PEDIATRIAPATIENTCASEHISTORY PAGEL OF2
FIRST NAME MIDDLE L AST NAME
INITIAL
ADDRESS City STATE | ZIP
SEX M F B IRTH DATE AGE ToODAY 's DATE

PARENT /G UARDIAN 5 INFORMATION

N AME

DATE OF BIRTH

PHONE NUMBER

MAY WE LEAVE A MESSAGE ?

ALTERNATE PHONE NUMBER

MAY WE LEAVE A MESSAG E?

ADDRESS (IF DIFFERENT THAN CH ILD &8)

City

STATE | ZIP

E-MAIL ADDRESS

OTHER PARENT /G UARDIAN & INFORMATION

MAY NOT DISCUSS THE CHILD & MEDICAL INFORMATIO N

N AME

DATE OF BIRTH

PHONE NUMBER

MAY WE LEAVE A MESSAG E?

ALTERNATE PHONE N UMBER MAY WE LEAVE A E-MAIL ADDRESS
MESSAGE ?
ADDRESS (IF DIFFERENT THAN CH ILD &) City STATE | ZIP
PARENTS ARE : MARRIED SEPARATED DIVORCED LIVING TOGETHER
School
ScHooL & PHONE NUMBER City STATE | ZIP

HOWw DID YOU HEAR ABOU T DR.SCHULTZ ?

HEALTH INFORMATION

W HAT IS YOUR MAJOR CO NCERN ?

O THER CONCERNS OR ISS UES

HOW LONG HAVE YOU HAD  THIS CONDITION ?

HAVE YOU HAD THIS OR  SIMILAR CONDITIONS | N THE PAST ?

W HAT ACTIVITIES AGGRA VATE YOUR CONDITION ?

IS THIS CONDITI ON INTERFERING WITH  YOUR : SCHOOLWORK

OTHER (PLEASE EXPLAIN )

SLEEP DAILY ROUTINE

HOW LONG HAS IT BEEN  SINCE YOU REALLY FEL T GOOD ?

PLEASE CONTINUE ON OTHER SIDE



PEDIATRICPATIENTCASEHISTORY PAGE2 OF2

L IST SURGICAL OPERATI ONS AND APPROXIMATE DATE S:

ARE YOU TAK ING ANY MEDICATIONS ? | IFYES, PLEASE LIST THEM ON THE ENCLOSED DRUG LIST

ARE YOU TAKING ANY IF YES, PLEASE LIST THEM ON THE ENC LOSED SUPPLEMENTS LIST
NON PRESCRIPTION
SUPPLEMENTS ?

O THER DOCTORS SEENFO R THIS CONDITION MD DC DO DDS
OTHER

NAMES OF DOCTORS SEEN FOR THIS CONDIT ION:

DIAGNOSIS :

TREATMENT AND RESULTS

LENGTH OF TIME UNDER CARE :

WERE YOU OUT OF SCHOOL ? IF SO, HOW LONG ?
HAVE YOU RETURNED TO IF NOT , WHY ?
SCHooL ?

N AME AND PHONE NUMBER OF PRIMARY CARE PHYSIC IAN:

LIST ALLERGIES :

OTHER INFO :

1. Iclearly understand and agree that all services rendaredhanged directly to, ar@dl am personally responsible for paatntieatime of
service

2. lamresponsible fapaymemf$75 or any mi ssed appoi nt menotitce. f or which | hawv

3. The staff at the Center for Health & Heatalbtavitlonfirmyappointmentstheyare unable to contagf | understand the Center for Hea
Healingeservethe right to cancel the appointh@enttesponsible for informing the office if | change my phone number or email ad

4. lundermnd Dr. Schultz is not a Primary Care Physician and | need to have or establish a relatidDebipawitz g@sago, Dr.
Schultz voluntarily chose to give up his hospital attrstaffgivileges in order to devote hisniinelyo Functional ahtegrave Medicine
at the Center for Health & Hehbrig nmon staff at any hospital. Therefore, | understand | am responsible for establishing a relatic
primary care provider.

5. lunderstand Dr. Schultz is not a provider with any insurance planswloaisgeMedicare and Medicaid.

6. | understand Dr. Schultz anddffeasthe Center for Health & Hawdimg responsible for writing letterslanagmedical necedsity
insurance carriers, labs or other physicians

7. lunderstand Dr. Schultz and hiarstadt responsible for obtaining prior authorizptestfigptions or outside lab testing.

