" Marcella A Frausto MD PA 12430 Montwood Dr. El Paso TX 79928 (915) 849-9733

PATIENT INFORMATION

Date:

Patient Name:

Date of Birth: Age: Circle Male Female
Address:
City/State: Zip: Cell Number:

PARENT/LEGAL GUARDIAN INFORMATION

Mother’'s Name: Date of Birth:

Cell Number: Email Address:

Address (if different from patient’s)

Father’'s Name: Date of Birth:

Cell Number: Email Address:

Address (if different from patient’s)

PRIMARY INSURANCE INFORMATION

Insurance Name:

Policy Holder’s Name: Policy Holder’s Date of Birth:

Policy ID # Group # Effective date:

SECONDARY INSURANCE INFORMATION (IF APPLICABLE)

Insurance Name:

Policy Holder’s Name: Policy Holder’s Date of Birth:

Policy ID # Group # Effective date:




PATIENT’S SIBLINGS UNDER OUR CARE

Name: Date of Birth:
Circle: Male Female
Name: Date of Birth:
Circle: Male Female
Name: Date of Birth:
Circle: Male Female
Name: Date of Birth:
Circle: Male Female
Name: Date of Birth:
Circle: Male Female

MEDICAL CONSENT FOR SICK VISITS ONLY

(Only individuals listed are permitted to bring patient to office for sick visits)

Name: Cell number:

Relationship to patient:

Name: Cell number:

Relationship to patient:

Name: Cell number:

Relationship to patient:




N TEXAS IMMUNIZATION REGISTRY (ImmTrac2) e

B Texas Department of State :
?:ra\jitga: it Health Services Minor Consent Form
(Please print clearly)
Child’s First Name Child’s Middle Name Child’s Last Name
*Children younger tha ] [ Male - -
- / — / L ] dn v il Child’s Gender:
Child’s Date of Birth years old only. [ Female Telephone
Child’s Address Apartment # Email address
City State Zip Code County
Mother’s First Name Mother’s Maiden Name
Race (select all that apply): Ethnicity (select only one):
] American Indian or Alaskan Native [ Asian [ Black or African American [0 Hispanic or Latino
[J Native Hawaiian or Other Pacific Islander [] White [ Other Race [0 Not Hispanic or Latino
O Recipient Refused O Recipient Refused

The Texas Immunization Registry (ImmTrac2) is a free service of the Texas Department of State Health Services (DSHS). The immunization
registry is a secure and confidential service that consolidates and stores your child’s (younger than 18 years of age) immunization records. With
your consent, your child’s immunization information will be included in ImmTrac2. Doctors, public health departments, schools, and other
authorized professionals can access your child’s immunization history to ensure that important vaccines are not missed.

The Texas Department of State Health Services encourages your
voluntary participation in the Texas immunization registry.

Consent for Registration of Child and Release of Immunization Records to Authorized Entities

Tunderstand that, by granting the consent below, I am authorizing release of the child’s immunization information to DSHS and I further
understand that DSHS will include this information in the state’s central immunization registry (“ImmTrac2”). Once in ImmTrac2, the child’s
immunization information may by law be accessed by:

¢ a public health district or local health department, for public health purposes within their areas of jurisdiction;

* a physician, or other health-care provider legally authorized to administer vaccines, for treating the child as a patient;

* a state agency having legal custody of the child;

* a Texas school or child-care facility in which the child is enrolled;

* a payor, currently authorized by the Texas Department of Insurance to operate in Texas, regarding coverage for the child.
T understand that I may withdraw this consent to include information on my child in the ImmTrac2 Registry and my consent to release
information from the Registry at any time by written communication to the Texas Department of State Health Services, ImmTrac Group — MC
1946, P. O. Box 149347, Austin, Texas 78714-9347.

By my signature below, I GRANT consent for registration. I wish to INCLUDE my child’s information in the Texas immunization
registry.

Patrent, legal guardian, or managing conservator:

Printed Name

Date Signature

Privacy Notification: With few exceptions, you have the right to request and be informed about information that the State of Texas collects
about you. You are entitled to receive and review the information upon request. You also have the right to ask the state agency to correct
any information that is determined to be incorrect. See h#p:/ /wwmw.dshs.texas gov for mote information on Privacy Notification. (Reference:
Government Code, Section 552.021, 552.023, 559.003, and 559.004)

Upon completion, please fax or mail form to the DSHS ImmTrac2 Group or a registered Health-care provider.

