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212 PHOENIX COURT, SUITE 1
SEYMOUR, TN 37865
865-577-6475
Fax: 865-577-7942

Thank you for choosing Kids Choice Pediatrics for your family’s pediatric care. We strive to provid e the best possible
medical care for your children and adolescents. Below are our office policies for your review. Any additions or changes to
these policies will be posted in our office and on our Facebook page (https://www.facebook.com/KidsChoicePediatrics ).

PHYSICIANS : David Enrique Mendez, Medical Doctor and Jill McDowell Newsome, Medical Doctor

BUSINESS HOURS :
Monday through Friday from 8:00AM to 5:00PM
Saturday, Sunday and holidays - Closed
We are closed daily from Noon to 1:00 PM for lunch

APPOINTME NTS:
We are available by appointment only. It is our goal to see sick children on the day of your call. Please call us as early as
possible to arrange the appointment.

We recommend routine well child check -ups at:
1, 2, 4, 6, and 9 months of age duri ng the infant’s first year of life, then
12, 15, and 18 months of age during the child’s second year of life, then
2, 3, 4, and 5 years of age, then
Every 1-2 years for school-age children.

NO-SHOW POLICY : We understand that situations arise in which ~ you must cancel your child’s appointment. If you must
cancel an appointment, a minimum of 24 -hours notice is required. This will enable another patient in need of medical care
to be scheduled in that time slot. Patients who do not show up for their appointm ent without a call to cancel will be
considered a NO-SHOW. Additionally, if you are more than 10 minutes late for a scheduled appointment, you will be asked

to re-schedule and this will also be considered a NO -SHOW. Should you incur three (3) NO-SHOWS in a 12 month period ,
your family will be discharged from the practice.

AFTER -HOURS TRIAGE :
When our office is closed, we have after -hours triage available through East Tennessee Children’s Hospital. You may access
this service by calling our office number (865-577-6475) and a triage nurse will return your call.

FINANCIAL POLICY :

All co-pays, co-insurance and deductibles are due at the time of service , regardless of who brings the child in for the visit.
**The parent/guardian seeking medical treatment for the child is responsible for any bill incurred, regardless of any
divorce decree or court order stating otherwise.** We gladly accept cash, personal checks or credit card payments from
Visa, MasterCard, and Discover. No bills larger than $50 are accepte d for co-pays. We must charge a fee, which is posted in
our reception area, for any returned checks. In order to file your insurance for you, we need to ha ve a current copy of your
insurance card on file. It is your responsibility to inform us of any ch anges in your insurance. We recommend that you
verify whether your insurance covers well child visits and immunizations. Even though insurance may be filed, all bills are
payable upon receipt and the patient/guarantor, not the insurance company, is respon sible for the payment of all services.
If the balance on your account exceeds 30 days past due, a $15 Late Fee will be assessed to the bala nce owed. In the event
that a past due balance is turned over to our collection agency, the patient/guarantor will be responsible for all fees
incurred, including but not limited to, court costs and legal fees. In addition, the family will be discharged from the prac tice.

Your Check is Welcome! _
If your check is returned for nesufficient funds, you expressly authorize your account to be electronlca y‘,r_’sq
debited or bank drafted for the amount of the check plusagplicable fees. The use of a check
payment is your acknowledgement and acceptance of this policy and its terms and conditions.



https://www.facebook.com/KidsChoicePediatrics).

DISCRIMINATION
IS AGAINST THE LAW

Federal civil rights laws and does nol discriminate on the basis of race, color,
national origin, age, disability, or sex. Kids Choice Pediatrics

does not exclude people or treat them differently because of race, color, national
origin, age, disability, or sex.

Kids Choice Pediatrics provides free aids and
services to people with disabilities to communicate effectively with us, such as;
- qualified sign language interpreters

* written information in other formats (large print, audio, accessible electronic
formats, other formats)
provides free language services to people whose primary language is not
English, such as:
» qualified interpreters
« information written in other languages

You can file a civil rights complaint with the U.S. Department of Health and
Human Services, Office for Civil Rights
= Electronically through the Office for Civil Rights Complaint Portal,
available at hitps./locroorial. hhs goviocr/poralfiobby isf
+ By mail at
U.5. Department of Haalth and Human Services
200 Independence Ave. SW

Room 509F HHH Buliding
Washington, DC 20201

= By phone at 1-800-368-1019; B00-537-7687 (TDD)
Complaint forms are available at hitp/iwww.hl




INTERPRETER SERVICES

Kids Choice Pediatrics has arranged for language
assistance services free of charge. Call (865) 577-6475
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If you speak English, language assistance services, free of charge, are available to you.

