
PATIENT'S NAiIE:

Atlanta Pulmonary & Sleep Solutions
Torsem L. Gupto, F.C,C.P.

OoIMNE|EIS|YI PAIIETf T HSION|V

DATE: ........._r/_/_

Vvhat is the reason for your visit today?

D$crlbe the followlng:

Location: How long have you had this problem?

Moderate SevereHo\,v severe is this Droblsn? Ci.cl€ one: Mild

How onen are you having this problsn?

\Mat caused lhe Droblsn?

Does anything else occur with this probl€m?

List previous hospitalizalionysurgeties/serious injuries When?

Past Social History: (Clr€lo urtat applies)

Use ofAlcohol: Never Rarely Moderate Daily

Usa of Tobacco: Never Fomer Curent packs per day

Excessive emosure at home or work to: Fumes Dust Solvents Noise

Familv Medicel Hl8toru

AE Dissa3es lf Doceased. Cau3o of D,eath

Father

Mother

Sibling(s)

AGE:

Llst Medlcafion A ergles
1.

Llst Cwrcnt Medlcat/p,ns

1.

2.

1.

Have you ever had the followlnp? {Please clrcl€l

Cancer

Arthritis/Gout

Diabetes

Stroke

Hypertension

Heart trouble

Convulsions

Venereal Disease

Hereditary Defects

BleedingTendency Acutelnfections





Atlanta Pulmonary & Sleep Solutions
245 Vi age Center Pl<vvy, Ste 100, Stockbidge, GA 30281

Tarsem L Gupta il.D., F,C,G,P.

DATEzJJ

Phone: 770.506.7171. Faj/.: 770.506.8406

Pationt lnformatlon Shoet

(Last)

Mailing Address:

(First) (M.t)

Residence (if different than above)

Home Phone #: Cell #

Last 4 SSN:

Date of Birth:

SEX: Male / Female

MARITAL STATUS
Single Maried Widowed

Age: _

Divorced

Name of Soouse:

Employer:

Address:

Phone: Ext.

Occupation:

Spouse's Employer:

Address:

Phone: Ext.

Occupation:

Nearest Relative (not living with you): Relationship:

Address:

Phone #: Work f

Emergency Contact (other than Relative): Relationship:

Phone #: Work#:

Were you referred to our office? _Yes_No lf Yes, by Whom:

Reason for Referral:

lf No, how did you find out about our office:

Signature:





Have you rccendy experlenced any of tlle followlng?

CONST|TUNO AL
Good general health lately O No tr Yes
Recent weight chango ONo ElYes
Fevers Cl No O yes
Fatigue ONo trYes
Headaches uNo Oyes

EYES
Eye disease or injury o No ll Yes
Wear glasseycontact lens Cl No El Yes
Blurry or double vision o No tr Yes
Glaucoma oNo OYes

Joint pain
Joint stiffness
Weakness ol muscles
orjoints

Muscla pain or cramps
Back pain
Cold extrsmiti€s
Ditriculty in walking

sKll{
Rash or iiching
Change in skin color
Change in hair or nails
Varicose veins
Breast pain
Breast lump
Brsast dischafge

ONo OYes
BNo BYes

ENo UYes
ONo OYes
g No fl Yes
ElNo OYes
trNo oYes

O No cl Yes
uNo OYes
B No El Yes
u No OYes
tJ No El Yes
ONo QYes
c|No OYes

O No Ll Yes
O No fl Yes
ONo EYes
tr No BYes
ONo trYes
ONo OYes
ONo BYes

ENT
Hearing loss
Ringing in the ears
Earaches or drainage
Sinus problems
Nose bleeds
Mouth sores
Bleeding gums
Bad breath or bad tast€
Sore throat or
voice changes
Swollen glands in neck

CARDIOVASCULAR
Heart trouble o No o Yes
chest Dains o No fl Yes
Sudden heartbeat changestr No o Yes
Swelling of feet, ankles
or hands

RESPIRATORY
Frequenl coughing
Spitting up blood
Shortness of breath
Asthma or wheezing

GASTROII{TESNNAL
Loss of appetile
Change in
bowel movements
Nausea or vomiting
Frequenl dianhea
Painful bowel movernents
or constipation
Blood in stool
Stomach pain

trNo ElYes

Freouent urination tr No El Yes
Buming or painful udnationo No cl Y6s
Blood in urine o No E Yes
Change of force of strain
when urinating El No EI Yes
lnconlinence or dribbling O No tl Yes

