Neil Baum, M.D.
3525 Prytania Street , Suite 614
New Orleans, LA 70115
Phone (504) 891-8454
Fax (504) 891-8505

PATIENT INFORMATION

Last Name | SSN | Home Phone

First, MI Work Phone

Address 1 Cell Phone

Address 2 Sex |

City Date of Birth

State | Zip | E-mail

Employer Marital Status

Referring Dr | Employment Full Part
Primary Care Dr | Student

Emergency contact (not living with you|

Emergency Phone #

Relationship to patient |

Pharmacy Name |

Pharmacy Phone #

Spouse (parent/guardian if minor) |

Spouse’s date of birth |

Spouse’s / Parent's employer & address]| Phone # |

Do you have a living will |

Do you have power of attorney| Yes

No

How did you hear about our practice ad doctor yellow pages fandilyiend _ other
website hospital insurance plan
Payment Authorization

| hereby authorize my benefits to be paid diretdyNEIL BAUM, M.D. and am financially responsible for non-covered
services and / or balances not paid by the inseraacier. | also authorize release of my inconferimation required to
process these claims. | authorize you to give@asanable and proper medical care, including dsigntveatment (medical

and surgical), by today’s standards.

In addition, | agree to pay a $25 fee for any ndsappointments ( $100 for procedures) not cancddie@:00 pm on the
business day before my scheduled appointment.

SIGNATURE

DATE

PLEASE PRESENT YOU DRIVER’S LICENSE and INSURANCE CARD at CHECK IN

INSURANCE INFORMATION

Primary Insurance

Expiration date |

Effective date Patient’s Relationship: Self Spouse  Child
Subscriber Name Patient’s Certificate suffix:

Member ID No. Subscriber’s Certificate suffix:

Group Name Policy Telephone #]

Group No.

Subscriber D.O.B.

Secondary Ins. Expiration date |

Effective date Patient’s Relationship: Self Spouse  Child

Subscriber Patient’s Certificate suffix:
Certificate Subscriber’s Certificate suffix:
Group Name Policy Telephone #]

Group No.
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Neil Baum, M .D.

3525 Prytania Street , Suite 614
New Orleans, LA 70115
Phone (504) 891-8454
Fax (504) 891-8505

NOTE: This is a confidential record and will be képt your doctor’s office. Information containedére will not be released to anyone without
your authorization to do so.

DATE / /

LAST NAME FIRST NAME MIDDLE
SOCIAL SECURITY NO. DATE OF BIRTH / /

REF. PHYSICIAN PRIMARY PHYSICIAN

CHIEF COMPLAINT: What is the main reason for your visit today? (Describe your problem in detail.)

For Physician’s Use Only (4)
History Of Present IlIness
*Location
*Quality
*Severity
*Duration
*Timing
*Context
*Motivating Factors
*Associated Signs & Symptoms

Past Medical & Social History
List al seriousillnessesin your immediate family. (Example: diabetes, tuberculosis, cancer, heart disease, etc.)

List any persona past illnesses and/or surgeries and when they occurred.
IlInessor Surgery Date IlInessor Surgery Date

Areyou on any medications? YES OR NO

Do you: Consume caffeinated food/drinks? YES OR NO Smoke? YES OR NO
If yes how much? If yes how long/packs per day?
Consume Alcohol? YES OR NO Have a special diet?

If yes how much?

Do you have any known drug allergies? YES OR NO (If yes, listall.)
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Neil Baum, M.D.

3525 Prytania Street , Suite 614
New Orleans, LA 70115
Phone (504) 891-8454
Fax (504) 891-8505

Review of Systems
Do you now or have you had any problems related to the following systems? Circle yes or No.

