Me Ch Arnold Mech, MD

Psychiatrist
PATIENT REGISTRATION FORM

Please complete all sections. The patient, if an adult is regarded as being responsible for all charges generated.

Date:
Last Name: First: S.S#:
Address: City: State: Zip:
Sex: Age: Date of Birth: Marital Status:
Phone Numbers: Home: Cell: Work:
Email: Pharmacy:
Emergency contact: Last: First:
Relationship to Patient: Phone: Alt:
Address:

INSURANCE INFORMATION
Person responsible for account: Last: First:
Relationship to Patient: Date of Birth: SS#:

Address (if different from above):

City: State: Zip:

Insurance Company: Contact #:

Subscriber #: Group #:

Name of Insured on Card:

Responsible party agrees to fill out new form when any of the above information changes. Wrong information may result in
incorrect filing and subsequent charges.
SECONDARY INSURANCE

Insurance Company: Contact #:

Subscriber #: Group #:

ASSIGNMENT AND RELEASE
I, the undersigned, hereby authorize and direct my insurance carrier to pay directly to Mech Mental Health Innovations, PA all
insurance benefits, if any, due to me under by insurance plan. | further agree to pay the balance of the charges not paid by my
insurance. | hereby authorize the release of any information necessary to secure payment of benefits. | also authorize the use of
this signature on all insurance submissions. If the patient is a minor, | as a legal guardian give consent for treatment for this and
future services rendered. | have received the Notice of Privacy Practices and | have been provided an opportunity to review it.

Responsible Person/Patient

Signature: Date:
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Me Ch Arnold Mech, MD

Psychiatrist
FINANCIAL RESPONSIBILITY AGREEMENT

Patient Name: Date of Birth:
Last First

1. l understand and agree that | will be financially responsible for any and all charges for services not paid by my insurance for my
visits. This includes any medical service or visit, preventive exam or physical, prescription refills, lab testing, x-ray, EKG, and any
other screening service or diagnostic testing ordered by the physician or the physician’s staff.

2. | understand and agree it is my responsibility and not the responsibility of the Physician or Office to know if my insurance will pay
for my medical service or visit, preventive exam or physical, lab testing, x-ray, EKG, and any other screening service or diagnostic
testing ordered by the physician or the physician’s staff.

3. lunderstand and agree it is my responsibility to know if my insurance has any deductible, co-payment, co-insurance, out-of-
network amounts, usual and customary limit, or any other type of benefit limitation for the services | receive, and | agree to make
full payment whenever required.

4. | understand and agree it is my responsibility to know if the physician or provider | am seeing is a contracted in-network provider
recognized by my insurance company or plan. If the physician or provider is not recognized by insurance company or plan, it may
result in claims being denied or higher out of pocket expense to me. | understand this and agree to be financially responsible and
make full payment.

5. 1 understand that the physician may charge a $35.00 fee if | do not show up for my appointment or cancel without a 24-hour
notice.

6. | understand that if | need a copy of my medical records, a printing fee will be charged.

7. lunderstand that any forms to be filled out by the physicians will have a fee assessed.

8. l understand that | will be required to provide a valid form of payment, either check or credit card which will be run
electronically. Any returned check will be charged $30 penalty fee.

9. | understand that any account balance that is 90 days past due will be sent to collections and that it is my responsibility to ensure
that my insurance and contact information is always current and updated.

Signature: Date:
(Please sign here — Patient or responsible party)

Responsible Party Name:

(Please print name of Responsible Party if different from Patient)
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Me Ch Arnold Mech, MD

Psychiatrist
Authorization for Disclosure of Health Information

Patient Name:

Date of Birth: Phone:
Address:
City: State: Zip:

1. I authorize the use or disclosure of the above named individual’s health information as described below.

2. The following individual or organization is authorized to make the disclosure:
Mech Mental Health Innovations
9191 Kyser Way, Suite 101
Frisco, TX 75033

3. The type and amount of information to be used or disclosed is as follows: (include dates where appropriate).
______ Complete health records _____ lLabresults/X-ray reports
____Physical exam ___ Consultation reports
______Immunization record
______ Other (please specify:

4. | understand that the information in my health record may include information relating to sexually transmitted disease, acquired
immunodeficiency syndrome (AIDS) or human immunodeficiency virus (HIV). It may also include information about behavioral or
mental health services and treatment for alcohol and drug abuse.