Si usted habla espafiol, tiene a su disposicion servicios de asistencia con el idioma sin costo alguno.
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Si votre langue est le frangais, des services d'assistance linguistiques sont mis gratuitement & votre disposition.
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Wenn Sie deutsch sprechen, stehen lhnen kostenlos Sprachhilfen zur Verfiigung.
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Kung nagsasalita ka ng Tagalog, may magagamit kang mga serbisyo sa lengguahe na walang bayad.
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ATTENTION
SELF-PAY PATIENTS/PARENTS

PAYMENT POLICY

Upon arrival to each appointment, a $ 50.00
payment will be required before the patient is
seen. Once the appointment is completed, we
will collect the remaining balance for that
day’s visit. We offer a 20% discount for
services when the full balance is paid on the
date of service. If, howe ver, you are unable to
pay the balance in full on the date of service,
you must speak with our Billing Coordinator
before you leave the office to set up a
payment plan, which will be based on a
percentage of the total family balance
(normally 20%) . Payment plans are strictly
enforced and, if payments are not made on a
monthly basis, may result in your account
being turned over to a collection agency and
your child(ren) being discharged from our
practice.



KIDS CHOICE PEDIATRICS
NEW PATIENT INFORMATION

PLEA SE COMPLETE ONE FORM PER CHILD.

LL INFORMATION MUST BE COMPLETE AND ACCURATE.

PATIENT :
Last Name: First Name: MI:

Street City County State Zip
Preferred Name:
Date of Birth: Sex: M F SSN:
Patient Resides with: O Both Parents O Father O Mother O Other (specify):
Primary Language Spoken: OEnglish O Spanish O Other (specify):
Ethnicity (optional): OuUnknown O Hispanic or Latino O Not Hispanic or Latino
Race (optional): O American Indian OaAsian O Black O White O Hawaiian Native

or Alaskan Native or Pacific Islander
Referred to our practice by:
PARENTAL/LEGAL GUARDIAN __ INFORMATION
BIOLOGICAL MOTHER /LEGAL GUARDIAN #1 :
Last Name: First Name: MI:
Do you reside with the patient? Y N Date of Birth: Sex: M F SSN:
Address:
(if not with patient) Street City County State Zip
Home Phone #: Cell #: Work #: Email:
Employer Name: Occupation:
BIOL OGICAL FATHER /LEGAL GUARDIAN #2 :
Last Name: First Name: MI:
Do you reside with the patient? Y N Date of Birth: Sex: M F SSN:
Address:
(if not with patient) Street City County State Zip
Home Phone #: Cell #: Work #: Email:
Employer Name: Occupation:
Parents’ Marital Status: O Married ODivorced O Separated O Widowed O Single
EMERGENCY CONTACT

(Please list someone outside of the household .)

| hereby authorize Kids Choice Pediatrics to contact the individual listed below in the event of an
myself during an on -site medical visit or in the
that, with regards to the emergency situation, this individual may receive test results and/or addit
and treatment of my child an d/or myself.

Name: Phone Number :

emergency occurring to my child and/or
event that | am unable to be reached at the phone number(s) listed above. | understand

ional information pertine nt to the care

Relationship to Patient :

|:|Check here if you would like the Emergency Contact also included on the CONSENT

on the following page .



CONSENT

| hereby authorize the following ind ividual(s) to bring my child to Kids Choice Pediatrics for medical treatment in my absence.
Additionally, the individual(s) listed below may receive test results and additional information per tinent to the care and tr eatment of my
child. This list replac es any previous authorization s and will remain in effect until revoked by me in writing.

