Patients Personal Information

Last name: First name: Initial:

Date of birth: Social Security: Email:

Home phone: Work phone: Cell phone:

Mailing address: Apt: City: State: Zip code:

Physical address: Apt: City: State: Zip code:

Race: T Decline {JAsian Black/African American JAmerican Indian/Alaskan Native JNative Hawaiian or Pacific Islander [OWhite
COther

Ethnicity:  [ODecline [JHispanic/Latino (JNot Hispanic/Latino Preferred pharmacy:

Reporting of race and ethnic group is a government requirement under the

American Recovery and Reinvestment Act of 2009

Responsible Party Information If Not Self

| Last name: First name: Initial:
Date of birth: Social Security:
Home phone: Work phone: Celi phone:
Address: Apt: City: State: Zip code:

Insurance Information

Primary insurance name:

Subscriber name: Date of birth: Relationship to insured:

Policy number: Group #:

Secondary insurance name:

Subscriber name: Date of birth: Relationship to insured:

Policy number: Group #:

Patient’s Employer

Name: Occupation:
Address: City: State: Zip:
Phone: Fax:

Spouse Information
Spouse name: Phone:

Employers name: Occupation:

Employers phone:
i

L

Emergency Contact

Name: Relationship: !
Address: City: State: Zip:
Home phone: Work phone: Cell phone:




Please list ar_my individuai(s) that you authorize our office to speak/refease your medical information to:

Power of attorney? [(JYes [ONo

Name Relation Phone

Power of attorney? (OYes [INo

Name Relation Phone

| hereby state that the above information is true and correct to the best of my knowledge.

Signature of patient or patient’s legally authorized representative Date

Printed name of patient’s legally authorized representative Date

*If representative, specify relationship to the patient: [IParent OGuardian  TIOther

ASSIGNMENT OF INSURANCE BENEFITS

I, the undersigned have insurance coverage with , and assign directly to Dr.
Charles Glenn Dundas all medical benefits, if any, otherwise payable to me for services rendered. | understand that | am financially responsible
for all charges, whether or not paid for by my insurance, and if 1 am uninsured, | am responsible for all services rendered at the time of my visit
unless payment arrangements are made.

Signature of Patient /insured/Guardian Date

MEDICARE AUTHORIZATION

! request that payment of authorized Medicare benefits be made on my behalf to Dr. Charles Glenn Dundas for any services furnished to me. !
authorize any holder of medical information about me to release to HFCA Administration and its agents, any information needed to determine
these benefits or the benefits payable for related services. In Medicare assigned cases, the physician agrees to accept the charge determination
of the Medicare carrier as the full charge. The patient is responsible only for the deductible, coinsurance and non-covered services.

I confirm that the above is correct and current.

Signature of Patient/Insured/Guardian Date

ACKNOWLEDGEMENT OF PRIVACY NOTICE

| have been presented with a copy of this practices privacy policies detailing how my information may be used and disclased as permitted under
federal and state law. | understand the contents of the notice.

Signature of Patient /Guardian Date

*If patient refused or failed to acknowledge receipt of notice of privacy practices a witness will sign below:

Witness {print) Witness (signature)




Payment Policy

Thank you for choosing us as your primary care provider. We are committed to providing you with quality and affordable
health care. Financial responsibility insures that we can continue to provide you with this care. Please read this information,
ask us any questions you may have, and sign in the space provided. A copy will be provided to you upon request.

1. Insurance. We participate in most insurance plans, including Medicare. If you are not insured by a plan we do business
with, payment in full is expected at each visit. If you are insured by a plan we do business with, but don’t have an up-to-date
insurance card, but we cannot verify that you have active coverage at the time of the visit, payment in full for each visit is
required until we can verify your coverage. Knowing your insurance benefits is your responsibility. Please contact your
insurance company with any questions you may have regarding your coverage.

2. Co-payments and deductibles. All co-payments and deductibles must be paid at the time of service. This arrangement is
part of your contract with your insurance company. Failure on our part to collect co-payments and deductibles from patients
can be considered fraud. Please help us in upholding the law by paying your co-payment at each visit.

