnu of this Notice of
Privacy Practices at any time and lo make the ne,,v Notice of Prirary Praaices etrective for all prorcaed healtl infonnafisq ther yr6
maintain. lf we do so, the updated Notice of Privaqy Practices wiU be ar"ailable in the regrstrauon aru for public viewing You ruy
rcquest a copy of Oe currcnt Notjce of Privtcy Practices at any time from sur Practice.

D. HOW TO COMPLA]N IF YOU BELIEVE THAT YOUR PRTVACY RIGHTS HAVE BEEN VIOLATED
lf you thint Lhat rre rnay harc violated your privacy rights or you disagree with aoy action we have takca with reSnrd to your healt-h
infornution, you nuy filc a complaint with our Praaice. You nay also send a writtea complaint lo the Secrctary of tbe Dcpartment of
Health and Human Serviccs, 200 Indcpendence Avcnue, SW, Washington, DC 20201, or vir esuil to HHS.Mail@hhs.gov. We will
la}e no re{aliatory aclion agairut you if you file a comptaiot about or privary pncticea

E. PERSON TO CONTACT FOR INFORMANON OR WITH A COMPLAINT
lf you have ary questions aboul lhis Notice of Priracy Practicts or any complainq ptear cootact our Prasticr's Privacy Of6cer, or
aslt to spcak to tbe Practicr Administrator/Oflice Manager.

F. EFFECTIVE DATE
This Notice of Privacy Practices is effective as of April l, 2003.



For Hcofitia Urtt II{ASSACEUSETTS IMMUNIZA'TION PROGRAI{
VACCINES FOR CEILDREN PROGRA.I{

IyTASSACHUSETTS DEPARTMET{T OF PUBLIC EE,ALTE

Patient Eligibility Screening Form

Date

Child's full narhe

Date of birth

Parent guardian 'or lcgal representative's fult neme

.}Ieslt! care provider,, fuil no-.

Check outy o4e box below

. This chlld:

ft is enrolled id Mcdicaid Qncludes MassHcalth ald HMos, etc., if enrolled though Medicaid)

t] does not bave healft insurance (alrc check this box forchildren enrolled in the
Cbildreo's Medical SettrritJ tlan)

E is Nstive Americu (Amgrican Iprtirn) or Alasknn Native

fI h8{ health insurlrce and is not Mtive American (Amaican Indiau) or Alaskan Native

Ttis form'murl be conpleted for all children qnaler 19 years otd aud kept in the cLikl,s ,.dlol ,".0.a o.
on file 'in t[e offica The fo,rn may be completed by the'parent, guardian, or legal represent-atlvg or by
the healtb care provltle[.fhis form should be completed ouly pnce, untess the child,s tnqursnce rtatrs
changes. Verificadon of responses is uot reqirired. ,

Please notc tbst all ehfl&so.sera in Mastachuets practices g"t th,
whicl children gct varcines.- plrd lor by thc frd;rl wc"Proglam (first erec boxes) and whicb ger
vacciies paid for by strte ajd otto fra"*t funds Qast box),



I'lT*': he Mass Hlwav is a secure statewide Health
i Irforrnation Exchange that allows your healthcare
i oroviders to safelv arid ouicklv send vour health

information to where it is mott needed.
Doctors or nurses can care for You better when they have
important information about y6ur health. The Mais Hlway is
dedis-ned to make this safer an'd faster. The eoal is better care
cooidination and quality for you and your fimil1'.

' Mass Hlway is the statewde health

information exchange (H lE).

Healthcare providers can use the

Mass Hlway to quickly and securely

send and receive your health

information to better coordinate

y0ur care.

' The Mass Hlway is managed by the

Commonwealth of Massachusetts'

Executive ffitce of Health and

Human Services (EOH HS).

::()lii.ji-ii:r.1 i]':1,, t-i3Si. iil'ir,;::::)il,:i'r',,1i ;11',: i''j''' '-

The Mass Hlway has secunty measures

in place to protecl your information that

aren't true of current methods, like fax,

mail, or portable media like a CD or USB

(flash drive), such as:

. Using a special code so that only

authorized providers can read the

information senl overthe Mass

Hlway (this is known as encrypting

data).