8. lunderstand it is not the responsibility of Dr. Schultz or his staff to detshtaineérenulance coverage, including Meslieaagdor any
lab testing. | understand it is my responsibility astthe gattact labs and insurance carriers in order tssibtainqverage for any
services.

9. | understand Dr. Schultz does not fill out or assist wittodisabHiynil\andMedical Leavtforms.

PATIENT &
SIGNATURE DATE

04/18/2015



08/09/2014

Center for Health and Healing, S.C.

Fred J. Schultz, M.D., F.A.A.F.P.
FAMILY PHYSICIAN SINCE980
2150 Manchester Roa8Wheaton, IL 60187
(630) 933-9722

PATIENTNFORMATIORELEASEORM

This form is used for our office to determine whether not we have your authorization to
disclose yourOK A fpri@t€cted health information to persons other than yourself. This
authorization is valid until you notify our office of your decision to revoke it.

I KA RQE blIYSY Yy yuuuuwowywwwww ey ey yyyy
I KAt RQa 5F3GS 2F . ANIKY Yoy pyy

Disclosure Authorization Preferene€heck box #1 or #2

1. /A You may discuss ny K A fie&t are with the following people:

Name Relationshigo child

Name Relationshigo child

Name Relationshigo child

Name Relationshigo child

OR

2. /A | do not give my permission to release @K A lie&tk iaformation to anyone other

than myself or my insurance cagri

Parent/Guardianinformation

Printed Name

Signature Date




Center for Health and Healing, S.C.

Fred JSchultz, M.D, F.A.A.F.P.
2150 Manchester Roa8Wheaton, IL 60187
NPI #169 9801 985

Private Contrdmttwee®hysician arithtient

This agreement is betwered J. Schultz, MfDe r e i n a Physeiad), whosdnddieadl offifielocated #2150 Machester Road, Wheatgn, IL

and (please print your name, hereinaftefiRatledi, Jvho resides at
(please print your address
Background
Dr. Fred Schuhiasopted out of the Medicare progrefiective on 04/03for a period of at least two yEhisinformation is importaatl for
patients to understandhasPatieits Me di care el i gi bility or st at RhlysicaRatienttabrees g e

not to expect payment from Medicare for any services [poysiediysiciahas not beezxduded from participation uthéddedicare
program under Sectid28 1156 or 1892

Obligations oPhysician

Dr. Fred Schultz agrees to pnoadial servicedhe Patient améxchange for seserviceshe Patierstigrees to make paymeirecit
toDr. Fred Schulizthe time of servigersuant to Dr. Fred Schudtz ¢ eeschedutelr. Ffed Schultz agrees not to submit any claims
under the Medicare program for any items or services even if such items or services are otivdedisareovered by

Obligations oPatient

\%

\%

\%

\%

Patient or his/her authorized legal representative agrees not to s(drtoitraquiashthBhysiciasubmit a clajmnder the Medicare
program for items or services Physician may @renidfesuch items oviees are otherwise covered under the Medicare program.
Patient or his/her authorized legal represagtatisgo be respondibtgpayment in full for itemereiceprovidedndunderstands that

no reimbursement will be provided under thes Memticam for such items oicssrv

Patient or his/her authorized legal representative understands that Medicare will not reimburse Patierdddranthec®anteprovi
Health & Healing since Dr. Schultz has opted out of the Meaticare prog

Patient or his/her authorized legal represackativdedges tihdgedicare limits do not apply to what Physician may charge for items or
services furnished.

Patient or his/her authorized legal representative acknowledges thélt Rbtysidianit a claimany service provided

Patient or his/her authorized legal representative acknowledges that Medajagnplartisetcsupplemental insurance plans may elect
not to, make payments for items and services not paid faeby Medica

Patient or his/her authorized legal representative acknowledges that (s)he has the right fwowubtaih iMeticand services from
physicians and practitioners who have not opted out of Medicare, and that (s)he is not compelbe tmatrestintbat apply to

other Medicare covered services furnished by other physicians or practitioners who have not opted out.

Patient or his/her authorized legal represagtatisenot to request Bigtsicianubmit a claim to a secondary carrier.

Patients not currently in an emergency or urgent health car@atteationderstands Physician is not a Primary Care Physician and ¢
not treat patients in an emergency state. If Patient is in aBrieggen@yr conditiojh€should immediately go to an Urgent Care facility
or Emergency Room.

Patient or his/her authorized legal representitigeands that Medicare payment will not be made for any items or services furnishe
Physician that wibhlave otherwise been covered by Medicare if there were no private contract and a proper Medicare claim had |
submitted.