Questions?  (800) 252-9152 e (512) 776-7284 ¢ Fax: (860) 624-0180 ¢ wwwlmmTrac.com *  ImmTrac DC
Texas Department of State Health Services ¢ ImmTrac2 Group — MC 1946 + P. O. Box 149347 «  Austin, TX 78714-9347

PROVIDERS REGISTERED WITH ImmTrac2
Please enter client information in ImmTrac2 and affirm that consent has been granted.
DO NOT fax to ImmTrac2. Retain this form in your client’s record.

Stack No. C-7 Revised 02./2021




N TEXAS Texas Vaccines for Children (TVFC) Program

2 Veaith snd Wnm | TENNS Department of State Patient Eligibility Screening Record
Services Health Services

A record of all children 18 years of age or younger who receive immunizations through the Texas Vaccines for Children
(TVFC} Program muse be kept in the health cace provider’s office for a minimum of fove {5) years. The record may be
completed by the fP:'.rcnt, guardian, individual of record, or by the health cace provider. TVEC eligibility screening and
documentation of eligibility status must take place with each imemunization visit to ensure cligibility stacus for the program,
While verification of responses 15 not requiced, it is necessary to retain this or a similar record for each child receiving
vacciacs under the TVEC Program,

1. Child’s Name:

Last Name Tirst Name MI
2. Child’s Dare of Birth: ! .
MM DD YYYY

3. Parenr, Guardian, or Tndividual of Record:

Last Name First Name Ml
4, Primary Provider's Name:
Last Name First Name Mi

3. To determine if a child (0 through 18 years of age) is sligible to receive federal vaccine through the TVEC
Program, at each immunization encounter or visit, enter the dare and mark the appropriate eligibility

category. If Column A - F is marked, the child is eligible for the TVFC Program. If column G is macked

the child is not eligible for federal VFC vaccine.

T Eligible for VECVaceine | 1|7 Siawe Eligible WL | Nt ElgHe |
A HE. B SGE_C s D g R ] - R '

ate. | Medicaid | No Health | American | * Underinsured ** Other . | *** Enrolled

| Earolled | Tnsurance Indian served by FQHC, underinsured | in CHIP inm.g@‘éc:tﬁat

ol _ or Alaskan RHC, or v COVers vaceines
g B i Native | deputized provider ‘ " -

* Underinsared includes children with bealth incurance that does nol includs vaceines or ondy eovers specific vaceine fypes. Children are only eligible
Jor sacsines that are nof covered by insrance. Jn additiom, o receive VEC saccing underinsured children muss be tactinated torough a Federally
Onalified Health Center (FOHC), & Rarad Heaith Clinic (RHC), or smder an approved deputized provider, The deputized provider mast have
:} r_.-l;::‘rr(.-.-: ayreement with an FGUC ar an RIHC and the state, local, or territovial TGO Prograny in order 2o daceinate wnderinssired
Ny,

** Other underinssired are children thas are underinsared but are not elizible

o recsive foderal vscsing through the TVEFC Program becanse tbe
provéder or facily is not an FOHC or an RHC, ora diputized provider, However, there childrem may be served if vaccines are providsd by the
state program: £ cover thess non-TVEC-sligible children.

“'"Cb:}’:frm enrolied in the State of Texar Childven's Heawlth Insusnce Pragram (CHIP). An agreement between the DSHS Lrmmnnizpation
Uit and CHIP stjpulates that sacsieys for cligible CHIDP enrollees ars parchased throxph the federad contract,



Nearealla A Frausto, MD, PA.

Notice Of Prvacy Acts
Thiz natice describes bow medical information abaut you may be used snd disclosed and how o Gan get access to this information,

Pleasze roview it carefully

Tach time you visit 3 hospital, physician, or other health care provicer, a record of your visit Is made. Typically, this record contains your
SYmMpIoms, éxaminaticn, test resuks, disgnosis, treatment plan for future care or treatment and biling related Information.