3. Non-covered services. Please be aware that some of the services you receive may be non-covered or not considered
reasonable or medically necessary by Medicare or other insurers. You must pay for these services in full at the time of visit.

We do our best to be aware of what your insurance will cover, but if the service is not covered, then you will be responsible
for the full amount of the charges.

4. Proof of insurance. All patients must complete our patient information form before seeing the doctor. We must obtain a
copy of your driver’s license and current valid insurance to provide proof of insurance. If you fail to provide us with the correct
insurance information in a timely manner, you may be responsible for the balance of a claim at the time of the visit.

5. Claims submission. We will submit your claims and assist you in any way we reasonably can to help get your claims paid.
Your insurance company may need you to supply certain information directly. It is your responsibility to comply with their
request. Please be aware that the balance of your claim is your responsibility whether or not your insurance company pays
your claim. Your insurance benefit is a contract between you and your insurance company; we are not party to that contract.

6. Coverage changes. If your insurance changes, please notify us before your next visit so we can make the appropriate
changes to help you receive your maximum benefits. If your insurance company does not pay your claim in 45 days, the
balance will automaticalty be billed to you.

7. Nonpayment. If your account is over 90 days past due, you will receive a letter stating that you have 20 days to pay your
account in full. Partial payments will not be accepted unless otherwise negotiated. Please be aware that if a balance remains
unpaid, we may refer your account to a collection agency and you and your immediate family members may be discharged
from this practice. If this is to occur, you will be notified by regular and certified mail that you have 30 days to find alternative
medical care. During that 30-day period, our physician will only be able to treat you on an emergency basis. Payments are
due at the time of service, or at the time you receive a statement. Failure to maintain your financial account may result in loss
of privileges for care through this clinic including the loss of medication refill privileges. If you have a payment plan for any

balance, that plan must be maintained. Please be aware that non-payment may result in accounts being referred to a
collection agency.

8. Missed appointments. Our policy is to charge $25 for missed appointments, and for cancellations with less than 24 hour
notice. These charges will be your responsibility and billed directly to you. Please help us to serve you better by keeping your
regularly scheduled appointment.

Our practice is committed to providing the best treatment to our patients. Our prices are representative of the usual and
customary charges for our area.
Thank you for understanding our payment policy. Please let us know if you have any questions or concerns.

| have read and understand the payment policy and agree to abide by its guidelines:

Signature of patient or responsible party Date



Please DO NOT use Patient Portal to communicate with your Practice for urgent or emergency medical issues. If
you are experiencing an urgent medical need, please contact us by phone. For emergencies call 911.

Patient Portal User Agreement and Consent
Effective: February 4, 2016

The Patient Portal (defined below) is owned and operated by the practice to which you are seeking to online access (the
“Practice”). The Practice has adopted this user agreement (“User Agreement” or “Agreement”) to make you aware of the
terms and conditions of your use of the Patient Portal and any derivative websites of the Patient Portal (collectively, the
*“Patient Portal™). In the event that you purport to be the agent of, represent, or otherwise act on behalf of any other person,
references to “you,” “your” or “User” shall include such entity or person in addition to such representative, and your
acceptance of this Agreement shall constitute acceptance on behalf of such person.

The Practice uses reasonable efforts to maintain the Patient Portal, but the Practice is not responsible for any defects or
failures associated with the Patient Portal, any part thereof or any damages (such as lost profits or other consequential
damages) that may result from any such defects or failures. The Patient Portal may be inaccessible or inoperable for any
reason, including, without limitation: (a) equipment malfunctions, (b) periodic maintenance procedures or repairs which
the Practice may undertake from time to time or (c) causes beyond the control of the Practice or which are not foreseeable
by the Practice. In addition, the Practice makes no guarantees as to the web sites and information located worldwide
throughout the Internet that you may access as a result of your use of the Patient Portal, including as to the accuracy,
content, or quality of any such sites and information or the privacy practices of any such site. The Practice is not a backup
service for storing data you submit to the Patient Portal, and the Practice shall have no liability regarding any loss of such
data. You are solely responsible for creating backups of any data you submit using the Patient Portal.