. Establishing policies and

procedures that authorize the Mass

Hlway to suspend Hlway

participants as necessary to
prevent unauthorized uge of the

Mass HlwaY.

, Overseeing who has access to the

Mass Hlway and who has used it

,,u,,,,.,,..,o,,1,-,3.,,1*,. .1,,.?l?,:.l.,."o!..:,,x1-th".:".1"|,:io*,,.,,=,,,,,..i,,.so*,,,,*,,n,,.,,

Orlginal releasp A6rril 2Oi4. Updated February 2017.

' lf you were discharged from a

hospital the Mass Hlway can be

used by the hospital to send Your

doctor a note about Your hosPltal

stay so that he or she is up to date

about healthcare that you have

received.

' lf you get tests done, the doctor can

use the Mass Hlway to send the

results to olher members of Your

healthcare team like your specialist.

This helps them coordinate Your

care. 11 can also save tirne and

money by reducing the need for

repeat tests.

' lf you have a chronic condition your

health insurer case manager can use

the Mass Hlway to comrnunicale with

your doctors to coordinale your care

and help you stay healthy.

, Not allof your healthcare providers

may be usrng the Mass HlwaY Yet.

There may be more benefits 1o You

as more healthcare organizations

use the Mass Hlvray.

' Currentlythe Mass Hlway may

only be used by healthcare

organizations (like doctors' offtces,

hospilals, public heallh agencies,

and health insurers).

, The Mass Hlway can only be used

for information sharing as allowed

by federal and state privacy laws,

You still need to give special

permission for providers to request

and receive certain sensitive

information. You can speak to your

healthcare provider aboul what

information is senl over the Mass

H lvray.
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, No A patient's medical record

itself is not parl of the Mass Hlway

system. Talk to your providerfor

information about how to obtain

your medical records.
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Talk with your doclor or thetr office

staff about how they are using the

Mass Hlway,

' Visit www.masshiway.net, email

us a1 masshivvay@state,ma,us, or

call us a1 1-855-MA-Hlway

(6244929) and press 3.

i;: iii :.1' ::::,iu:iri!:n:iil:r$i



Patient Consent/Opt-in to the Mass Hlway

I have been given information on the Massachusetts Health lnformation Highway
("Mass Hlway").

I give partners HealthCare System, lnc. (Partners HealthCare) and my health care
providers permission to use the Mass Hlway to:

1) Send, request and receive my health information to and from the health care
organizations that use Mass Hlway.

This information may include information about HlV, alcohol and drug abuse
treatment, mental health treatment sexually transmitted diseases, rape, sexual
assault, domestic abuse, abortion and genetic testing.

2) Send my name, date of birth, gender, email home address, phone number and

medical record number to Mass Hiway database. This allows providers treating me,

who use the Mass Hiway, to know that I have received care with Paflners associated
providers and to ask for information when needed for my care.

I know that Partners HealthCare has developed an electronic health record for patient

care. This electronic health record is used by:

. QUINCY PEDIATRIC ASSOCIATES INC

. Partners HealthCare, connected organizations and health care providers and

. Other non-Partners health care providers, srloh as Dana-Farber Cancer
lnstitute
(DFCI), Massachusetis Eye and Ear lnfirmary (MEEI) and some community
physicians and physician group.

I know that the terms "my health care providers" and "Partners associated providers" as
used in this form includes all of the above users of the Partners HealthCare electronic
health record.
I may take back my consent or opt-out of the Mass Hlway. To do so, I must

. Contact a Partners Health Care site privacy office. The privacy office will provide
me with the opt-out form to complete.

. lf I have a Partners Patient Gateway account, I can log into my account and
update my Mass Hlway consent at any time.