Name: Phone Number : Relationship to Patient
INSURANCE INFORMATION
Please present Insurance ID card(s) to Receptionist
Who should receive Monthly Patient Account Statements? O Mother OFather O Legal Guardian
Primar y: Insurance Carrier: Subscriber /Member ID:
Group #: Group Name:
Subscriber/Policyholder Name: Sex: M F
DOB: Relationship to Patient:
Secondary: Insurance Carrier: Subscriber /Member ID:
Group #: Group Name:
Subscriber /Policyholder Name: Sex: M F
DOB: Relationship to Patient:

FINANCIAL POLICY : All co-pays, co-insurance and deductibles are due at the time of service , regardless of who brings the
child in for the visit. ***The parent/guardian seeking medical treatment for the chil d is responsible for any bill incurred,

regardless of any divorce decree or court order stating otherwise.*** We gladly accept cash, personal checks or credit card
payments from Visa, MasterCard, and Discover. No bills larger than $50 are accepted for co  -pays. We must charge a fee,

which is posted in our reception area, for any returned checks. In order to file your insurance for you, we need to have a
current copy of your insurance card on file. It is your responsibility to inform us of any changes in your insurance. We
recommend that you verify whether your insurance covers well child visits and immunizations. Even though insurance may

be filed, all bills are payable upon receipt and the patient/guarantor, not the insurance company, i s responsible for the

payment of all services. If the balance on your account exceeds 30 days past due, a $15 Late Fee wi Il be assessed to the
balance owed. In the event that a past due balance is turned over to our collection agency, the pat ient/guarantor will be
responsible for all fees incurred, including but not limited to, court costs and legal fees. In addition , the family will be
discharged from the practice.

TENNCARE POLICY : Kids Choice Pediatrics is a provider within the BlueCare TennCare netw ork only. We do not accept
patients with AmeriGroup, UHC Community or TennCare Select. Should your child(ren)’s coverage chang e to one of these
plans, we will no longer be able to serve as your pediatrician.

NO-SHOW POLICY : We understan d that situations arise in which you must cancel your child’s appointment. If you must
cancel an appointment, a minimum of 24 -hours notice is required. This will enable another patient in need of medical care
to be scheduled in that time slot. Patients who do not show up for their appointment without a call to cancel will be
considered a NO-SHOW. Additionally, if you are more than 10 minutes late for a scheduled appointment, you will be asked

to re-schedule and this will also be considered a NO -SHOW. Should you incur three (3) NO-SHOWS in a 12 month period ,
your family will be discharged from the practice.

AKNOWILEDGEMENT : My signature below indicates that, to the best of my knowledge, the information provided is
complete and accurate and th at | have read and understand the FINANCIAL, TENNCARE and NO -SHOW policies.

Signature of Person Completing this Form (must be a Parent or Legal Guardian) Date

Relationship to Patient:

Name (Printed)



Patient Authorization for Release of Health Records to External Parties

Date of Request:

Records Being Requested For:

Patient’s Name Patient's DOB

Records Being Requested From:
Physician/Practice Name

Address

City State ZIP Code

Phone Fax

| request that the above named patients’ medical records be released to:

Kids Choice Pediatrics
212 Phoenix Court, Suite 1
Seymour, TN 37865
PHONE: (865) 577 -6475
FAX: (865) 577-7942

| allow the following information to be re  leased (PLEASE CHECK ONE OF THE BOXES BELOW):
% Entire medical record (including, but not limited to, information regarding medical/health treatment ,
insurance, demographics, referral documents, and records from other facilities.)

% Progress notes from to % Laboratory Reports dated

% Immunization Record only % Other:
| understand that this consent is good for 1 year and may be revoked at any time by written notice t o Kids Choice
Pediatr ics. This request is for the following reason:

% New physician % Relocation

% Specialty Consult (i.e. ENT, Surgeon) % Dissatisfaction

% Exchange of information with School % Personal Use

% Other:

| understand that once the requested information is sent  , additional disclosures may occur and Kids
Choice Pediatrics will be held harmless for further disclosures by/to other parties.

Patient/Guardian Signature:

Printed Patient/ Guardian Name:

Relationship to Patient: Date:

Witness: Date:




KIDS CHOICE PEDIATRICS
Agreement and Consent

Patient's Name (Printed) Patient’s SSN

Agreement and Consent for Medical Services
Please initial that you have read and understand each of the following statements:

| hereby authorize Kids Choice Pediatrics to release medical or other information to
referring physicians, the insurance companies, governmental agencies any infornoat
requested by such parties, including any information necessary for Kids Choice Pediatrics to
obtain payment for their services.

| authorize and request that payment be made directly to Kids Choice Pediatrics for any
insurance benefits payale for services provided to the patient by Kids Choice Pediatrics. This
authorization expressly includes any benefits that are to be provided by TennCare and any other
public or private insurance plans. This request will remain in effect until revoked yome in
writing.

| am the parent or legal guardian of this patient and am authorized to act on his/her
behalf. | hereby authorize medical services to be provided to the patient by the physicians and
medical staff of Kids Choice Pediatrics.