Our Rezpongtiities )
We are required by law to maintain the privacy of your health informaticn and provide you 8 description of our privacy practicas. Wa will abide
By the terms of this notice and notify you if we cannot agree to = raquested restriction.

Uses and Disclosures

How We May Use and Diselose Informa About You.

The following categories destribe examples of the vy we we and disclose medical informaticn;

For Trestment: We may use medical Infarmation sbout you ta provige you treatment or services. We may discloss medical informotion about
you Lo doctors, nurses, technldans, or others whe are invohed in teking care of you. We miry slso orovide your specialist or 2 subsequent
health care provider with coples of varicus reports that should assist him ar her in treating you.

For Payment: We may use and disdose information sbout your treatmant and servicss to bill and collect payments from you, your insurence
company, or a third-party payer, We may need to cive your Insurdnee company Information about your surgery of traatment 5o they will pay us
of reimburse you for the traatmont. We may slso tell your health {an about treatmints You are §aing to receive to determine whethar your
plan will coroer iL

For Health Carg Operations: Members of the medical statf and or guality improvement s1aff may we Information in your health record 1o
225655 the care and oLtcomes in your caze and others lik= it. For example, A case manager or othars may combine medical information about
many parties in order to evaluste the need for new senvices of treatment. We may disclose Infarmation to doctors, nurses, and other providers
to s0@ where we may make Improvements, We may remove information that ideéntifies you from thiz set af medical infarmation te protect your
privacy.

Ve may dise use and disclose medical mformatien; )
~To busingss associotes wa have contracted with to parfarm the sgreed upen service and Billing for i
~To remind you tha you: have an sppointment for madical care.
-T0 tell you about possile reatment altamatives,
-To 1ell you 2bout health-reluted benefits or senices.
To inform funeral dwectors congistent with applcable laws,

Business Associates:

There are som: services prowidad it our office through contracts with business 3ssociates, Exsmples inchude physician services in the
emargency department and radiclogy, cortain laboratory tasts, 3nd 3 dictatian sérvice we use, When thee Seraces Ire contracted, we may
disclose your hoalth information to our butiness 120ciate 50 that they can perform the Job that we have 3sked them to do and bill YOU OF your

insurance for seedces rendesed. To protect your heaith Inforenation, however, we require business associotes to appropetatedy safeguand your
Informatien,

Invdviduals imvolved In Your Care or Payment For Your Care: We ray release medical wlormation about you to a friend or family member who
= irmolvad in your medical care o who Belps you pay for your cars,

Organized Health Care Arrangement: This offics and lts staff has coganized and are presenting you this docusment 35 8 joint notics, Informaticn
will be shared 23 nocessary Lo camry put treatment, puyment, and haalth care. Physicians and careghvers may have actess to protected health
Informatian n their offices to sssist in reewing past treatment s it may sffect treatment a1 the time. )

Affilisted Covered Entity: Carcgivers at other facilities may have access to pratected health information at their locations 1o assit in revicwing
past reatment information 35 it mey affect traatment at this time perod. Please contact the office manager for further information oa the
specific sites included in the affiliated covered antity.

Az Required By Law: We may alwo use and disclase health information for the Tollewing Types of antities, including but not limited to:
=Public health or legal autheeities charged with praventing o controling disoase, Ingury, or disability.
-Workers compensation agents, g )
-Orgen and tissue dosation coganizations.
-Militsry command authorities.
- Health oversighs agencies.



- Funeral Grectors, coroners, and medical directors,
« National security and inteligence seancies,
- Protective Services for President and othars.