5. This information may be disclosed to the following individual(s):
Patient/Guardian Spouse Child
Co-worker Secretary Receptionist

6. Please indicate where you give the office permission to leave voicemails or texts concerning your appointments:
Home Phone Cell Phone Work Phone

7. lunderstand that | have a right to revoke this authorization at any time. | understand that if | revoke this authorization | must do
so in writing and present my written revocation to the health information management department. | understand that the
revocation will not apply to my insurance company when the law provides my insurer with the right to contest a claim under my
policy. Unless otherwise revoked, this authorization will expire on the following date, event, or condition:

Signature of patient or legal representative Signature of witness

Date:
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Arnold Mech, MD
Psychiatrist

Informed Consent for Telemedicine Services

Telemedicine involves the use of electronic communications to enable health care providers at different locations to share individual
patient medical information for the purpose of improving patient care. Providers may include primary care practitioners, specialists,
and/or subspecialists. The information may be used for diagnosis, therapy, follow-up and/or education, and may include any of the
following:

- Patient medical records

- Medical images

- Live two-way audio and video

- Output data from medical devices and sound and video files.

Electronic systems used will incorporate network and software security protocols to protect the confidentiality of patient
identification and imaging data and will include measures to safeguard the data and to ensure its integrity against intentional or
unintentional corruption.

Expected Benefits:

- Improved access to medical care by enabling a patient to remain in a remote site while the physician obtains test results and
consults from a distant/other site.

- More efficient medical evaluation and management.

- Obtaining expertise of a distant specialist.

Possible Risks:

As with any medical procedure, there are potential risks associated with the use of telemedicine. These risks include, but may not be
limited to:

- In rare cases, information transmitted may not be sufficient (e.g. poor resolution of images) to allow for appropriate medical
decision making by the physician and consultant(s);

- Delays in medical evaluation and treatment could occur due to deficiencies or failures of the equipment;

- In very rare instances, security protocols could fail, causing a breach of privacy of personal medical information;

- In rare cases, a lack of access to complete medical records may result in adverse drug interactions or allergic reactions or other
judgment errors;

By reading this text, | understand the following:

1. l understand that the laws that protect privacy and the confidentiality of medical information also apply to telemedicine, and that
no information obtained in the use of telemedicine which identifies me will be disclosed to researchers or other entities without my
consent.

2. l understand that | have the right to withhold or withdraw my consent to the use of telemedicine in the course of my care at any
time, without affecting my right to future care or treatment.

3. l understand that | have the right to inspect all information obtained and recorded in the course of a telemedicine interaction, and
may receive copies of this information for a reasonable fee.

4. | understand that telemedicine may involve electronic communication of my personal medical information to other medical
practitioners who may be located in other areas, including out of state.

5. l understand that it is my duty to inform my doctor of electronic interactions regarding my care that | may have with other
healthcare providers.

6. | understand that | may expect the anticipated benefits from the use of telemedicine in my care, but that no results can be
guaranteed or assured.

7.l understand that my insurance deductibles and/or co-pays apply to telemedicine services.
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Arnold Mech, MD
Psychiatrist

Patient Consent To The Use of Telemedicine Services

| have read and understand the information provided above regarding telemedicine, have discussed it with my

physician or such assistants as may be designated, and all of my questions have been answered to my satisfaction.

I hereby give my informed consent for the use of telemedicine in my medical care.

| hereby authorize Arnold Mech, MD to use telemedicine services in the course of my evaluation, diagnosis and treatment.