Female- pain with periods g No g Yes
Female inegular periods BNo OYes
Female- vaginal discharge tr No c, Yes
Female- # pregnancies _# miscaniages _
Femal+ date of last PAP smear_
Findings of PAP smear tr Nomal I Abnormal

reeurdng headaches
Light headed or dizzy
Convulsions or seizures
Numbness or tingling
Tremors
Paralysis
Stroke

PSYCHIATRIC
Memory Loss or confusion {.1 No tI Yes
Nervousness ONo OYes
Deoression ONo PYes
SleeD Problems tr No O Yes

E!@8!XE
Glandular or
hormone problem
Thyroid dis€ase
Excessivo thirst
or urination O No tr Yes
Heat or cold intolerance O No Q Yes
Dry skin Cl No BYes
Change in hat or glov6 sizeo No O Yes

HEMATOLOGIC/LYMPHATIC
Slow to heal after culs tl No g Yes
Easily bruise or bleed fl No Q Yes
Anemia tl No B Yes
Phlebitis ONo BYes
Pasl kansfusion [J No O Yes
Enlargsd glands g No cl Yes

Check lf applies:

U History was filled out by someone olher than the patient.

Print Name and relationshiD:

ONo OYes
trNo trYes
trNo tr Yes
El No El Yes
O No tl Yes
O No El Yes
C}No BYes
BNo f|Yes

ONo OYes
0 No ll Yes

O Yes
E| Yes
tr Yes
f,l Yes

ONo OYes

flNo OYes
ONo trYes
ONo trYes

ElNo trYes
QNo O Yes
trNo OYes

trNo
trNo
trNo
oNo ONo

C] No
Q Yes
B Yes

Kidney stones
Mal+testicle pain

O No Cl Yes
El No tr Yes

MUSCULOSKELETAL

NEUROLOGICAL
Fr€quent or

GENITOURINARY
Frequent urination

Patient Signature:





Payment Pollcy

Thank You foi choosing us as your provider for your pulmonary services. we are committed to providing you with
high quallty and affordable care. Because our patients have had questions regardtng patient and insurance
responslblllty for services rendered, we have been advised to develop this payment policy document. please read
it, ask any questions you may have, and sign in the space provided. A copy will be provided to you upon your
,"ou"rr. 

.,'...

1. Insu;ance. Knowing your ihsurance benefits is your responsiblllty. Please contact your insurance
company with speciflc questlons you have regaiding your coverage. As a courtesy to our patients, the
Front Offlce staff will veriry benefits and attempt to obtaln precertification and authorizatlon if necessary.
However, all p'itients.are responsible for monitoring the number of visits as they relate to plan benefit
llmitations dnd or authorization limits. Exceptions to this policy are only when patient financial

' respohsibility''ls limitbd statutory regulation of workers compensation claims, Medicare, Medicaid fee
schedules.

2. €opayments and Deductlbles. All Copayments and deductibles must be paid at the time of service.
Copayments and deductlbles are a part of the contract with your insurance company. Failure to collect
copayments and deductibres can be considered fraud. prease herp us uphord the raw by paying your
copayments and deductibles as indicated.

3. Nonrovered servlces. please be aware that some ofthe services that you may receive may be non.
covered or not considered reasonable or medically necessary by your insurer. In the event of non-
payment for any date of service by your insurer, you are expected to pay the balance on the account.

4. Proof of Insurance. All patients must complete our patient sign in sheet before s€elng the doctor. We
must obtain a copy of a current valid insurance card to provide proof of insurance. lf you fail to provide
the correct insurance information in a timely manner, you may be responsible for the balance on vour
account.

5' clalm Submlsslon. Our Accounts R€ceivable Department will submit your claims and asslst you in any
reasonable way to get your crarms paid. your Insurance company may need you to suppry certain
information directly. lt is your responsibility to comply with their request, please be aware that your
account ls your responsibility whether or not your insurance company pays your claim. lf they have not
paid your claim within 60 days, the balance willbe billed to you. your Insurance benefitisa contract
between you and your insurance carier; we are not a party to that contract.

