10.

11.

12.

Patient Name: Patient Signature:

Date:

Holland Street Medical

Dr. Sidra Hasnain
Clinic Policies

All patients must bring a VALID HEALTH CARD and a list of all their current medications to each office
visit.

o Please bring prescription bottles if you do not have a medication list.

If your health card is not valid or expired, uninsured visit charges will apply.
Patients who do not show for their appointments will be charged a fee, after 2 warnings.

o This policy is in place in order to ensure the appropriate utilization of physicians and clinic
resources

It is understood that all allied health within the circle of care will have access to your health information in
order to coordinate care (i.e. other physicians, nursing staff, physician assistants, pharmacists).

Laboratory Tests & Investigations: Most test results will arrive to our office 10 days after being performed.
Investigations will arrive directly to the physician who ordered them. Other physicians may not be
immediately aware of a patient's test results.

o Patients are requested to book a follow-up appointment with the same physician who ordered
their tests to be advised of the results and management.

o Please schedule a follow-up appointment 10 days after the test is performed to review the results.
While we attempt to contact all individuals with abnormal or concerning results, do not assume that
no call is good news.

Be respectful to others. We have a zero tolerance policy on any verbal or physical abuse (i.e. yelling, using
inappropriate language, etc).

o You will be asked to leave the clinic and it may result in your dismissal from the practice.

Some medical services are not covered under OHIP (uninsured services), such as missed appointment fees,
work/school forms, and sick notes.

o Fees for uninsured services are charged per Ontario Medical Association Guidelines

o Please see our Non-OHIP Services Policy to review these fees

Referrals to specialists are not made simply upon patient request. A physician is required to assess the
patient's medical situation and based on the findings, make an appropriate medical decision. Your physician
may recommend additional tests before referring you to a specialist.

o Referrals to specialists will be based on if it is medically necessary in the determination of the
referring physician.

We do not refill prescriptions over the phone or fax. [t is your responsibility to ensure you do not run out of
medications. You can opt in for fax renewals for prescriptions as well as sick notes for one time yearly fee.
Outside walk-in-clinic use is not permissible and is considered a breach in patient physician contract,
resulting in possible termination from practice.

We do not provide refills for any controlled substances in our Walk-In Clinic.

o Ifyou are a family practice patient, only your own family physician can refill your
narcotic/controlled substances prescription when it is due.

Patients with serious medical emergencies should go to the nearest Emergency Department. Our Clinic is
not equipped to handle medical emergencies.
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Primary Health Care Unattached Patient Declaration
Do not mail this form to the ministry. This form must remain in the physician’s office for audit purposes.

Please compiete this form if you were an in-hospital patiant, previously without a family physician, have been discharged from
hospital and you have been accepted into the practice of a primary care physician and have signed a Patient Enroiment and
Consent to Release Personal Health Information form. If you are signing on behalf of a child or dependent adult and have
completed a Patient Enroiment and Consent to Release Personal Health Information form on their behaif, complate the
applicable sections below.

Declaration

1'am signing on behatf of (check the applicable boxes)
Mysai

The child listed below of whom | am the parent or guardian

] The dependent adult listed below for whom | have a power of attormeay tar personal care

| hereby declare that the patient named below does not have a family physician due to one or more of the following circumstances:
{check applicable boxes)

r The patient's family physician has movad to another cammunity

[ The patient has moved to another community
[ ] The patient's tamily physican is no longer available due to Hiness/deatn/retirement
[ 1 The patient's family physician is no longer available due 1o change of practice type

1 Up until naw the patient has not had or felt the need for a tamity physicar

Sections A to C to be completed by patient / parent / guardian

Section A: Patient Information
First Name

ient C T e

| Last Name Health Number

Section B: Hospital Stay Information
Name of hospital

i Discharge Date

Section C: Patient / Guardian Signature and Date '

Signature Data

Section D: Physician Signature and Date {fo be completed by physician)

| declare that to the best of my knowladgs the above patient is not a patient of mine nar of any other tamily physician

also declare that the newbormn listed is one that was admitted 10 a Neonatal Intensive Care Unit {NICU) within the last three months and is not a newbam of any
existing entolied or nor-enrolied patient of mine or of any othe "

Ot

declare that the patient was an acute care patient in hospital, pre
patient with the Patient Enroiment and Consent to Release Personal Heal
visit

om the date of this document. | will keep

e and 10 provide
s required fur verificalion purposes

on and will provid

agree to accept the abova-noted patent info my
this document available on file in my primary office

Physician Last Name

Physician Signature Date

443184 {70157}
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Patient Enrolment and Microfilm use only B
Consent to Release Personal Health Information

Please PRINT using black or blue balipoint pen.

Collection of the information on this form is under the authority of the Ministry of Health Act, subsection 6(1) and (2) and the Health Insurance Act, R.S.0. 1990, c. H.6, s.4(2)(b) and (f), 4.1(1) and (2), 10 and
11(1). For information about collection practices, contact the Director, Registration and Claims Branch, Box 48, 49 Place d'Armes, Kingston ON K7L 5J3, INFOline tel. 1 888 218-8929 or by mail through the
addresses listed for local Ministry of Health and Long-Term Care offices.