Signature of Patient: Date:
(or authorized signer)

Authorized Signer:
(relationship to patient)

Witness: Date:
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Mec Arnold Mech, MD
Psychiatrist

Patient Name: Date:

HIPAA Consent Form
The Health Insurance Portability and Accountability Act (HIPAA) provides safeguards to protect your privacy.
Implementation of HIPAA requirements officially began on April 14, 2003. Many of the policies have been our
practice for years.

What this is all about:

Specifically, there are rules and restrictions on who may see or be notified of your Protected Health
Information (PHI). These restrictions do not include the normal interchange of information necessary to
provide you with Telehealth services. HIPAA provides certain rights and protections to you as the patient. We
balance these needs with our goal of providing you with quality professional service and care. Additional
information is available from the U.S. Department of Health and Human Services. www.hhs.gov

We have adopted the following policies:

1. Patient information will be kept confidential except as is necessary to provide services or to ensure that all
administrative matters related to your care are handled appropriately. This specifically includes the sharing of
information with other healthcare providers, laboratories, health insurance payers as is necessary and
appropriate for your care. Patient files may be stored in open file racks and will not contain any coding which
identifies a patient’s condition or information which is not already a matter of public record. The normal
course of providing care means that such records may be left, at least temporarily, in administrative areas
such as the front office, examination room, etc. You agree to the normal procedures utilized within the office
for the handling of charts, patient records, PHI and other documents or information.

2. The practice utilizes a number of vendors in the conduct of business. These vendors may have access to PHI
but must agree to abide by the confidentiality rules of HIPAA.

3. You agree to bring any concerns or complaints regarding privacy to the attention of the office manager or
the doctor.

4. Your confidential information will not be used for the purposes of marketing or advertising of products,
goods or services.

5. We agree to provide patients with access to their records in accordance with state and federal laws.

6. We may change, add, delete or modify any of these provisions to better serve the needs of both the
practice and the patient.

| , do hereby consent and acknowledge my Agreement to the
terms set forth in the HIPAA INFORMATION FORM and any subsequent changes in office policy. |
understand that this consent shall remain in force from this time forward.

Patient Signature:

Date:
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Me Ch Arnold Mech, MD

Psychiatrist
NOTICE OF PRIVACY PRACTICES

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. THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

We are required by federal and state law to maintain the privacy of your health information. We are also required to give you this
Notice about our privacy practices, our legal duties, and your rights concerning your health information. We must follow the privacy
practices that are described in this Notice while it is in effect. This Notice takes effect December 01, 2021 and will remain in effect
until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted
by applicable law. We reserve the right to make the changes in our privacy practices and the new terms of our Notice effective for all
health information that we maintain, including health information we created or received before we made these changes. In the
event we make a material change in our privacy practices, we will change this Notice and provide it to you. You may request a copy
of our Notice at any time. For more information about our privacy practices, or for additional copies of this Notice, please contact us
using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION

We use and disclose health information about you for treatment, payment and healthcare operations.
Treatment: We may use or disclose your health information to another healthcare provider for:

a) The provision, coordination, or management of health care and related service by healthcare providers;
b) Consultation between health care providers relating to a patient;

c) The referral of a patient for health care from one health care provider to another, or

d) Recall information

Payment: We may use and disclose your health information to obtain payment for services we provide to you. This may include:
a. Billing and collection activities and related data processing;

b. Actions by a health plan or insurer to obtain premiums or to determine or fulfill its responsibilities for coverage and
provision of benefits under its health plan or insurance agreement, determinations of eligibility or coverage, adjudication or
subrogation of health benefit claims;

C. Medical necessity and appropriateness of care reviews, utilization review activities; and

d. Disclosure to consumer reporting agencies of information relating to collection of premiums or reimbursement.

Healthcare Operations: We may use and disclose your health information in connection with our health care operations such as
quality assessment and improvement activities, reviewing the competence or qualifications of healthcare professionals, evaluating
practitioner and provider performance, conducting training programs, accreditation, and certification, licensing or credentialing
activities.