6' coveaage GhanS$. lf your insurance changes at any time, you must provide the new information prior to
your next appointment. you must notify us so that we can make the appropriate changes to herp you' .receive your ,neximum benefits.

I have read and.understand the payment policy and atree to ablde by lts guldellnes,

Print Patient Name

Signature ofthe patient or responsible party

Date





Tarsem L. Gupta
245 Village Center Pkwy STE 100

Stockbridge, GA 30281

Authoriratbn to Release Medical Records

Patient's Name & DOB

I hereby authorize Atlanta Pulmonary and Sleep Solutions to release the medical information contained in my
chart to my insurance carrier for the purpose ofconducting chart reviews, as necessary.

Signature of Patient (Guardian) Date

'.',t
Please list any persons that Atlanta Pulmonary and Sleep Solutions is allowed to disctrss ybur proteited
health information with. This includes, but is not limited to your treahnent, health care options, test
results, appointment reminders, and medical bills. Please include your Emergency Con'tact listed on the
first page.

Name Relationship

Relationship

Relationship

Phone Number
Name

Phone Ngmber
Name

Phone Number
By signing this authorization, r authorize Atlantr Pulmonary and sleep solutions to use and/or
disclose protected health information @HI) about me to the parties listed above. I understand that
f can revoke or amend this authorization at anv time.

Patient/Guardian Signature

Referral Authorizations

Most managed care insurance companies, Ilealth Maintenance organizations (HMos) or point
of service plans (PoSs) require a refenal or authorization from your pririrary 6are physicidn for
you to see a specialist. ' ',

It is your responsibility to be familiar with your insurance coverage and know whether or not
your insurance carrier requires you to have a refeiral authorization. Ifyour insurance carrier does

require a referral authorization from your primary care physician, please let your primary care
physician and staff know. If your insurance carrier requires a primary care physician itfenal and

one was not obtained, you may be responsible for payment of services rendered

Date

PatienVGuardian Signature Date





AtlantiioP{ilffiffiflE Elidgp Solutionr
245 VillaE6 Cente, Parlw.y, Ste 100 ' Stoc[btidg", Georgia 30281

PLon": ?70.506.7171 ' Faxr 770.506.W6

Nollce of Pllvaoy

As reauired by the pdvacy Regutauons croated as a REsult of $0 Hsanh Insunnc8 Porhbllity and.AccounhbilitY Act ol 1996_(HIPM)

ii.liihljilrii iiaiur fiir6rniirrdri amur v-o'i-tii; ilffiftr-iiilffi;iii'li mii ui riiil ind olrctosod, 8nd how vou c8n sol aocoss l0 voulThls nollco d6scrlbs3 hoir hsalti Infomallon about you (r3 t pltGnl 0l
Indlvldullly ldontilleDlo H.8lth Inlomallon. Plsaso rovl8w lhls cllalully.

A. Our Commfimart to your prlvaoy. Our practico is dedicaled to malnhinin0 tfis privacy of your hdividually identiliable hoalth Information (ltHl). h conductno

our busin.ss, we wir creare recoros riiiiiin-glou-iniiiii-rrddrnent anoiervfcriitii 
-p?6viilid 

fou. Welr! rgquire{ pv law to mainhin itie contidentialitv

or heatth Intormation that ioenrlies youllftdirida-fi iluiiili;tariii; i6vl6idJ-wiilifii notcitiiourlssajdutioS q4Sl qdvacv Dracuces $ats,e maintain

if;;;ii;;ff.i;liii6.']id|.tyi.i#;|;ij;ui;f:f;iniioiio:lilieiiiiiiirittiriir6tiicoiiiivicypracticesrtatw.e'haveinee
iiyiiiiiiirittiar ttrsiC tiwi ire comptrcaud, Out we must provide you w1fi th6 lol6wlng Inf6rmatign:

' T How wc may use and dlsclose you llHl
Your Privacy tights In Your llHl

' our oblioat'onfconceining $e uso and disclosure of your llHl

Ths tems ol lhls mlloo .pDly to rll rGcords conlrlnin! iour Hl that 8ro oi?abd.oi l8talnod by our practlco' tll.6 r0soruE tho tleht l0 tevlsa 01 amlnd.lhls

i;id;i?,;iU;;ii;ii-|riiliyrvrlroniiiriiiri.i.rii'o'iti';tiii;f;iiiil.'i||iantoiitiirtvoir.rrco1dstralou'p'ac[c8h|s01G.too'm!ln|a|ned
il,f-i.i.';df;nyiiioriii'siiioirriai'rif;ii6f;iidfi'ri'itri-tuiura Ouiprioihiwlllpostaoopyololrcurlonlllolloslnoulolllco8ina
vlrlblo loortlon at lll 0msa, rnd you mty l8quosl,r oopy 0l our mod Guront tlomc rl tny rml.