Agreement for Electronic Transmission of Protected Health Information
Please initial that you have read and understand following statement:

Should | request, at any time,that medical information for my child to be sent to me via
email, | understand that Kids Choice Pediatrics’ email isot encrypted and may, therefore, be at
risk of being accessible by unauthorized individuals. By checking the box below, | am
acknowledging that | have been made aware of these risks and give my permission for thiBaef
to email my child’s protected health information tome, at my requestto the email address |
have provided below.

...l acknowledge that | have been notified of the risk of unencrypted email.

Email address:

Please Print Clearly (If weeannot read your email address, we will not send your records.)

Signature of Parent or Legal Guardian Date

Relationship to Patient



KIDS CHOICE PEDIATRICS
Acknowledgement of Receipt of Notice of Privacy Practices

l, , have received a copy of Kids
Choice Pediatrics’ Notice of Privacy Practices, “Your Information. Your Rights. Our
Responsibilities” .

Patient's Name Patient’s Date of Birth
Your Name ( Please Print) Relationship to Patient
Signature Date

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy
Practices, but acknowledgement could not be ob tained because:

Individual refused to sign.
Communication ba rriers prohibited obtaining the  acknowledgement.

An emergency situation prevented us from obtaining acknowledgement.

Other (please specify) :

KCP Employee Signature Date



Your Information. Your Rights. Our Responsibilities.

This notice describes how medical information about you may be used and disclosed and how you canh ge
access to this informationPlease review it carefully.

Your Rights
You have the right to:
» Get a copy of your paper or electronic medical record
» Correct your paper or electronic medical record
* Request confidential communication
* Ask us to limit the information we share
* Geta list of those with whom we’ve shared your information
* Get a copy of this privacy notice
* Choose someone to act for you
* File a complaint if you believe your privacy rights have been violated

Your Choices
You have some choices in the way that we use asldare information as we:

» Tell family and friends about your condition

* Provide disaster relief

* Include you in a hospital directory

* Provide mental health care

* Market our services and sell your information
* Raise funds

Our Uses and Disclosures
We may use and share your information as we:

» Treat you

* Run our organization

» Bill for your services

* Help with public health and safety issues

* Do research

*  Comply with the law

* Respond to organ and tissue donation requests

*  Work with a medical examiner or funeraldirector

* Address workers’ compensation, law enforcement, and other government requests
* Respond to lawsuits and legal actions

Your Rights

When it comes to your health information, you have certain rights.  This section explains your rights and
some of our responsibilities to help you.

Get an electronic or paper copy of your medical record
* You can ask to see or get an electronic or paper copy of your medical record and other health
information we have about you. Ask us how to do this.
*  We will provide a copy or a summary of your health information, usually within 30 days of your
request. We may charge a reasonable, cdsased fee.

Ask us to correct your medical record
* You can ask us to correct health information about you that you think is ino@ct or incomplete.
Ask us how to do this.
* We may say “no” to your request, but we’ll tell you why in writing within 60 days.



Request confidential communications
* You can ask us to contact you in a specific way (for example, home or office phone) or todsen
mail to a different address.
*  We will say “yes” to all reasonable requests.

Ask us to limit what we use or share
* You can ask us not to use or share certain health information for treatment, payment, or our
operations. We are not required to agree to yourequest, and we may say “no” if it would affect
your care.
* If you pay for a service or health care item oubf-pocket in full, you can ask us not to share that
information for the purpose of payment or our operations with your health insurer. We will say
“yes” unless a law requires us to share that information.

Get a list of those with whom we’ve shared information

* You can ask for a list (accounting) of the times we’ve shared your health information for six years
prior to the date you ask, who we shared wvith, and why.

* We will include all the disclosures except for those about treatment, payment, and health care
operations, and certain other disclosures (such as any you asked us to make). We'll provide one
accounting a year for free but will charge a re@mable, costbased fee if you ask for another one
within 12 months.

Get a copy of this privacy notice
You can ask for a paper copy of this notice at any time, even if you have agreed to receive theaoti
electronically. We will provide you with a paper cpy promptly.

Choose someone to act for you
» If you have given someone medical power of attorney or if someone is your legal guardian, that
person can exercise your rights and make choices about your health information.
* We will make sure the person has thiguthority and can act for you before we take any action.