A. Consgtitutional Systems H. Integumentary
Fever Y N Skin Rash Y N
Chills Y N Other
Headache Y N
Other
B. Eyes I. Musculoskeletal
Blurred Vision Y N Joint Pain Y N
Double Vision Y N Back Pain Y N
Other Other
C. Allergic/lmmunologic J. Ear/Nose/Throat/M outh
Hay Fever Y N Sinus Problems Y N
Drug Allergies Y N Other
Other
D. Neurological K. Genitourinary-Male
Tremors Y N Urine Retention Y N
Dizzy Spells Y N Erectile Dysfunction Y N
Numbness/Tingling Y N Urinary Frequency Y N
Other Other
E. Endocrine L. Genitourinary-Female
Excessive Thirst Y N Loss of Urine Y N
Too Hot/Cold Y N Painful Urination Y N
Tired/Sluggish Y N Urinary Frequency Y N
Other Date Last Menstrual Period:
Other
F. Gastrointestinal M. Respiratory
Abdominal Pain Y N Frequent Cough Y N
Nausea/V omiting Y N Shortness of Breath Y N
Other Other
G. Cardiovascular N. Hematological/Lymphatic
Heart Trouble Y N Swollen Glands Y N
HighBlood Pressure 'Y N Blood Clotting Problems Y N
Other Other
0. Psychologic
Areyou generally satisfied with your life? Y N
Do you feel severely depressed? Y N
Other
For Physicians Use Only (Comments/Notes)
Physician: Date: / /
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Neil Baum, M.D.

3525 Prytania Street , Suite 614
New Orleans, LA 70115
Phone (504) 891-8454
Fax (504) 891-8505

RELEASE OF PERSONAL MEDICAL INFORMATION

[, , dlow the office of Neill Baum, M.D. to discuss my

medical information with the following individuals:

Name Relationship to Patient
Name Relationship to Patient
Name Relationship to Patient
Name Relationship to Patient
Patient Signature Date

Expires one year from date signed.

FOR OFFICE USE ONLY

Date: Initials of Witness:
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THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.

If you have any questions about this Notice, please contact the Privacy Officer at (504) 891-8454
or by mail at:
Neil Baum, M.D., A.P.M.C.
3525 Prytania Street, Suite 614
New Orleans, LA 70115

A. WHO WILL FOLLOW THIS NOTICE : This Notice describes our Organization’s practies that of:

1. Neil Baum, M.D., A.P.M.C. (collectively referred to as the “OrganizationAll follow the terms of this Notice. In additiotthis
Organization and its various departments, sitegisuand locations may share medical informatiothvéach other for treatment,
payment or health care operation purposes desdrittbis Notice;

2. Any health care professional authorized to einfermation into your Organization chart;

3. Any member of a volunteer group we allow to hgp while you are treated in the Organization; and

4. All employees, staff and other Organization pensl.

B. WHAT IS THIS NOTICE : This is a Notice of Privacy Practices (“Noticédy the Organization. The Notice describes thgabization’s
practices with respect to the ways in which we msg and disclose Health Information about youaldd describes your rights and certain
obligations the Organization has regarding theamgkedisclosure of Health Information.

C. UNDERSTANDING YOUR HEALTH INFORMATION
1. Each time you visit the Organization, physicianpther health care provider, a record of yowsitvs made. Typically, this record
contains your symptoms, examinations and testteglibgnosis, treatment, a plan for future carte@atment, and the like (“Health
Information”). This Health Information, often refed to as your medical record or chart, serves as
Basis for planning your care and treatment;
Means of communication among the many healtfepstonals who contribute to your care;
Legal document describing the care you received;
Means by which you or a third-party payer carify¢hat services were properly billed;
Tool in educating health professionals;
Source of data for medical research;
Source of information for public health offi@atharged with improving the health of the nation;
Source of data for facility planning, fundragsimnd marketing; and
Tool with which we can assess and continuallykito improve the care we render and the outconeeachieve.
2. Understandlng what is in your medical record laow your Health Information is used and discloselps you to:
a. Ensure its accuracy;
b. Better understand who, what, when, where, and vihgrse may access your Health Information; and
c. Make more informed decisions when authorizing asesdisclosures.