Your Authorization: You may give us written authorization to use your health information or to disclose it to anyone for any
purpose. If you give us authorization, you may revoke it in writing at any time. Your revocation will not affect any use or disclosures
permitted by your authorization while it was in effect. Unless you give us a written authorization, we cannot use or disclose your
health information for any reason except those described in this Notice.

Marketing Health Products or Services: We will not use your health information for marketing communications without your prior
written authorization. We may provide you with information regarding products or services that we offer related to your health care
needs. We will never sell your health information without prior authorization.

To You, Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights section of this
Notice. We may disclose your health information to a family member, friend or other person to the extent necessary to help with
your healthcare or with payment for your healthcare, but only if you agree that we may do so or if it is necessary in our professional
judgment.
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Mech

Persons Involved in Care: We may use or disclose health information to notify, or assist in the notification of (including identifying or
locating) a family member, your personal representative or another person responsible for your care, of your location, your general
condition, or death. If you are present, then prior to use or disclosure of your health information, we will provide you an opportunity
to object to such uses of professional judgment disclosing only health information that is directly relevant to the person’s
involvement in your healthcare. We will also use our professional judgment and our experience with common practice to make
reasonable inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or other
similar forms of health information.

Arnold Mech, MD
Psychiatrist

Required by Law: We may use or disclose your health information when we are required to do so by law, including judicial and
administrative proceedings.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a
possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your health
information to the extent necessary to avert a serious threat to your health or safety or the health or safety of others.

National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain
circumstances. We may disclose to authorized federal officials, health information required for lawful intelligence,
counterintelligence, and other national security activities. We may disclose to correctional institutions or law enforcement officials
having lawful custody of protected health information of inmates or patients under certain circumstances.

Appointment Reminders and Treatment Alternatives: We may use or disclose your health information to provide you with
appointment reminders (such as voicemail messages, postcards, or letters) or information about treatment alternatives or other
health related benefits and services that may be of interest to you.

PATIENT RIGHTS

Access: You have the right to review or get copies of your health information, with limited exceptions. You may request that we
provide copies in a format other than photocopies. We will use the format you request unless we cannot practicably do so. You must
make a request in writing to obtain access to your health information. You may obtain a form to request access by using the contact
information at the end of this Notice. We will charge you a reasonable cost based fee for expenses such as copies and staff time. You
may also request access by sending us a letter to the address at the end of this Notice. If you request an alternative format, we will
charge a cost based fee for providing your health information in that format. If you prefer, we will prepare a summary or an
explanation of your health information for a fee. Contact us using the information listed at the end of this Notice for a full
explanation of our fee structure.

Disclosure Accounting: You have the right to request a list of instances in which we or our business associates disclosed your
information for purposes, other than treatment, payment, healthcare operations, where you have provided an authorization and
certain other activities. If you request this accounting we may charge you a reasonable fee for responding to these requests.
Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health information.
We are not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in an
emergency).

Alternative Communication: You have the right to request in writing that we communicate with you about your health information
by alternative means or to alternate locations. Your request must specify the alternative means or location, and provide satisfactory

explanation of how payments will be handled under the alternative means or location you request.

Amendment: You have the right to request that we amend your health information. Your request must be in writing, and it must
explain why the information should be amended. We may deny your request under certain circumstances.

Electronic Notice: If you receive this Notice on our Website or by electronic mail (e-mail) you are entitled to receive this Notice in
written form.
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Me C ‘ Arnold Mech, MD
Psychiatrist

QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices or have any questions or concerns, please contact us. If you are concerned
that we may have violated your privacy rights, or you disagree with a decision we have made about access to your health
information or in response to a request you made to amend or restrict the use or disclosure of your health information or to have us
communicate with by alternative means or at alternative locations, you may complain to us using the contact information listed at
the end of the Notice. You may also submit a written complaint to the U.S Department of Health and Human Services upon request.
We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a complaint
with us or with the U.S. Department of Health and Human Services.

Mech Mental Health Innovations
9191 Kyser Way, Suite 101
Frisco, TX 75033
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