File a complaint if you feel your rights are violated
* You can complain if you feel we have violated your rights by contacting us using the information
on page 1.
* You can file a complaint with the 8. Department of Health and Human Services Office for Civil
Rights by sending a letter to 200 Independence Avenue, S.W., Washington, D.C. 20201, caling 1
877-696-6775, or visiting www.hhs.gov/ocr/privacy/hipaa/complaints/.
* We will not retaliate against ya for filing a complaint.

Your Choices

For certain health information, you can tell us your choices about what we share. If you have a clear
preference for how we share your information in the situations described below, talk to us. Tell wghat you
want us to do, and we will follow your instructions.

In these cases, you have both the right and choice to tell us to:
» Share information with your family, close friends, or others involved in your care
» Share information in a disaster relief situaion
* Include your information in a hospital directory

If you are not able to tell us your preference, for example if you are unconscious, we may go aickatiare
your information if we believe it is in your best interest. We may also share your informatuhen needed to
lessen a serious and imminent threat to health or safety.


http://www.hhs.gov/ocr/privacy/hipaa/complaints/.

In these cases we never share your information unless you give us written permission:
* Marketing purposes
» Sale of your information
* Most sharing of psychotherapy notes

In the caseof fundraising:
* We may contact you for fundraising efforts, but you can tell us not to contact you again.

Our Uses and Disclosures
How do we typically use or share your health information?
We typically use or share your health information in he following ways.

Treat you

We can use your health information and share it with other professionals who are

treating you.
Example:A doctor treating you for an injury asks another doctor about your overall health
condition.

Run our organization
We canuse and share your health information to run our practice, improve your care, and contact
you when necessary.

Example: We use health information about you to manage your treatment and services.

Bill for your services
We can use and share your health infmation to bill and get payment from health plans or other
entities.
Example: We give information about you to your health insurance plan so it will pay for your
services

How else can we use or share your health information?

We are allowed or requiral to share your information in other ways— usually in ways that contribute to the
public good, such as public health and research. We have to meet many conditions in the law befoeecan
share your information for these purposes. For more information see
www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html

Help with public health and safety issues
We can share health information about you for certain situgons such as:
* Preventing disease
* Helping with product recalls
* Reporting adverse reactions to medications
* Reporting suspected abuse, neglect, or domestic violence
* Preventing or reducing a serious threat to anyone’s health or safety

Do research
We can useor share your information for health research.

Comply with the law
We will share information about you if state or federal laws require it, including with the Departmat
of Health and Human Services if it wants to see that we’re complying with federal pacy law.

Respond to organ and tissue donation requests
We can sharéhealth information about you with organ procurement organizations.


http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html

Work with a medical examiner or funeral director
We canshare health information with a coroner, medical examiner, orfuneral director when an
individual dies.

Address workers’ compensation, law enforcement, and other government requests
We can use or share health information about you:
* For workers’ compensation claims
* For law enforcement purposes or with a law enforcema official
* With health oversight agencies for activities authorized by law
» For special government functions such as military, national security, and presidential
protective services

Respond to lawsuits and legal actions
We can share health information abut you in response to a court or administrative order, or in
response to a subpoena.

Our Responsibilities
We are required by law to maintain the privacy and security of your protected health information.
*  We will let you know promptly if a breach occurs that may have compromised the privacy or
security of your information.
* We must follow the duties and privacy practices described in this notice and give you a copy of it.
* We will not use or share your information other than as described here uess you tell us we can
in writing. If you tell us we can, you may change your mind at any time. Let us know in writing if
you change your mind.

For more information see:
www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html

CHANGES TO THE TERMS OF THIS NOTICE:
We can change the terms of this notice, and the changes will apply to all information we have about
you. The new notice will be available uponeaquest, in our office, and on our web site.

THIS NOTICE OF PRIVACY PRACTICES APPLIES TO THE FOLLOWING ORGANIZATION:
Kids Choice Pediatrics, LLC

IF YOU HAVE ANY QUESTIONS ABOUT THIS NOTICE OR IF YOU NEED MORE INFORMATION, PLEASE
CONTACT OURRRIVACY OFFCER

Privacy Officer: Amber Keeble Office Manager

Mailing Address: 212 Phoenix Court, Suite 1, Seymour, TN 37865
Telephone: (865) 577-6475

Fax: (865) 577-7942

E-mail: manager@kidschoicepeds.com

Effective Date: September 27, 2013
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