TSe~ooooTe

D. OUR PLEDGE REGARDING HEALTH INFORMATION : We consider your Health Information private and faential and have
policies and procedures in place to protect theltiidaformation against unlawful use and disclosui®e create a record of the care and
services received by you through the Organizatidfe need this record to provide you with qualityecand to comply with certain legal
requirements. This Notice applies to all of theorels of your health care generated by the Orgtoizawhether made by Organization
personnel or your doctor. We are required by lawntake sure that Health Information that idensifi@u is kept private; provide you
notice of our legal duties and privacy practicethwespect to Health Information about you; andofslthe terms of the Notice that is
currently in effect.

E. HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU: The following categories describe different ways
that we use and disclose Health Information. Rahecategory of uses or disclosures, we will expleliat we mean and try to give some
examples. Not every use or disclosure in a cajegil be listed. However, all of the ways we grermitted to use and disclose Health
Information will fall within one of the categories:

1. For Treatment: We may use Health Information about you to previdu with medical treatment or services. We miagldse
Health Information about you to doctors, nurseshmécians, medical students, or other Organizapiersonnel who are involved in
taking care of you at the Organization. For exanpl doctor treating you for a broken leg may nteekinow if you have diabetes
because diabetes may slow the healing process.Ofgmization may also disclose Health Informatdaout you to people outside
the Organization who may be involved in your melézaie after you leave the Organization, such aslyanembers, clergy, or others
we use to provide services that are part of yots.ca

2. For Payment We may use and disclose Health Information abmit so that the treatment and services you recatvéhe
Organization may be billed to and payment may bleced from you, an insurance company or a thayp For example, we may
need to give your health plan information abouétiments you received at the Organization so that pealth plan will pay us or
reimburse you for the treatments. We may alsoytalr health plan about a treatment you are gaingdeive to obtain prior approval
or to determine whether your plan will cover theeirded treatment.
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3. For Health Care Operations We may use and disclose Health Information alyoutfor Organization operations. These uses and
disclosures are necessary to run the Organizatidrmaake sure that all of our patients receive tjualre. For example, we may use
Health Information to review our treatment and g@nand to evaluate the performance of our staffaring for you. We may also
combine Health Information about any Organizatiatignts to decide what additional services the @imgdion should offer, what
services are not needed, and whether certain matnents are effective. We may also disclose Rdafbrmation to doctors, nurses,
technicians, medical students, and other Organizaiersonnel for review and learning purposes. g also combine the Health
Information we have with Health Information fromhet health care entities to compare how we aregdoitowever, we may remove
information that identifies you from this set of &l Information so others may use it to study theahre and health care delivery
without learning who are the specific patients.

4. Appointment Reminders We may also use and disclose Health Informatimncdntact you as a reminder that you have an
appointment for treatment or medical care at thga@ization.

5. Treatment Alternatives: We may use and disclose Health Information tbyli about or recommend possible treatment optans
alternatives that may be of interest to you.

6. Health-Related Benefits and ServicesWe may use and disclose Health Information tb yteli about health-related benefits or
services that may be of interest to you or thetiestparticipating in a healthcare provider networkhealth plan network. We may
also use or disclose Health Information to youdeaibe if, and to what extent, a product or seridgrovided by the Organization or
included in a plan of benefits.

7. Individuals Involved in Your Care or Payment for Your Care: We may release Health Information about you toead or family
member who is involved in your medical care. Weyraso give Health Information to someone who helpg for your care. We
may also tell your family or friends your conditiand that you are currently receiving care at thga@ization. In addition, we may
disclose Health Information about you to an erdisgisting in a disaster relief effort so that yéamily can be notified about your
condition and location.

8. Business AssociatesThere are some services provided in the Organizahrough contacts with business associates. miphas
include certain laboratory tests, data processing, a copy service we may use when making copig®wf health record. When
these services are contracted, we may discloselealth Information to our business associatehabthey can perform the job we
have asked them to do and bill you or your thirdyppayer for services rendered. To protect yoealth Information, however, we
require the business associate to appropriategseafd your Health Information.