Patient Signature:

Sig nature of Representative:

Relation to patient:

Date:

Date:



ACKNOWLEDGMENT or
RECEIPT OR NOTICE OF PRIVACY PRACTICES

In this notice, "you" and *your" are also used to mean and pertain to "you" or to "your child" or "your
children" where appropriate.

The providers (physician, nurse practitioners), nursing and administrative staff at our Practice, at the
Directions of the physicians, may share your health information for treatment, payment and health care
operations.

I understand that my health information may be used for treatment paymenl or healthcare operations
pulposes, such as:

I. Sharing my health information among providers (both inside and outside the practice), on a

need-to-know basis, to give me treatment.
2. Using my health information for billing purposes, including giving referrals to specialists,

when necessary and appropriate.
3. Sharing my health information with health insurance companies, govemment agencies, or

other payers that request information related to benefits determinations, claims file for visits or
adrnission, and other billing matters.

4. Using my health information for healthcare operations, including monitoring the quality of
care, audits ard surveys, and carrying out other business and administrative activities,

I understard that all reasonable efforts will be made to protect the privacy of my health information,
whether rnaintained on paper or electronically, and regardless of how it is communicated (paper, email,
and fax mail).

I have been given the opportunity to read the Notice of Privacy Practices that outlines in more detail how
rny health care information is used ald shared with others. The Notice of Privacy Practices explains ( l)
'fr/hen I need to give further approval for the providers to use my health information or share it ouside the
practice and (2) when my permission is not needed for the providers to use my health information or share
it outside the practice (e.g. required by law, public health activities, etc.).

I understand that this Practice has reserved the right to change the Notice of Privacy Practices at any tirne.
I may obtain a current copy of the Notice of Privacy Practices by contacting the Privacy Officer or from
the Practice's website.

My signature below constitutes my acknowledgment that I have been provided a copy of the Notice of
Privacy Practices.

Signature of patient (if age l8 or older) or parenVguardian Date

QPA HIPPA ACKNOU'LED6MENT 03/08
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Name (Print)
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AurnonrzAroN ron PRrErur CanE RepneseNTATrvE Access ro Pnrtrrur Garrwnv
APPLICATION

Note: The information available in Patient Gateway is a subset of information contained in the tegat heatth
record. lf at any time information is needed for legal or other purposes and/or a full copy of the Patient's
Medical record is needed, please contact the patient's provider directly.

I (rne ParreNT) UNDERSTAND THAT:
. I may withdraw my authorization at any time by submitting a written requestto the Department or Office where I

originally submitted this authorization Authorization may be withdrawn except for the following
to the extent that action has been taken in reliance on this authorization
if the authorization is obtained as a condition of obtainlng insurance coverage, other laws provide the insurer
with the right to contest a claim under the policy

. I may refuse to sign this authorization. lf I refuse to sign this authorization, my treatment, payment, health plan
enrollment, or eligibility for benefits will not be affected

. lnformation released on this authorization, if redisclosed by the recipient, is no longer protected by Partners
HealthCare

. I understand that this authorization will remain in effect until one of the following occurs:
A patient 12 years or younger reaches the age of 13 years; a new authorization form is required
A patient reaches the age of 18 years; a new authorization form is required

- Closure of account is requested in writing by the patient, their Legal Guardian, or Patient Care Representative
ln the event of death of the patient or Patient Care Representative

. Partners, the patient, their Legal Guardian, and/or the patient's Patient Care Representative may elect to suspend
or terminate authorization to Patient Gateway access at any time, for any reason

Parterur AurHoRtzanoN FoR RrurasE oF HEALTH lruroRurRroN To PATTENT GATEwAy ParreNr Cnnr
RepnrseltrATtvE

i:-.: t nave carefully read and understand the above, and have had any questions explained to my satisfaction

i. ':

i.'.PatientCareRepresentativeSignature:Date:-
$1,

ir,. Print Name: Relationship to patient:

1.;,', I have carefully read and understand the above, have had any questions explained to my satisfaction, and do herein
Lr expressly and voluntarily authorize disclosure of the above information about, or medical records of, rny condition to the

1;r. person or agency listed above for the purposes of enrollment and utilization of the Patient Gateway application.
[-:]. 

r-' , rrvrvv vuterrq, sHHr

ir:

; , , Patient's Signature: Date:
r:n.-

['. e.int Patie.nt's N.arne:

i'- When patient is a minor, or is not competent to give consent, the signature of a parent, guardian, orolherlegal
l'. , representative is required.
t,.'