8. rF YOU HAVIAilY 0UEST|0i{S AEOUT iHlS lloIlCE, PITASE COIITASI:-' -'--"'dl;;ni;;f;dS[S"l"ti"",llsvntagocsntorParkway,sbl00.Stoctbridse,GA302sl'Phon6:770.506.7171

C. WE trtAY USE AllD DISCL0SE YOUR tllDlVlDUAttY lOEtlTlFlAtLE HEALTH lllF0RtrtATl0ll.(lltlD lil IHE F0tt0wlllc WAYS

IIe following categodes describ6 he diflerent ways in which wo may use and dlsclose your llHl:

1. Ircrlmjnt our practico may use your llHl to tsat you. For example, wo maJ. ask you h have laionhry tesb (such as blood or utins tesh), and" 
wd miiriieiriehsuts to [dtiir-s'reaiiiiiiaiioiii-we mlght fse your tfit in oidor m wrie a prescription for you,.or w0 mighl dhclose v.our

1F oi ptiirmici wnen wi o?Oii a prescrtpti6n tor you. Maiy ol tlrd people who work lor our pnctico'including, but nol llmn€d b, our doctors

iii nu-rsiiliii,i risi riiiiiscloiiibiitixiii Sroiiioririi1lolioito asslitotfiers in yourmatnent: Additionally, s,o mav disclose vourllHlto olhe6

who may asslsi in your cale, such as your spolse, childrsn or parEnts.

2. paymeni.OurpraiticomayusoanddisclosoyourllHllnordertobillandcollectpaymontlorfiesorvicesanditemsyoumayreceivel.omus.- 
ioiiximpte, wi may contiit youitriitttr iniirii f ieitity fut you are ellgiblelor beiretib (and lot what nnge ol benefib), and we may Provide

1loiriiniiiidi wiifr jbiiiiJregiid'il vdiiiire;fii-nt ii oiieiiqrne i{vour insuier will covsr, or paytor, your treatrnent. Wt also mav use and disclose

ioui trtiitd oouin payment"iro-m firiri'pirtis tnt iiai oe respon'siote i6r Cuitr dbls,'sircn'a{ tamily members. Also, we may Lse ltour llHlh bill

tou directy for soruices and items.

3. iloalth Crio opontonr.. Our Practice may use and disclose your llHl to operate our business. As examples ol the ways,in which.we. may use- 
liiO ijisc:tosi iSrii intormation tor otir opiraijonC, oui practice riray usg youillHlto evaluate the quality of cars you received from us,0rl0 con0ucl

cost-managein€nt and business planning aclivities lorour praclice.

0moilAt:-"--'--i. 
Appolntmnt B0mlndsrs, Our pnctice may uso and dhclose your llHlh c0nhCt you and remind you ofan appoinlment.

0fi|01{AL:-' '-- -. -'5. Trsruflant oDtlons. our pnclice may use and disclose your llHl b inlorm you of pobntial lreatment oplions or alternatives.

oflt0ilAL:
6. Hoalth.Ralrlsd 8.n0flt8 ard SoMc0s. Ourpnctice mayuseand disclose yourllHlto infom you ot health-rslated bonefils or services that may

be ot Inlerest h you.
oPTroilAt :

Z, R0lcass ol Inlormaflon lo Frmily/Frlonds. Our pnctice may releass your llHl to a lriond or lamlly membertlat h.involved in y.our care, or who

aididrs tn'uhiri care ol vou. tur'6xamole, a oanint or guardhn may a6I $at a babysithr hke their child h fie pedlarician's otlice tor treatrnenl
. for a cold. In 6is examile, the babysititt mdy have actess h $is chlld's medical Inlomafon.

8. Dlsolosuros Boqulrod by L.s. Our practico will lse and dlscloss your llHl whsn we ars required h do so by loderal, slate, or local law.