The Patient Portal is a secure website that allows you to use a computer to interact with medical information via the
internet. The Patient Portal also allows you to communicate with the Practice via secure messaging. Please note that all
communication via the Patient Portal will be included in your permanent patient record.

Responsibilities, Risks and Benefits:

The Patient Portal is provided as a convenience to you at no cost and is only available in English at this time. We do not
sell or give away any private information, including email addresses. We reserve the right to suspend or terminate the
Patient Portal access at any time and for any reason.

All messages sent to you will be electronically secure. Messages and emails from you to any staff member must be sent
through the Patient Portal for security and confidentiality reasons.

The Patient Portal messages will be handled by our staff in a manner similar to how phone communication is handled.
Although we strive to reply to Patient Portal messages within one business day, we cannot guarantee that we will be able
to address your messages in that timeframe. We encourage you to use the Patient Portal at any time but understand that we
can only reply to messages during our office hours, excluding holidays recognized by the Practice. If you do not receive a
response within two business days, please feel free to call our office.

You are responsible to provide us with your correct email address and inform us immediately of any change. You are also
responsible for the protection of your login information and password.

Pleasc understand that all electronic communications carry some degree of risk, even in a secured environment. Even with all due
precautions, online communications may be intercepted, forwarded or changed without a patient’s or the healthcare provider's
knowledge. By using or accessing the Patient Portal, you expressly accept these risks. Note that it is easier for a patient’s identity
to be stolen or for someone to try to impersonate a patient via online communication.

Online communications are admissible as evidence in court just as medical records are in the event the physician- patient
privilege is waived or if a court orders disclosure.

Online communications may disrupt or damage a computer if a computer virus is transmitted via an attached file,
hyperlink or other method. You assume liability for such disruptions or damages caused by such transmissions. Responses
to online communications are limited by the information provided and your question may necessitate a follow-up phone
call or a request to meet with you in person to gain further information.



Electronic communications will be viewed by not only the physician, but the staff members assigned to handle such
communications and any other provider covering for the patient’s physician if the patient’s physician is unavailable to
respond.

Applicable law may allow a health care professional to determine that a minor patient is “mature™ to keep a portion of the
minor’s medical information confidential. If the minor patient is determined “mature” by his or her physician, all Patient
Portal communication will be with the minor directly and a new consent form with the minor’s email address will be
required.

Applicable law may also permit confidential communication with a minor patient in regards to treatment and reporting of
sexually transmitted diseases to the minor and communications with pregnant minors in regards to questions about the
health of her fetus. In these situations, all Patient Portal communications will be directly with the minor and a new consent
form with the minor’s email address will be required.

The Practice will keep a copy of all medically important online communications in your medical record secure pursuant to
applicable federal and state laws and regulations. Print or store in a secure place (on a computer or storage device owned
and controlled by you) a copy of all online communications that are important to you,

The Practice will not forward online communications with you to third parties except as authorized or required by law.
Please note that online communications should never be used for emergency communications or urgent requests. These
should occur via telephone or using existing emergency communications tools as noted above.

Follow-up is solely your responsibility. You are responsible for scheduling any necessary appointments and for
determining if an online communication did not receive a response.

You are responsible for taking steps to protect yourself from unauthorized use of online communications, such as keeping
your password confidential. The Practice is not responsible for breaches of confidentiality caused by you or an
independent third-party.

Guidelines for Safe Online Communications

Take steps to keep your online communications to and from the Practice confidential, including:

Do not store messages on your employer-provided devices (e.g. computer, cell phone, tablet, etc.); otherwise personal
information could be accessible or owned by your employer.

Use a screen saver or close your messages instead of leaving your messages on the screen for passersby to read and keep
your password safe and private.

Do not allow other individuals or third parties access to the devices(s) upon which you store medical communications.
Keep your login and password information secure and confidential.

Do not use email for medical communications. Standard email lacks the necessary security and privacy features and may
expose medical communications to employers or other unintended third-parties.

Access to Online Communications

The following pertains to access to and use of online communications:

Online communications do not decrease or diminish any of the other ways in which you can communicate with your
provider. It is an additional option and not a replacement.

The Practice may stop providing online communications with you or change the services provided online at any time
without prior notification to you.