Law Enforcement/Lapal Proceedings: We may disdose health infeermation for law enfarcement purpeses s required by laws o¢ in response to a
walid subpoenn,

Your Mealth Information Rights: Although your healtheare record is the physical property of the health care practitianer or offica that compiled
it, you hiave the right to:

Inspact and copy: you have the right to lnspect and copy madical information that may be yead to make Gecisions about yoar care,
Usually this includes madical and blling racords bet does not Indude psychothermpy notes. Wa may deny your requast ta inspect and copy in
certain 3nd very limited droumstances, If you ace denied sccess to madical information, you may requast that tha denial be redevied,

Amend: If you feel that the medical mformation we banve abows you is intorrece of incompleta Yau mdy ask us 10 amend tha
nformation. You have the right to request an amandment for s long a5 the information & kept by us. We mey deny your requast for an
amendment, and if this ccours, You will be notifiad the ressan for tho Genal

An Accounting of Disclosures: you have the right to request an accounting of disclosurss, This ks a kst of dimclosures we make of
medical information abeut you,

Request Restrictions: you have the right 10 request 3 restrictica of imitation o the medical informaticn wa uge or disclose about
you for treatrnertt, piayment or healthcare operations, You akso hove the TENE o requast 3 limit of the medicsl Informatiae we disclote about
yau to scmeone who is irvolved in your care or the payment for your care, fke 8 family member o frisnd. We sre noe required to agres to your
request, F we do agree, wa will coenply with your requast unless the information = needed Lo provida you emergency treatment.

Request Confidentiad Communications: you have the right to request that we commuinicate with you abaut madical mattsrs in a
castain way or 3 cartain location, Le. hospital o at home. We will agres ta the raceest (o the extent that it is reasonable for us to do 50.

A Paper Copy of This Natice: you have the right to 3 papar copy of this notica. You may ask U3 T0 give you a copy of this notica at ary
Hme. To exnercise 2ny of your rights, please obtain the required forms from the affice rmnager and submit your request in writing,

Changes to This Notice:
We reserve the right 1o éhange this natico and i1 revisad or changed natios will be effective for informatian we aitesdy have about you, as
wﬂa‘mwﬁoﬂmﬁonmmmmmmemmmﬁuwﬂ!benmdmthoomeeandbdwomeeﬁecﬁvem

Complainos:
1f you balkave your privacy rights have been vielated, you may file 3 complaint with us by contacting our office and asking for the office -
manages, of you enay file with the Secretaey of the Dopastment of Health and Human Senvices All complaints must be submitted in writing,

Othar Uses of Medical Information: '

Cther uses and disclesures of medical informatian that are not covered by this notice or the lews that apaly w us will ba made only with yaur
writtan permission. If you prowide us permissicn 10 use or disclose madical informstian about you, ¥ou may revoke that permission in writing at
any time. If yyou revoke your permission, we will no longer use or disclose madical information abeut you for the reasons covered by yaur
written awtherization. You understand that we are unable 1o take biock any disclosures we have alroady made with your permission, and that
we are required 10 retain our recoeds of the care that wa provide to you,

Revised June 22, 2021



3{ §}- " Marcella A Frausto MD PA 12430 Montwood Dr. El Paso TX 79928 915-849.9733

CONSENT TO TREATMENT: | voluntarily consent to roceive medical heaith care services pravided by MARCELLA A. FRAUSTO MD PA,
employees and such associates, assistants, and other health care providers, s my physician deem nocessary. ! understand that such services may
include diagnost procedures, examinations, and treatment. | acknowledge that no warranty or guarantee has been made 10 me 23 to result or
ure,

| undrrstand that this consent te treatment will be valid and remain in offect as loag a5 tattend the affice of MARCELLA A, TRAUSTO MA PA unless
revoked by me in writing such written notice provided to each dine attendaed by me.

CONSENT TQ DISCLOSURE OF PROTECTED HEALTH INFORMATION: ¥our protecied beshth information pertams ta your diagnasis
and/or treatment at MARCFLLA A FRALSTO MD PA, nclisding but nat Bmitaa to information cancerning mental ilness (except for psychotherapy
nates, Lse af akcahal or drugs ar communicabie diseases, lnbaratary test results, medical histardes, reatment pragress ar any other such related
informatian.

Dy sipning this Lorm you consent 10 MARCELLA A FRAUSTQ, MD PA use and/ar disciosiere of pratected health information adoul you for tregtmens,
payment, heallh Care operations and &5 otherwise allowad by law. Dur natice of Privacy practices peonvides information adout how the docter
and its worklorce may use and/or ¢ciose protected bealth inforeation about you far treatment, payment, heaith care operations, and as
otherwise allowed by law.