Section 1 - | want to enrol myself with the Primary Health Care Group identified in Section 4

Last Name First Name Second Name
Health Number ‘éefdsi:n M > Apartment #| Street No. and Name or P.O. Box, Rural Route, General Delivery
cde

| ] | I I 1 | | | ‘ l

Date of Birth (yyyy/mm/dd) Sex City/Town Postal Code
| (Im [JF

Lo g |
Send notices from my family doctor’s office to me by: Apartment # | Street No. and Name or Lot, Concession and Township
[ ] regular mail [ ] email (if possible) o
Email Address: sameas | City/Town Postal Code

[ ] Mailing
g . Address

Section 2 - | want to enrol my child(ren) under 16 and/or dependent adult(s) with the Group identified in Section 4

Last Name First Name Second Name

Health Number Version Mailing Apartment # | Street No. and Name or P.O. Box, Rural Route, General Delivery
Code Address »
| U O [ A [ | 8| | or
Date of Birth (yyyy/mm/dd) Sex City/Town Postal Code
— 1 same as
RN I T SR .
| am this person’s Residence’ Apartment # | Street No. and Name or Lot, Concession and Township
[ ] parent Address
[ ] legal di
| \egal.dumician e City/Town Postal Code
| attorney for personal care | )
Last Name First Name Second Name
Health Number Version Mailing Apartment # | Street No. and Name or P.O. Box, Rural Route, General Delivery
Code Address »
L L 1 1 1 11 4] J -
Date of Birth (yyyy/mm/dd) Sex City/Town Postal Code
D M [7 F !7. same as
| | | J L | | - — L Section 1
| am this person’s Residenceb Apartment # | Street No. and Name or Lot, Concession and Township
| parent Address
[] legal di
L1 legal guardian o City/Town Postal Code
|| attorney for personal care [ ] s
Section 3 - Signature Section 4 - Primary Health Care Group Information
| have read and agree to the Patient Commitment, the Consent to Release PG14237 G
Personal Health Information and the Cancellation Conditions on the back of
this furm. | acknowledge that this Enrolment is not intended to be a legally DR. SIDRA HASNAIN
gg\@égnc\;;;r?a;ﬁyzézxt gﬁg:}gf;_:‘aorﬁge rise to any new legal obligations GEORGINA FAMILY PRACTICE FHO
I am signing on behalf of (check all that apply)
| myself [ ] child(ren) | | dependent adult(s)
My Name o BILLING NO. 041474 GROUP NO. BAC2
(Include Billing no. and Group no.)
Signature Date (yyyy/mm/dd) Signature on behalf of Group Date (yyyy/mm/dd)
X X
'Home Telephone No. Work Telephone No. Office use Only (print) Billing Number
( ) ( )

4391-80 (2012/04) © Queen's Printer for Ontario, 2012 PHYS'C'AN COPY
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Patient Enrolment and Consent to Release Personal Health Information

Patient Commitment

| agree to contact my primary health care group (Group), or the designated Telephone Health Advisory Service, when |, or my enrolled
child(ren) or dependent adull(s), need primary care medical advice or treatment. | promise to do this unless there is an emergency
or | am travelling away from home.

| agree that if | or the person(s) | have signed for move, | will contact my Group or the ministry (see box below) with a new address
and telephone number.

| understand that | can end my enrolment with this Group and enrol with another primar?r health care group or another family doctor after
six weeks have passed from the date that | complete and sign this form (immediately if | have moved). However, | agree not to change
the Group or family doctor with whom | am enrolled more than twice a year.

| understand that by enrolling a child under 16 or a dependent adult, ch signature on the front of this form means that | agree to
these terms and conditions on behalf of that person. When an enrolled child reaches 16 years of age, the ministry will contact him
or her to confirm his or her enrolment/consent with the Group.

Consent to Release Personal Health Information

| understand that my Group will be able to offer better medical care if | permit my Group and the ministry to share appropriate and relevant
information relating to my health.

| agree to allow my Group and the ministry to exchange the information in this form related to my enrolment.
| agree that my Group and the ministry can exchange information about my name, address and telephone number.
| agree to allow the ministry to release the following specific information to my Group:

» dates of immunizations (flu shots, etc.)

» dates of preventive care screening services (pap tests, mammograms, etc.)

- dates of service, fees paid and fee codes of primary health care services provided to me by a primary health care
group or a family doctor outside my Group.

| agree to allow my Group and the ministry to exchange only the following information with the designated Telephone Health Advisory
Service: my name, health number and version code, address, date of birth, gender.

| understand that this consent to release personal health information ends when:
« My enrolment with my Group ends or
« | cancel my consent by writing or telephoning the ministry (see box below).

The ministry will inform my Group when the consent is no longer valid. However, | understand that the information already released to my
Group will remain in my medical file.

Cancellation Conditions

Enrolment with my Group and my consent to release personal health information will end when:

a) | cancel my enrolment by writing my Group or by writing or telephoning the ministry (see box below);
b) | no longer qualify for health care services under the Health Insurance Act (Ontario);

c) the Group no longer exists;

d) | enrol with another Group or family doctor; or

e) the ministry grants me an extended absence.

My enrolment with my Group and my consent to release personal health information may end when:
a) | consistently fail to meet the obligations to which | agreed in the Patient Commitment (above),

b) my family doctor leaves this Group. If this happens, | may be able to enrol with my family doctor in another Group or
I may choose to continue my enrolment with this Group;

c) my family doctor chooses to discontinue acting as my family doctor in accordance with the College of Physicians and Surgeons
of Ontario guidelines;

d) |become a resident of a long-term care facility;
e) |am imprisoned in a provincial or federal correctional institution; or
f) 1 move outside the geographic area where the Group regularly provides services.

Contact Information:

Ministry of Health and Long-Term Care
P.O. Box 48, Station Main
Kingston ON K7L 929

Call: INFOline 1 888 218-9929
TTY 1 800 387-5559

(Un formulaire bilingue est également disponible. Pour en recevoir un exemplaire, composez le 1 888 218-9929)
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