Tacknowledge that I have read and fully understand the Patient Portal User Agreement and Consent. I have read and
understand the responsibilities and benefits of the Patient Portal and understand the risks associated with online
communications between me and my physician’s office. I consent to the conditions outlined and | agree to keep my
password confidential and notify the office if my email address changes at any time. [ have had a chance to ask any
questions that I had and to receive answers. I have been proactive about asking questions related to this Agreement. All of
my questions have been answered and I understand and concur with the information.

Print Patient Name: __ _Date of Birth

Email address:

Signature Relationship_ Date
I'am over the age of 18 and have sole responsibility of my medical care
Yes
No (We do not offer the Patient Portal to minors or those patients which do not make their own medical
decisions at this time. We apologize for the inconvenience.)
I choose not to participate in Patient Portal at this time because:
[ do not have an E-mail address
[ do not wish to share my E-mail address
English is not my preferred language

T Other




Primary Care Associates
346 Waianuenue Avenue
Hilo, Hawaii 96720
Phone: {808)319-2939
Fax: (808)935-5095

AUTHORIZATION FOR USE OF PROTECTED HEALTH INFORMATION

Patient information:

Last name: First name: Ml

Date of birth:

Address: City: State: Zip:
Release medical records to:

| authorize to release my medical record to:
NarmefFacility: Charles Glenn Dundas, MD

Address: 346 Waianuenue Avenue City: __Hilo State: _ HI Zip: 96720
Phone: __(808)319-2939 Fax: _(808)935-5095

Information to be released:

Date(s) of service:

OLabs | agree to release the following information:

[ X-rays/Imaging Initial: HIV/AIDS {includes testing)
[COffice visit notes Mental health

CAll records Alcohol/drug abuse
COther:

Purpose of disclosure:

OConsultation Tinsurance Olegal

Dschool OTransfer of care ClOther:

1.} This authorization will expire on

. If a date is not specified this authorization will expire

one year from the date of signature below.

2.) lunderstand that | may revoke this authorization at any time by notifying Primary Care Associates in writing of my

revocation.

3.} lunderstand that the health information released under this authorization may be re-disclosed by the recipient and may
no longer be protected under federal privacy regulations.

Signature of patient or legal guardian

Relationship (if requestor is not the patient)

Date




Health Summary Questionnaire

List of Previous Primary Care Provider/Specialist
Date of Last Office Visit Name Of Provider/Facility Reason of Visit

My Past Medical History (Please Check Boxes Below Which Applies To Your Heaith &/Or Fill in Other Health Conditions)
e YN PDpVES 10 Tour Fealth &/Or Fillin Other Health Conditions) = |

Cardiology [0 Hypertension (High Blood Pressure) O Hyperlipidemia (High Cholesterolf) [0 Heart Disease

Pulmonary [J Asthma 0 copD 0O Sleep Apnea
Gastrointestinal [1 Hernia [J  GERD(Acid Reflux} [ Hepatitis 1 Pancreatitis (1 Irritable Bowels
0 Bowel Movement Incontinence Movement (1BM)

Renal/Genitourinary O Renal Failure 3 Kidney Disease [J Erectile Dysfunction (ED) 3 Urinary Incontinence

Musculoskeletal/Connective Tissue [0 Fibromyalgia O Osteoarthritis [1 Rheumatoid Arthritis _1 Back Pain

Endocrine [0 Diabetes OO0 Hypothyroid O  Hyperthyroid 0O Osteoporosis

Neurological (1 Alzheimer's disease [1 Attention Deficit Disorder [ Down Syndrome
O Migraine O Mental Retardation [J Parkinson Disease [1 Seizure

Hematologic [ Iron Deficiency Anemia

Dermatology [0 Eczema [1 Psoriasis

Cancer [0 Bone O Brain O Colon O Lung [ Breast OJ Lymphoma [ Skin
O Testicular O Renal Carcinoma [ Pancreatic [J Other Cancer

Other Health Conditions:

Previous Surgery

Date Of Service Name Of Facility Type of Surgery

Preventative Care

Exam Type Date of Exam Name of Provider/Facility

Annual Physical

Colonoscopy

Eye Exam

Hearing Exam

OBGYN Exam

Mammogram

Other

Previous Vaccinations

Name Of Previous Vaccination Date Received Name of Provider/Facility Vaccination Received From