D' usE AllD Dlsct0suRE 0F youR llHl 11{ 0ERTAI!| sPEctAL clRcuMsTAt{cE3' Ths following categories doscrib€ unique scenarioE in which we may use

or disclose vour identifiablo healh intomation:
t. firun mamnsf*,Our pBctice rnay dlscloss your llHlt0 publh health au$orities $at are auhorized by lawb collect infotmation lot tts purpose ol:

Mainhinino vihl rccords, such as births and dea$s
Reporting child abuse or neglect. Preventing or controlling diseas€, iniury ordisability. wotr'tvlng 

-a 
person rega-rding a pdteritia:i risklor spftadlng or contractlng a disease or conditjon

' Bepolting reactions t0 drugs 0r problems wfln ploducb 0t devrces
' Noiifylng-indlviduals il a prbduct or dovice they'may be uslng hasbeen rscalled.. N06iini apftp-riiir-00[,tn-ft;iasiiii (ii6 ind irjtr6riti (ies) regarolng-ue potential abu!! olryqle!!91-af i-d-,{!,C^alltl]

(inctrjOli'g drimdstic vi6lence): howeVer we ivillbnly disclose ihis irilormation it the patientagrees 0rwe are rcquired 0r aunonzeo

bv law to disclose this intormation. H'ntir;ing io-uiiiip-toyei fiiiiifiisO circumstancos rslatod primarily to workplace injury or illnoss or medical surveillance

Z. Hoatth 0v6rslght Actvtflss. our praatice may disclose your llHl to a health overight agency for activities authorized by lalv. qyersiohlac.ti-yjlLe-q

can inctude, t6r exampte, 
'inveCt'gCtiitnd, 

iriipiciioni, iruOis, surveys, licensurd anddisciplinary ?ctions; civil, adminlstla.tjyq'-Ud,-qllnllal
procedures br actons; orbther aciivitlos necc'ssary lor he govornmoht b monitor govsmment pro0rams, compliance wm cNll ngns Bws an0

the heallh care sysbm in general.

3. lawsutts and Slmllar proc$dlnls. Our practice may use and disclose your llHl in response b a court or administrative order, if you are involved

Nlliwiirit oi slmitai pioceedind.lrtte mafaisd O-iscto'se your liHlin respdnse to adiscovery request, subpoena, or olier laMulprocess by another

ilty h6iid i;iil 6is-p-;6; ffiidrii iiridiiv;-rmidininorir ini6rm vou ot tho requist orto bbtain an order protectins the information lhe

party has roquested.

{. Llw Enlotcomont. Ws mav release llHl il asked h do so bv a law enforcement ottlcial:. Reoardin0 i crime victim in certain situalioris, ll we aro unabls to obtain tie person's agleement
' Coicerniio a death we believe has rssultd trom criminalconduct

Regardingiriminal conduct at our offlces 
bontnued on othet stde)





. In response h a warant, summons, court qdet, subposna or similar legal process
' To identifv/locate a susoect. materlal witness. luoitlve or missino De$on
'tnanlmdroency,hrepbrtab.ime(includingthelftationorvictin*(s)of$ecrime,orhedescription,idenworlocalionoffieperpettator.

0PTl0 Alr
5. Dsceasod Patlonls. our Dractice rnav release llHl to a m€dical examiner 0r coroner b identity a deceased individual or to identit the cause of

deati. lf necsssary, we also may ralriase inlormation in $dor for tunonl directors lo perform fieir iobs.
OPflOilA[:6. Or0an and Tlssuo Oona$on. our praclics may roleaso your ltHl h organization that handle or0an, eye or tissue procurement or transplantation,

including oroan donation bdnks, a6 necessaryh facllibie organ or tissus donation and transplantation it you aro an olgan donor

0PTt0r'rAr:
Rasoarch. our oractice mav use and disclose voul llHl for research DurDoses in cerhin limited circumstances. We will obtain your witten
authorization to dso your llHl'lor research purposes except when: (a)olr ise or disclosure.was approved byan Institutional.Review Board ora

7. Rasoarch. our practice may use and disclose your llHlfor research puposes
authorization to uso your llHl for research purposes except when: (a) our use
Privacy Boardi (b) we obhin the onlorwritt€n aorEementof a researcher llul (i(i)fie information bein0 sought is necessary tor the research study:

(iii)tB researcher will nol remove any otyour llHltrom 0rlr pBctice;

was approved by an Institutional Review Board or a
on beino souoht is necessarv tor the research study:

(ii) the'usc or disilosure ofyour IIHI is being used only lor $e research and (iii)tB researcher will nol remove any olyour llHllrom orr pBctice;
or (c) the llHl sought by the researcher only relal8d t0 decederrb and the researcheragrees either onally 0r rn wrnrng.thatlie use 0r drsclosure Is

noietsary for the-reselrch and, if we requi:st it, to trovidE !s with prool ol deah prior to access ol tlie llHl ol he decedents.