RELEASE FROM UIABILITY: 1 refease and agres to hold harmless MARCELLA A FRAUSTO MD PA snd its agents, representatives, and
employees from any and AW liabidity associated with the release af confidential patient information in accardance with this authoeization, |
understang MARCTLLA & FRAUSTO MD FA cannat be held responsible for the use ar re-disciosure of infarmation by third parties.

FINANCIAL REPONSIBILITY AND ASSIGNMENT OF BENEFITS: in consideration lor ceceiving medical or healln care services, | hereby
assign My FENL titke, and interest in 28 nsurance, Medicaid, Mpdicare, ar other third party payer beaefits for medicat ar bealth care services
othenaise payahle 10 me, ta MARCFLLA A FRALISTD MD PA, and/or medical practice income plan. | also autharze airect payments 2o be made
Ly Medcare, Medicaid, ,and/or nyy insurance company or othar third-party payer, up to the total amount of my medicst and health cane charges
L0 MARCELLA A FRAUSTD MD PA andt for medicat practice income pian. | certify that tha informatian | hawe prodided In connection with any
application for payment by third-party payers, induding Medicarn/Medicaid, is corroct.

| apree 10 pay af charges for medical and health care senvices not coverad by of which exceed the amaunt estimatad to ba pain or actually pawd
by Medicare/Medicaid, rry insurance company, o ather Third paemy paves and 3g0ee 10 make payments as réquasted by MARCELLA A FRAUSTQ
MD PA,

| certify thvat this form bes been fully wxpiamed 10 me, thal | have read it o0 had it read 10 me” and 1hat | understand 1S contents,

ADVANCE DIRECTIVE

| have signed an Advence Disectre __ YES____NO

#yns, is it still In offect? YES NO

I nave provided 3 Signed copy to MARCELLA A FRAUSTOMDPA ___ YES ___ ND

Date:

Patient Name: Date of Birth:

Parent/Legal Guardian Name: {print)

Signature:




To provide you child with the best care in an efficient manner, we ask you follow a few simple policies.

* All doctor visits are by appointment only. There are daily appointments available, but it is
necessary to call first and inquire,
* Please arrive 15 minutes prior to your scheduled appointment time with photo ID,

insurance card, and vaccine record. If you arrive late or do not have the proper items on
hand, your appointment will need to be rescheduled.

e All appointments are to be cancelled in advance.

» Referrals will not be faxed to the specialist’s office; if you need a referral, please call at
least 48 hours in advance of your appointment

e Thereis a S5 fee for lost referrais
Exam rooms are small, therefore, a parent/guardian and patient in the rcom only,

® Please silence cell phones in office

* No food or drink (except infant formula) allowed in waiting arez or exam rooms

* For all well child check-ups or vaccine only visits, only the parent/legal guardian may
accompany patient to visit,

POLITICAS DE LA OFICINA

Cen el fin de proporcionale a su hijo la mejor atencidn de un amanera eficiente, le pedimos
que siga algunas regalas sencillos.

¢ Todas las visitas medicas son solo con cita previa. Hay citas diarias disponibles, pero
£s necesario llamar primero y preguntar.
= Por favor, llegue a tiempo 15 minutos antes de su cita con su identificacién

fotogréfica, tarjeta de seguro, y registro de vacuna. Si llegas tarde, su cita serd
reprogramada.

* Todas las citas deben ser canceladas por adelantado.

* Las referencias no serdn enviadas por fax a lo oficina de un especialista. Si necesita
un referido por favor llame 48 horas antes de |a ¢ita.

* Habra una tarifa de $5 para cualquier referidos perdida.

* lassalas de examen son peguerias. Por lo tanto, un padre/tutor y un paciente solo en
ia habitacién.

* Por favor, silencio teléfonos celulares en la oficina

* No hay comida ni bebidas permitido en la zona de espera y salas de examen.

* Para todos los examenes fisicos anuales y cita para vacunas, solo los padres pueden
traer la paciente,

THANK YOU/GRACIAS
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RELEASE OF PROTECTED PATIENT HEALTH INFORMATION

This release of information may be used to permit 2 covered entity (as defined by HIPAA and applicable
Texas law] to use or disclose an individual's protected heaith information. Individuals completing this form
should read in entirety before signing and complete the sections below relating to their decision to use or
release their protected health information.