Tetanus

Pneumonia (PCV 23)

Influenza (Flu}

Zoster (Shingles)

Social History
Occupation: Retired (] Employed [0 Where:
Marital Status: Single 0 Married [0 Partner (1 Divorce 0 Widow O Number of Divorces:
Number Of Children: Own: Step-children: Adopted Children:




Type of Hobbies/Recreation/Exercise: Frequency {How Often):

Tobacco, Alcohol, Caffeine History
Tobacco Type | Amount/Frequency Age Started | How Many Years Used Year/Age Quit Tobacco Use
Alcohol Type Amount/Frequency Age Started | How Many Years Used | Year/Age Quit Alcohol Use
Caffeine Type (Exp. Coffee, Tea, Soda) Amount per Day (Exp. 1 cup, 2 cups)

Family Medical History {Any Family Members Have Any of The Following Medical Conditions Listed Below,
Paternal (Father) Cardiology ] High Blood Pressure [0 High Cholesterol [T Heart Disease ) Other-
Health Conditions Pulmonary [J Asthma O Other:
(Fill-in Age, Alive/Decease  Gastrointestinal [ Colon Cancer [J Ulcers [ Other:

in Box Below) Renal/Genitourinary [ Kidney Failure ] Other:
Endocrine/Hematology ] Diabetes [ Hypo/Hyper Thyroid [J Other:
Neurological [J Alzheimer's Disease ]  Attention Deficit Disorder Migraine

O Parkinson Disease [] Seizures (1 Other:
Cancer O Colon [ tung (O Breast [1 Skin [J Lymphoma (1 Other:

Any Additional Health Information Regarding Father:

Maternal (Mother]  Cardiology (I High Blood Pressure ] High Cholesterol [J Heart Disease L[] Other-
Health Conditions Pulmonary [J Asthma J Other:
(Fill-in Age, Alive/Decease  Gastrointestinal [J Colon Cancer [ Ulcers T Other:
In Box Below) Renal/Genitourinary [J Kidney Failure [J Other:
Endocrine/Hematology [J Diabetes {1 Hypo/Hyper Thyroid 1 Other:
Neurological [0  Alzheimer’s Disease [0 Attention Deficit Disorder [ Migraine
O Parkinson Disease (1 Seizures [ Other:
Cancer {J Colon O Lung OJ Breast O Skin [J Lymphoma [ Other:
Any Additional Health Information Regarding Mother:

Sisters Cardiology [J High Blood Pressure [0 High Cholesterol {J Heart Disease ] Other:
Health Conditions Pulmonary [J Asthma [J Other:
(Fill-in Age, Alive/Decease  Gastrointestinal [J Colon Cancer ([ Ulcers [J Other:
In Box Below) Renal/Genitourinary (3 Kidney Failure ] Other:
Endocrine/Hematology [J Diabetes [J Hypo/Hyper Thyroid I Other:
Neurological [ Alzheimer's Disease [ Attention Deficit Disorder (3 Migraine
O Parkinson Disease (J Seizures [J Other:
Cancer (J Colon [J Lung O Breast ] Skin 00 Lymphoma [ Other:
Any Additional Health Information Regarding Sister:

Brother Cardiology [0 High Blood Pressure [ High Cholesterol J Heart Disease ] Other:
Health Conditions Pulmonary [C Asthma [ Other:

(Fill-in Age, Alive/Decease  Gastrointestinal ] Colon Cancer |3 Ulcers [J Other:

in Box Below) Renal/Genitourinary [J Kidney Failure [ Other:

Endocrine/Hematology [ Diabetes [ Hypo/Hyper Thyraoid [ Other:
Neurological (3 Alzheimer’s Disease [0  Attention Deficit Disorder —  Migraine
O Parkinson Disease [J  Seizures [ Other:

Cancer [0 Colon [C Lung O Breast (J skin [3 Lymphoma [0 Other:
Any Additional Health Information Regarding Brother:

Please Note Below Any Advance Directives, Living Will, Durable Power of Attorney, Do Not Resuscitate, Organ Donation