Patient or his/her authorized legal represackativdedges that a copy of this contract has been made available to him or her.
Patientvith Medicare Part B as a secondary insurance carrier may sehtvof Sextanes to their primanyance compdoy possible

outof network level reimbursement

Patient or his/her authorized legal representative agrees to reinihoifee 8nysiosts and attorney fees that result from violation of th
Agreement by Patient or his beneficiaries.

Term and Termination

This agreement shall commentte datebelowand shall continmeffect until at least 04/01/2&which time a newear agreement must
be signed in order to receive ongoing treatnfeimysiciarDespite the ternthef agreement, either partyamage to terminate treatment

withreasoable notice to the other plddiwithstalingthisright to terminate treatmamhPhysiciaandPatienagreahat the obligation not to
pursuéMedicar reimbursemdat items arservice provided under this contract, shall survive this contract.

| have read and understandrthesinsregarding prate contractirigayment is not to be expected from the Medicare program for services
provided by a Physician who hasiogtiatus with MedicBsesigning this contract, | afulersponsibility for paymechargeso
Physiciafor all servicégrnished to me

PrintedName of Physiciar Fred J. Schultz, M.D. PrintedName of Patient:

Signature of Physician: Signature of Patient:

Date: Staff initials:

Revised 03/21/2015



Pr_ote(tin%Your )
Confidential Health Information
is Important to Us

Notice of Privacy Practices

This notice describes how health information about
ywnuybemedanddis(losedandlwyouu?u?leyt

access to this information. Please review it care

» Qur. @
Promise!

Dear Patient:

This is not meant to alarm you! Quite the opposite!

It is our desire to communicate to you that we are taking

the new Federal (HIPAA - Health Insurance Portability and
Accountability Act) laws written to protect the confidentiality
of your health information seriously. We do not ever want you
to delay treatment because you are afraid your personal health
history might be unnecessarily made available to others outside
of our office.

So what has changed?
Why a privacy policy now?
Very good questions!

The most significant variable that has motivated the Federal government to legally

enforce the importance of the privacy of health information is the rapid evolution

of computer technology and its use in healthcare. The government has appropriately
sought to standardize and protect the privacy of the electronic exchange of your health
information. This has challenged us to review not only how your health information

is used within our computers but also with the Internet, phone, faxes, copy machines,

and charts. We believe this has been an important exercise for us because it has disciplined
us to put in writing the policies and procedures we use to ensure the protection of your
health information everywhere it is used.

We want you to know about these policies and procedures which we developed

to make sure your health information will not be shared with anyone who does not require
it. Our office is subject to State and Federal law regarding the confidentiality of your health
information and in keeping with these laws, we want you to understand our procedures
and your rights as our valuable patient.

We will use and communicate your

HEALTH INFORMATION only for the purposes of
providing your treatment, obtaining payment and
conducting health care operations. Your health
information will not be used for other purposes unless
we have asked for and been voluntarily given your written permission.

How your HEALTH INFORMATION may be used

To Provide Treatment

We will use your HEALTH INFORMATION within our office to provide you

with the best health care possible. This may include administrative and clinical
office procedures designed to optimize scheduling and coordination of care
between physician assistant, nurse, physician and business
office staff. In addition, we may share your health information
with referring physicians, clinical and pathology laboratories,
pharmacies or other health care personnel providing

you treatment.

To Obtain Payment

We may include your health information with an invoice used to collect
payment for treatment you receive in our office. We may do this with
insurance forms filed for you in the mail or sent electronically. We will

be sure to only work with companies with a similar commitment to the security

of your health information.

To Conduct Health Care Operations

Your health information may be used during performance
evaluations of our staff. Some of our best teaching
opportunities use clinical situations experienced by
patients receiving care at our office. As a result, health
information may be included in training programs for students,
interns, associates, and business and clinical employees. It is also
possible that health information will be disclosed during audits by
insurance companies or government appointed agencies as part of
their quality assurance and compliance reviews. Your health information may be reviewed
during the routine processes of certification, licensing or credentialing activities.

In Patient Reminders

[ 1 Because we believe reqular care is very important
If 5 J o to your general health, we will remind you of a scheduled
BECE _;‘{Q;'-.\\r' appointment or that it is time for you to contact us and make
. an appointment. Additionally, we may contact you to follow
up on your care and inform you of treatment options
or services that may be of interest to you or your family.

These communications are an important part of our philosophy of partnering with our
patients to be sure they receive the best preventive and curative care modern medicine
can provide. They may include postcards, folding postcards, letters, telephone reminders
or electronic reminders such as email (unless you tell us that you do not want to receive
these reminders).