9. Research Under certain circumstances, we may use andadisdiealth Information about you for research psepo For example, a
research project may involve comparing the heatith ecovery of all patients who received one meitinato those who received
another for the same condition. All research mtsjechowever, are subject to a special approvatge® designed to protect your
Health Information from improper use or disclosur@his process evaluates a proposed research panjecits use of medical
information. It tries to balance the research sewih patients’ need for privacy. For exampleewtpeople prepare to conduct a
research project, they need to review Health In&diom to look for patients with specific medicaleds. To protect your Health
Information we require that the information theyiesv does not leave the Organization. We will adtralways ask for your specific
permission if the researcher will have access to yame, address or other information that rewehts you are, or will be involved in
your care at the Organization.

10. As Required By Law. We will disclose Health Information about you whequired to do so by federal, state or local law.

11. To Avert a Serious Threat to Health or Safety We may use and disclose Health Information algyoutwhen necessary to prevent a
serious threat to your health and safety or thétthead safety of the public or another person.y Aisclosure, however, would only
be to someone able to help prevent the threat.

F. SPECIAL SITUATIONS:

1. Organ and Tissue Donation If you are an organ donor, we may release Healtbrimtion to Organizations that handle organ
procurement or organ, eye or tissue transplantatido an organ donation bank, as necessary tlitéeiorgan or tissue donation and
transplantation.

2. Military and Veterans: If you are a member of the armed forces, we medgase Health Information about you as required by
military command authorities. We may also reledsalth Information about foreign military personnielthe appropriate foreign
military authority.

3. Workers’ Compensation The workers’ compensation program provides dentefr work-related injuries or illness. We majaase
Health Information about your work-related injunyarcupational sickness to your employer, or asmwilse required by state law.

4. Public Health Risks We may disclose Health Information about yougablic health activities. These activities gefigrmclude
the following:

Preventing or controlling disease, injury oabisity;

Reporting births and deaths;

Reporting child abuse or neglect;

Reporting reactions to medications or problertk products;

Notifying people of recalls of products thatytimeay be using;

Notifying a person who may have been exposeal disease or may be at risk for contracting oragtirgy a disease or condition;

and

g. Notifying the appropriate government authoritwe believe a patient has been the victim of abnsglect, or domestic violence.
We will only make this disclosure if you agree drem required or authorized by law.

5. Food and Drug Administration: We may disclose to the FDA Health Informationatile to either an FDA-regulated product or
activity, or to adverse events with respect to foedpplements, product and product defects, or pumtketing surveillance
information to enable product recalls, repairsraplacements. These activities are necessanhégaovernment to monitor quality,
safety, and effectiveness.

~oooow
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10.

11.

12.

Health Oversight Activities: We may disclose Health Information to a healtfersight agency for activities authorized by law.
These oversight activities include, for exampleits, investigations, inspections, and licensuraese activities are necessary for the
government to monitor the health care system, gowent programs, and compliance with civil rightsda

Lawsuits and Disputes If you are involved in a lawsuit or a disputes way disclose Health Information about you in cese to a
court or administrative order. We may also diselbiealth Information about you in response to geeha, properly issued discovery
request, or other lawful process by someone elsaviad in the dispute, except to the extent that gave requested or obtained an
order protecting the information requested.

Law Enforcement We may release Health Information if asked tsddy a law enforcement official:

In response to a court order, subpoena, wasamtmons or similar process;

To identify or locate a suspect, fugitive, metlewitness, or missing person;

About the victim or a crime if, under certaimiied circumstances, we are unable to obtain th&opés agreement;

About a death we believe may be the resultiafinal conduct;

About criminal conduct at the Organization; and

In emergency circumstances to report a crime;ldication of the crime or victims; or the identitescriptions or location of the
person who committed the crime.