Patient for Whom Authorizotion is Made
Patient name: Date of Birth:
Address:

Cell Number: Email address:

Health Care Provider or Health Care Entity Authorized to Disclose Health Information

Name of Medical or Health Care Facility:

Address:

Office Number: Fax Number:

Requested items: Medical Records, including all notes, histories, lab results, radiology studies

Other:

Please send requested information to:

Marcella A Frausto MD PA 12430 Montwood Dr. El Paso TX 79928

SIGNATURE AUTHORIZATION: | have read this form and agree to uses and disclosure of the information
as described, | understand that refusing to sign this form does not stop disclosure of health information
that has occurred prior to revocation or that is otherwise permitted by las without my specific
authorization or permission. | understand that information disclosure pursuant to this authorization may

be subject to redisclosure by the recipient and may no longer be protected by federal or state privacy
laws.

Patient/Legal Representative: Date:




ASSOCIATION

TelemediCine Informed Exns MITNCAT
C 0 nS ent 'Ft-w.-:‘ia s Canng ‘o Tu.u'm:'

Telemedicine services involve the use of secure interactive videoconferencing
equipment and devices that enable health care providers to deliver health care
services 1o patients when located at different sites.

1. | understand that the same standard of care applies to a telemedicine visit as applies 0 an in-person
visit,

2. | understand that | will not be physically in the same room as my health care provider. | will be notified of
and my consent obtainad for anyone other than my heaithcare provider present in the room.

3. | understand that there are potential risks to using technology, including service interruptions,
interception, and technical difficulties.

a_ Ifitis determined that the videoconferencing equipment and/or connection is not adequate, |
understand that my health care provider or | may discontinue the telemedicine visit and make other
arrangements to continue the visit.

4. | understand that | have the right to refuse to participate or decide to stop participating in a telemedicine
visit, and that my refusal will be documented in my medical record. | alsc understand that my refusal will
not affect my right to future care or treatment. —— _

a. | may revoke my right at any time by contacting Marcelia A Fralsto MD PA at 915-849-9733.

5. 1 understand that the laws that protect privacy and the confidentiality of health care information apply to
telemedicine services.

6. | understand that my health care information may be shared with other individuals for scheduling and
billing purposes,

a. | understand that my insurance carrier will have access to my medical records for quality
review/audit.

b. | understand that | will be responsible for any out-of-pocket costs such as copayments or
coinsurances that apply to my telemedicine visit.

c. | understand that health plan payment policies for telemedicine visits may be different from policies
for in-person visits.

7. | understand that this document will become a part of my medical record.

By signing this form, | attest that | (1) have personally read this form (or had it explained to me) and fully
understand and agree to its contents; (2) have had my questions answered to my satisfaction, and the
risks, benefits, and alternatives to telemedicine visits shared with me in a language | understand; and {3) am
located in the state of Texas and will be in Texas during my telemedicine visit(s).

Patient/Parent/Guardian Printed Name Patient/Parent/Guardian Signature

Witness Signature Date

© 2019 Texas Medlical Assoclation. All rights reserved.

The Texas Medical Association acknowdedges the Texas Medical Association Special Funds Foundation Lo A
for its support of this document theough funds awarded by The Physicians Foundation. FAUNDATION

NOTICE Tren Inkrmation |5 prowidod a8 3 commartany 00 legal lssues 90 15 ntt Infonded 10 rovide advion on any speciic legel matier, Tris intormation shoulkd NOT bo corsitared
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epdk adice, ord (3) e Ifcomation i3 of & gereat charader. Athoaogh TRU Dk attwimgsed 19 prmen mdwriss thal ww sud uswhd, =cene malerisd iy be ouklsed and
TIWA =hail not be liabie to anyone S0 any INDICurady, &0 OF oniseitn, legardiass of Cause, o ¥or iy davages resding arafiom, Any legad fooss sow ondy provided fon U cosm of
vaymn' N consuiation wih ther atomeys. You houkd not rely on this informagon witen dedling with persanal lepal matters, cochar legal advos from rataned (e counsel Al
e oyl
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