[SignatureofLegatRepresentatiVe:Date:
i: '.

l' , Print Name: Relationship to patient:

Rev 2.4 2011-04-13



 Patient Information 

Important:  Please initial each section as applicable 

Patient Name:  ______________________________________________________________________  Date of Birth:  ______________________ 

     (Please Print) 

Address:  __________________________________________________________________________City:  _______________________________ 

State: _________________________   Zip: _______________  Preferred Phone Number _____________________________________________ 

Verbal Disclosures  

I Authorize staff of Quincy Pediatrics (QPA) to speak with the following individual(s) regarding my current care and treatment:

Name:  _____________________________________________________  Name:  ___________________________________________________ 

Phone #  ______________________________       Phone#  _______________________________ 

Relationship to patient: ________________________________________   Relationship to patient:  ______________________________________ 

 No restrictions to verbal disclosures.  Patient’s Initials: __________

 Verbal Disclosures restricted to dates of service and/or diagnoses as follows: ________________________________________________________

 Patient Initials: ___________ 

I authorize QPA to verbally disclose my protected health information (PHI) to the individual(s) noted above.   I understand this authorization 
encompasses all PHI including, but not limited to sensitive information such as: HIV/AIDS, abortion, behavioral/mental health, alcohol/drug 

     abuse       rape/sexual assault, sexually transmitted disease, domestic violence and genetic testing unless otherwise excluded by initialing the 
statement    below.    

 I do NOT authorize the disclosure of sensitive information as noted above. _____________ 
 Patient Initials 

Additional Authorizations Related to Verbal Disclosures 

Voice Messages Regarding Treatment or Test Results 

I Authorize staff of QPAto leave a detailed message on my preferred phone regarding my clinical treatment and/or non-sensitive test results

with or without restrictions as indicated below: 

 No restrictions to information included in voice messages.  Patient Initials:  ____________

 Restrictions to information included in voice messages as follows:  __________________________________________  Patient Initials:  _______

Voice Messages for Prescriptions 

I Authorize staff of QPA to leave a message on my preferred phone indicating my prescription(s) is ready for pick-up. I understand the

name(s) of the prescription(s) will not be disclosed in the message. 

Additional Instructions for Messages for Prescription Pick Up:   ________________________________________________Patient’s Initials:  _______ 

   I understand: 

 I may refuse to sign this authorization.  I understand that my refusal will not affect my ability to obtain treatment at an QPA Facility unless (a) the only

purpose of the treatment is to create health information for the disclosure listed above; or (b) if my treatment is related to participation in a research study for

which this authorization is required.

 I may revoke this authorization at any time by submitting a written notice of revocation to QPA. The revocation will be effective upon receipt of my
written notice, except that it will not have any effect on any action already taken by qpa in reliance on this authorization.

 Once QPA has disclosed my health information to the recipient, QPA cannot guarantee that the recipient will not redisclose my health information to a
third party.

Select Authorization Timeframe:

 This authorization will remain valid as long as I am a patient of Quincy Pediatrics.

 This authorization will expire on: _____________________________________
 (Specify expiration date) 

I have read and understand the terms of this Authorization and I have had the opportunity to ask questions. By my signature below, I hereby, 

knowingly and voluntarily, authorize QPA to verbally disclose my health information or fulfill specific instructions in the manner described

above. 

Patient Signature: ______________________________________________ Date: ___________________________________ 

Personal Representative Signature: _________________________________ Relationship to patient: ____________________ 

Authorization for Verbal Disclosure of Health Information

Quincy Pediatric Associates, 191 Independence Ave, Quincy,MA 02169
Phone: 617-773-5070                                   Fax:  781-472-2380


