NORTH PINELLAS SURGERY CENTER
HIPAA PATIENT QUESTIONNAIRE
1.  Please list the family members or other person(s), if any, whom we may inform about your general medical condition and diagnosis (including treatment, payment and healthcare operations):
Name:___________________________________
Name: ____________________________________

Name:___________________________________   Name:_____________________________________

2.  If you are transported today by a service, please list family member(s) or other person(s) whom we may contact about your medical condition in case of emergency only. 

Name:___________________________________
Phone Number:_____________________________

Name:___________________________________ 
Phone Number:_____________________________

3.  Please print the address where you would like your billing statement and/or correspondence from our office to be sent, if other than your home.  (Confidential Communications)

____________________________________________________________________________________

____________________________________________________________________________________

4.  I understand the Privacy Protection Act and have been offered a copy of the organization’s Notice of Privacy Practices updated for the HITECH Omnibus Rule of 2013. 

________________________________________________________

PRINT PATIENT NAME (or guardian)

________________________________________________________
_____________________________

PATIENT SIGNATURE (or guardian)





            DATE