Coroners, Medical Examiners and Funeral Directors We may release Health Information to a coromemedical examiner. This
may be necessary, for example, to identify a demkbperson or determine the cause of death. Weafsayelease Health Information
about patients of the Organization to funeral doecas necessary for them to carry out their dutie

Protective Services for the President and OthersNe may disclose Health Information about you utharized federal officials so
they may provide protection to the President, othehorized persons, foreign heads of state, cotaluct special investigations.
Inmates. If you are an inmate of a correctional instibatior under the custody of a law enforcement cffiaive may release Health
Information about you to the correctional institutior law enforcement official. This release isessary (1) for the institution to
provide you with health care; (2) to protect yoealh and safety or the health and safety of oflver&3) for the safety and security of
the correctional institution.

Alcohol/Drug Patient Records The confidentiality of alcohol and drug abuseigrd@trecords maintained by this program is protkcte
by federal law and regulations. Generally, thegpaa may not say to a person outside the progratretpatient attends the program,
or disclose any information identifying a patiestan alcohol or drug abuser unless one of theviilip conditions is met: (1) the
patient consents in writing; (2) the disclosureaailewed by a court order; or (3) the disclosurenade to medical personnel in a
medical emergency or to qualified personnel foeagsh, audit, or program evaluation.

~eooow

G. YOUR RIGHTS REGARDING HEALTH INFORMATION ABOUTY OU:

1.

Right to Inspect and Copy You have the right to inspect and copy Healtloinfation kept in the Organization’s designated rgéco
set and used to make decisions about your careallysthis includes medical and billing recordst Hoes not include psychotherapy
notes. To inspect and copy your Health Informatigou must submit your request in writing to thév&ey Officer, Neil Baum,
M.D., A.P.M.C., 3525 Prytania Street, Suite 614, Ne Orleans, LA 70115 If you request a copy of your Health Informatieove
may charge a fee for the costs of copying, maibn@ther supplies associated with your requessllasved by state law. We may
deny your request to inspect and copy in certaiy imited circumstances. If you are denied acdeddealth Information, you may
request in writing that the denial be reviewedeaBk submit your written request to the Privacyc@®ffwho will forward the matter to
another licensed health care professional choséhéb@rganization to review your request and theale The person conducting the
review will not be the person who denied your alitequest. We will comply with the outcome of theiew.
Right to Amend: If you feel that Health Information we have abgau is incorrect or incomplete, you may requasiiiting that it
be amended. You have the right to request an amemidfor as long as the Health Information is Kepbr for the Organization. To
request an amendment, your request must be madsting and submitted to the Privacy Officer. Iddition, you must provide a
reason that supports your request. We may deny rgguest for an amendment if it is not in writimgdoes not include a reason to
support the request. In addition, we may deny yequest if you ask us to amend Health Informati:

a. Was not created by us, unless reasonable prigif géhat the person or entity that created tHerination is no longer

available to make the amendment;

b. Is not part of the Health Information kept byfarthe Organization;

c. Is not part of the Health Information which ywauld be permitted to inspect and copy; or

d. Is otherwise accurate and complete.
Right to an Accounting of Non-Routine Disclosures You have the right to request an accountingiséldsures. This is a list of
“non-routine” disclosures we made of Health Infotima about you, and may include disclosures foeaesh, pursuant to a subpoena,
or to public officials if required by law. To regst this list or accounting of disclosures, you hsusbmit your request in writing to the
Privacy Officer. Your request must state a timeqgak which may not be longer than six years ang n@t include dates before April
13, 2003. Your request should indicate in whatfgou want the list (for example, on paper, eletutrally). The first list you request
within a 12-month period will be free. For addita lists, we may charge you for the costs of mimg the list. We will notify you of
the cost involved and you may choose to withdramodify your request at that time before any casgsincurred.
Right to Request Restrictions You have the right to request a restrictionimitation on the Health Information we use or disd
about you for treatment, payment or health careatjpms. You also have the right to request atlioni the Health Information we
disclose about you to someone who is involved iarycare or the payment for your care, like a fanmigmber or friend. For
example, you could ask that we not use or disciof@mation about a surgery. Howeveve are not required to agree to your
request. To be binding, the Organization’s consent musinberiting and approved by the Privacy Officerf. wie do agree, we will
comply with your request unless the Health Infoiorais needed to provide you emergency treatmdiut.request restrictions, you
must make your request in writing to the Privacyicef. In your request, you must tell us (1) whigalth Information you want to
limit; (2) whether you want to limit our use, digsure or both; and (3) to whom you want the lirtatapply, for example, disclosures
to your spouse.
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5. Right to Request Confidential Communications You have the right to request that we commueiedth you about medical matters
in a certain way or at a certain location. Forregke, you can ask that we only contact you at veorky mail. To request confidential
communications, you must make your request in mgitd the Privacy Officer. We will not ask you tremson for your request. We
will accommodate all requests deemed reasonablidyOrganization. Your request must specify howwbere you wish to be
contacted.