Abuse or Neglect

We will notify government authorities if we believe a patient is the victim of abuse,
neglect or domestic violence. We will make this disclosure only when we are compelled
by our ethical judgment, when we believe we are speifically required or authorized

by law or with the patient's agreement.

Public Health and National Security

We may be required to disclose to Federal officials or military authorities health
information necessary to complete an investigation related to public health or to national
security. Health information could be important when the government believes that the
public safety could benefit when the information could lead to the control or prevention
of an epidemic or the understanding of new side effects of a drug treatment

or medical device.

Center for Health & Healing, S.C. * (630) 933-9722
2150 Manchester Rd. * Wheaton, IL 60187



For Law Enforcement

As permitted or required by State or Federal law, we may
disclose your health information to a law enforcement
official for certain law enforcement purposes, including, under
certain limited circumstances, if you are a victim of a crime

or in order to report a crime.

Patient
Rights

A This new law is careful to describe that you
/ N\ . . .
F aml'y, Friends and (afeqwers have the following rights related to your health information.

Vi

tell us will be helping you with your home hygiene, Restrictions
treatment, medications, or payment. We will be You have the right to request restrictions on certain uses and disclosures of your health
sure to ask your permission first. In the case information. Our office will make every effort to honor reasonable restriction preferences
from our patients.

of an emergency, where you are unable

to tell us what you want we will use our Confidential Communications

very best judgment When sharing your You have the right to request that we communicate with you in a certain way. You may request

health information only when it will that we only communicate your health information privately with no other family members present
be important to those participating or through mailed communications that are sealed. We will make every effort to honor your
in providing your care. reasonable requests for confidential communications.

Inspect and Copy Your Health

To Coroners, Funeral Directors and Medical Examiners Information

We may be required by law to provide information to coroners, funeral directors You have the right to read, review, and copy your
and medical examiners for the purposes of determining a cause of death and health information, including your complete chart,

preparing for a funeral. x-rays and billing records. If you would like a copy

of your health information, please let us know. We may
need to charge you a reasonable fee to duplicate

Medical Research and assemble your copy.

Advancing medical knowledge often involves learning from the careful study .

of the medical histories of prior patients. Formal review and study of health Amend Your Health Information

histories as a part of a research study will happen only under the ethical You have the right to ask us to update or modify your records if you believe your health

information records are incorrect or incomplete. We will be happy to accommodate you
as long as our office maintains this information. In order to standardize our process, please
provide us with your request in writing and describe your reason for the change.

quidance, requirements and approval and of an Institutional Review Board.

Authorization to Use or Disclose Health Information o - o
Your request may be denied if the health information record in question was not created

Other than is stated above or where Federal, State or Local law requires us, by our office, is not part of our records o if the records containing your health information
we will not disclose your health information other than with your written are determined to be accurate and complete.
authorization. You may revoke that authorization in writing at any time.

Documentation of Health Information

You have the right to ask us for a description of how and where your health information
5 was used by our office for any reason other than for treatment, payment or health operations.
Patient AtkIlOVl'edqment Our documentation procedures will enable us to provide information on health information usage
from April 14,2003 and forward. Please let us know in writing the time period for which you are
interested. Thank you for limiting your request to no more than six years at a time. We may

Patient Name(s),
©) need to charge you a reasonable fee for your request.

Request a Paper Copy of this Notice

You have the right to obtain a copy of this Notice of Privacy Practices directly from our office
at any time. Stop by or give us a call and we will mail or email a copy to you.

Thank you very much for taking time to review how we are

carefully using your health information. If you have any We are required by law to maintain the privacy of your health information and to provide
questions we want to hear from you. If not we would to you and your representative this Notice of our Privacy Practices. We are required to practice

the policies and procedures described in this notice but we do reserve the right to change the terms
of our Notice. If we change our privacy practices we will be sure all of our patients receive

a copy of the revised Notice.

appreciate very much your acknowledging your receipt of
our policy by signing and returning this card. We look
forward to seeing you again soon! 7.,
X_(‘_/,(‘é-——”‘ You have the right to express complaints to us or to the Secretary of Health and Human Services

if you believe your privacy rights have been compromised. We encourage you to express any concerns
— you may have regarding the privacy of your information. Please let us know of your concerns
Patient Signature or complaints in writing.

Date: /A e

#FM-0305 « Printed in U.S.A.
©SmartPractice™ 1-800-522-0800