8. Sorious Thr6ats lo Hoallh or salsty. our praclice may use and discloss your llHl when necossary to reduce or prevent a sedous threat to your
health and safety orthe health and salety of another ildividualorlhe public. Under these circumstances, we willonly make disclosures lo a person

or organizaton able h help prevent the fireat.
Mllltarl our practice may disclose your llHl il you are a membor of U.S. or foreign milihry forces (including veteBns) and ll required by the
appropriate aufi orilies.

llrtlonalS6cu ly. our pnctice may disclose your llHl to lederal ollicials lor intellioonce and national security activ es authorized by law. We alsp
may disclose your llHl h lederal otticials in order to protect fie B€sidenL olher olticials or toroion heads 0f state, 0I h conduct invostigations.

lnmales. our practice may disclose your llHl to con€ctional instiMions or law enforcemenl otficials if you are an inmate or under the custody of
a law cnlorcornent official. Disclosure for these purposes would be necessary: (a) for he instrtution t0 droviue health care services t0 you, (b)
for the safety and secunty 0f the inslitutlon, and/or (c) lo probclyour health and salety 0r tho heatlh and qafety 0f ofier individuals.

Worfen' Compensation, our pnctice may rslease your llHl tor work6rs' compensation and similar progranE.

9.

10.

11.

12.

E. YOUR RTGHTS RIGAROII{G YoUR llHl. You have the following righ'ts regarding rie llHl llEt we maintain about you:

1. Conlidonllal Communlcsllons. You have the rioht b roquest that ou practice cQmlnunicale with you about your heallh and related issues in a
particular manner or at a cerbin localion. For inshnce you rnay ask $at we conhct you al hom€, ali€r than work In order lo request a type ol
confidontial communicStion, you must make a written requost to Aflanta Pulmonary & Sleep Solutions, 245 Vlllago Contor Pa way,St€ 100
. stockbrldg., cA 3fit81 and specifying the requesbd method of conhct, or the location where you wish to be contacted. our practice will
accommodate reasonable requests. You do not ne6d h give a reason lor your ruquest.

2. Roqu$llnc Rsslrlcllonr. You have he right to request a resuictjon in our use or disclosure of your llHl for reaunenl payment or health care
opentions. Additionally, you have fie right t0 requesl hat we rostrict our disclosure of your llHl t0 only cerhin individuals involved in your care
orlie payment for your care, such as lamily mombm and friends. Weare not required to agree h ypur roquest; however, ifwedoagree, we are
bound by our agreement except when otherwise required by law, in emeroencies, or when trE inforlnation is necessary to treat you. in order to- request a restnction in our use 0r dlsclosure of your llHl, you musl make your request in urriling to: A ania Putmonary & Steop Sorurions, 245
Vllhgo Cantof Prrkway, Sto 100. Stockbrldge, cA 30281. Your requost must describe in a clear and concise fashion: (a) the intormati0n
you v',ish restricted; (b) whefier you are requesting to limit our pnctice'S use, disclosure or both; and (c)to whom you want the limits to apply.

3. Inspeclion and Coples, You have $e right to inspect and obtain a copy ol fie llHl hat may be used to mdc decisions about you, including patient
medicalrecords and billin0.records, but not including psychohorapy notes. You mustsubmityour requesl in writinolo: Atlanla Pulmonary &
Sleep Solullons, 245 Vlllaga Cenl€r Parkwry, Srs 100. Stobkbrldg., GA 30281 in order h inspect and/or obhin a copy ol youl llHl. our
practcemaychargeafeel0rfiecosts0fcopying,mailing,laborandsuppliesassociatedwihyourrequest.ourpractcemaydenyyourrequest
t0 inspect and/or copy in cerbin limibd circurEtnces; l${e\,e( you nEy nquest a eview of dr denhl. &dpr lberFed lBalfi cac professlxEl chosen
by us will cooduct rEviews