6. Right to a Paper Copy of This Notice You have the right to a paper copy of this Nati¢crou may ask us to give you a copy of this
Notice at any time. To obtain a paper copy, pleadenit a written request to the Privacy Officer.

H. CHANGES TO THIS NOTICE : We reserve the right to change this Notice. Werkesthe right to make the revised or changed Motic
effective for Health Information we already haveabyou as well as any Health Information we reeéivthe future. We will post a copy
of the current Notice on our website and in publigkible sites throughout the Organization. Traibe will contain on the first page the
issue date (i.e. the effective date) and last eevidate. In addition, each time you register atreradmitted for treatment or health care
services as an inpatient or outpatient, we wilkoffou a copy of the current Notice in effect. Yoay view and print a current copy of the
Notice on our website at any time.

. COMPLAINTS : If you believe your privacy rights have been vietht you may file a complaint with the Organizationwith the
Secretary of the Department of Health and Humawni&es. To file a complaint with the Organizatimontact the Privacy Officer. To
contact the Office of Public Health write to OffioéPublic Health, HIPAA Coordinator, PO Box 62%tBn Rouge, LA 70821. To contact
the Department of Health and Human Services, woitd.S. Department of Health and Human Service8, I8@ependence Avenue, SW,
Washington, D.C., 20201. All complaints must bbraiited in writing. You will not be penalized for filing a complaint.

J. OTHER USES OF HEALTH INFORMATION : Other uses and disclosures of Health Informatiaincovered by this Notice or the laws
that apply to the Organization will be made onlghayour written permission. If you provide us pé&sion to use or disclose medical
information about you, you may revoke that permoigsin writing, at any time. If you revoke yourrpgssion, we will no longer use or
disclose Health Information about you for the reessoovered by your written authorization. You ustend that we are unable to take
back any disclosures we have already made with getmission, and that we are required to retairrecords of the care that we provided
to you.
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Nell Baum, M.D.

3525 Prytania Street , Suite 614
New Orleans, LA 70115
Phone (504) 891-8454
Fax (504) 891-8505

NOTICE OF PRIVACY PRACTICESACKNOWLEDGEMENT

| understand that, under the Health Insurance Bititfeand Accountability Act of 1996 (“HIPAA”), |
have certain rights to privacy regarding my pradchealth information. | understand that this
information can and will be used to:

e Conduct, plan and direct my treatment and followampong the multiple healthcare
providers who maybe involved in that treatmentatlyeand indirectly.

¢ Obtain payment from third-party payers.

e Conduct normal healthcare operations such as guagsessments and physician
certifications.

| have received youNotice of Privacy Practices containing a more complete description of the uses
and disclosures of my health information. | untierd that this organization has the right to chatgye
Notice of Privacy Practices from time to time and that | may contact this erigation at any time at
the address above to obtain a current copy oNttece of Private Practices.

| understand that | may request in writing that yestrict how my private information is used or
disclosed to carry out treatment, payment or heedite operations. | also understand you are not
required to agree to my requested restrictionsjflydu do agree then you are bound to abide by suc
restrictions.

Patient Name:

Signature of Patient or
Legally Responsible Party:

Relationship to Patient:

Date:

Expires one year from date signed
OFFICE USE ONLY

| attempted to obtain the patient’s signature iknagvledgement on this Notice of Privacy Practices
Acknowledgement, but was unable to do so as docteddaelow:

Date: Initials: Reason:
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