4. Amendmenl. You may ask us lo amend your health intonnation if you believo il is incorrect or incomplote, and you may request an amendment
tor as long as the information is kspt by or tor our practice. To request an amendment, your requcst must be made in writing and submitted l0:
Allanta Puhonary & Sl€ep Solutions,245 Vlll.g. Crni.r Parkwry, Sto 1oO. Stockbridgo, cA 30281. You must provide uswith a reason. fial supporF your request l0I amendmenU our pnmlice will deny your request il you fail h submit your request (and tho reason supporting your
r8quesu in wrnrng. Also, we may deny your roquest il you ask us to amond intormalion ttat is in our opinion: (a) accurab and completet (b) not
parl0tthe llHlkept by0rl0rhepractice: (c)notpand$e llHlwhich you would be permitled h inspectand copy:0r (d) not created by ourpractice,
unless the individual or ontity fut created $e intormation is not available h aomnd fie intormaton,j: i . . r .

5. Accounllnc ot oisclosuros. All ot our pationts hav6 $e ri0ht h request an "accountino ol diFclos{res.' An :accounting ol disclosures' is a list
0l cerhin n0n-r0utne disclosures ourpEcfce has made 0f y0urllHl f0r non-treatrnent oropentions purposes. Use ofyour llHlas part0fthe r0utine
patientcare in ourDractice is notrequii'ed to be documented. Fore)@mDb. tio doctorshahno inforriiat'on wlth the nuise:orthe tiillino deoartment
usino youl intormalion h file your iisunnce claim. In ordor to obbin an accountino ol disdlosures, yod must submit your request-in dritino to:
Allanta Pulmonary & Sl6op Solutions, 245 Vllhge Centcr Parkway, Si.lOO. Stockbrldgc, cA 30281. Allrequesb for an 'accounting of
olsclosures" musl state a tme Denod. which mav not be lonoer tron six (6) vears from $e date ot disclosure and mav not include dates before
Aprit14,2003. Ths first llst you request within a i z-month Ddriod is free otbhame. but our 0ractico mav chame you for additiona ists within the
same12-montiporiod.ouipracticewiilnotifyyouofthecdstsinvolvedwihadditionalrequesb,andy6umatwitrdrayiourrequestbeloreyou
incur any costs.

6. Bl0hlloi Papc. Copy ol This l{otco. You are entled h.eceive a papercopy ot our notice ol privacy practices. You may ask us t0 oive you a
copy 0l fiis notice at any time. To obhin a copy of tis notice, conbct Atlanta Putmonary & Slesp Solutions, 245 Vlllrgo Center Parkway, Sie
too ' Siocktrldg.! cA 3oil8t,

7. Right h Fil6 a Complaint ll you belleve your privacy rlghb havo been violated, you may file a complaint wiu our pnctice or with the Secrelary
of he oepartment of Heal$ ahd Hurun Sirvicris. To lile 

-a 
complaint witlr our pnctce, coihct Auanti pdmonary & Steep sorurions, 245vlll8g;

conisr P.rkvay, stc 100 . stoctbrldg., GA 3@81. Allcornplainb rrusi be submifiDd in wriling. You will not be perylized forfiling a complaiit
8. Rl0N to PtovldE tn Auhorilallon lof ohor UEEs rnd DlScloS[os. Our Dractice will obhin vour witlen aufiorization for uses and disclosures

that aro not identifisd by this notic€ or permitted by applicable law. Any adthorization you proiide to us rogarding he use and disclosure ol your
llHl may De revol(ed a!anytime in writino. Alter you revoke your auftorization, we willno lonoeruse ordisclose yourllHllorlhe reasons described
In fie authonzation. Plsase note, we are required to rolain records ol your care.

Ag.ln, ll you ltav. any questlons rogardlng ttls notlco or our hoalth Inlormatlon prlvecy policios, llodss codact Adanta Putmonary & Ste€p Sorutions, 24s
Vlllagr Contor Perkwry, Stc 1fl, . Stockbfldg., cA 30281 . phon.: Z7O.S06.7i Zi.

I aclnowlodlo llrsl | [avs rscslvod lio l'lollco ol p]lvacy practicss.




