
Fiore Hand & Wrist 

WELCOME TO THE PRACTICE 

Pt. Last Name First Name MI 

Gender (M or F)    Age  Today’s Date 

I am : Right Handed              Left Handed              Injured arm/hand:           Right                     Left

Occupation Employer 

Referring Physician Phone # 

Date of Injury Reason for visit today  

What makes it better ? 

What makes it worse ?  

Height: _____________           Most recent 
Weight:_____________ 

Past Medical History : Please fill in the ovals completely for any of the conditions that you have/had: 

0   Insulin Dependent Diabetes 0   High Blood Pressure  0   Heart Disease/Heart Attack 

0   Non-insulin Dependent Diabetes  0   Blood Clots  0   Cardiac Stents/Pacemaker/AICD 

0   Hypothyroidism 0   Bleeding Disorder 0   Lung Disease 

0   Reaction to Anesthesia                0   Kidney Disease 0   High Cholesterol 

0   HIV/AIDS  0   Peptic Ulcer                0   Liver Disease/Hepatitis 

0   Rheumatoid Arthritis  0   Hyperthyroidism 0   Drug Abuse 

0   Alcoholism  0   Asthma              0   Psychiatric disorder: what type? ______________

0   Cancer: What type?_________________________________________            Are you pregnant?   0    Yes      0   No 

0   Any other medical problems?_______________________________________________________________________________

Social History : Please fill in the ovals completely for any of the conditions that you have/had:

Do you smoke ?  0   Yes 0   No  If yes, how much? _________________________________

Do you drink alcohol ?  0   Yes 0   No  If yes, how much? _________________________________ 

Do you use recreational drugs?   0   Yes 0   No  If yes, what kind? __________________________________ 

Are you currently working?  0   Yes 0   No  

Are you on any restrictions? 0   Yes 0   No  If yes, please describe?

____________________________________________________________________________________________________________ 

Past Surgical History : Please list each Surgery (Procedure and Year) that you have had :

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 
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Allergies : Please list any medications that you are allergic to and what happens when you take them ? 
__________________________________________________________________________________________________ 

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Medications : Please list ALL Medications that you take (including Aspirin, Motrin, Supplements, etc.)
___________________________________________________________________________________________________________

_________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Review of Systems : Please fill in the oval completely for any of the conditions that you have: 

0   Fever  0   Dizziness 0   Fingertip cold intolerance 0  Rash 

0   Depression  0   Fingertip ulcers 0   Blood in stool  0  Productive cough 

0   Shortness of breath  0   Difficulty urinating 0   Constipation    0  Weight loss 

0   Tingling/numbness in feet or hands    0   Chest pain 0   Diarrhea 0  Weight gain 

0   “Just don’t feel well”  0    Joint aches: Which joints? _____________________________________________

Family History : Please fill  the oval completely for any medical problems in your immediate family (Mother, Father, Sister, Brother): 

0   Reaction to anesthesia  0   Hypertension  0  Rheumatoid Arthritis  

0   Bleeding problems 0   Heart problems               0   Diabetes 

0   HIV/ AIDS  0   Lung Disease  0   Cancer : What type?_________________

0   Other diseases that run in the family ?  

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

As a Medicare provider, we are required to ask the following questions.  You may opt not to answer:  

Please circle one that applies to your Race: 

White           Hispanic           African American/ Black      American Indian/ Native Alaskan        Asian        

Pacific Islander/Nativo Hawaian      Do Not Wish to Answer         Other ___________ 

Please select one Ethnicity that applies to you: 

Hispanic/Latino        Non-Hispanic/Non-Latino        Do Not Wish to Answer 

Primary Language:___________________________________________ 
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Fiore Hand & Wrist Office & HIPPA (Privacy) Policies 

We reserve the right to charge a $25 fee for all missed appointments or appointment cancellations made less than 24 hours of the scheduled appointment. 

We will charge $50 fee for any paperwork needing to be filled out by the doctor outside of basic work/school excuse notes, Worker's Compensation (DWC-73) forms, or 
FMLA paperwork.  This includes but is not limited to: Long Term Disability, Short Term Disability, AFLAC or Colonial paperwork. 
As per Texas Medical Board Rule 45 CFR 164.524, we charge a $6.50 per copy of medical records provided to you or a third party at your request.  We will mail, e-mail, 
or fax copies to another physician with a signed release free of charge within 15 business days of receipt of request.   

ALL PATIENT DEDUCTIBLES AND CO-INSURANCE FEES MUST BE PAID PRIOR TO ANY SCHEDULED OFFICE 
VISIT OR SURGERY, NON-PAYMENT WILL RESULT IN CANCELLATION OF YOUR APPOINTMENT OR SURGERY.  
WORKER’S COMPENSATION CLAIMS/BILLS THAT ARE DENIED FOR ANY REASON WILL BECOME THE 
RESPONSIBILITY OF THE PATIENT. 

I have read and I am aware of the above policies.         PATIENT INITIALS___________                       

PRIVACY (HIPPA) POLICY 

While our office email is "secure", email or text providers like Yahoo, Gmail, Verizon or AT&T is not.  If it is ok to send your 
confidential, protected health information through "non secure" providers, may we communicate with you via e-mail? 

YES                   NO                           If yes, list e-mail address:__________________________________ 

May we leave messages/results on your voicemail or answering machine?          YES             NO 

May we discuss your case with your employer or personal/Worker’s Comp Insurance company?   YES             NO 

Persons who are involved in your care (family, friends, other doctors, etc.) may inquire about your treatment.  Please let us know with 
whom we may share information. 

___________________________________                                                    ___________________ 
Name                                                                                            Relationship 

___________________________________                                                    ___________________ 
Name                                                                                            Relationship 

By signing below, I authorize the persons listed above to receive my protected health information.  I understand that I may revoke this authorization at any time.  My 
revocation must be in writing to Fiore Hand & Wrist.  I understand that I have a right to inspect and copy my own protected health information to be used or disclosed ( in 
accordance with the requirements of the federal and state privacy protection regulations). 

Please see the laminated pages on this clipboard.  My initials indicate that I have been given the opportunity to review the office’s Privacy Policy and Patient Bill of Rights.  
I am aware that this information is available to review in the office at anytime.

Privacy Policy                     PATIENT INITIALS_____________                                                                              

Patient Bill of Rights          PATIENT INITIALS_____________ 

Notice of Physician Financial Ownership / Explanation of Patient Financial Responsibility   PATIENT INITIALS____________ 

___________________________________ 
                      Print Name 

___________________________________                               ______________________ 
  Patient Signature or Guardian                             Date 



FIORE HAND & WRIST 
NOTICE OF PRIVACY PRACTICES  

 THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS 
TO THIS INFORMATION.  

EFFECTIVE MARCH 1, 2018 

This Notice of Privacy Practices (the “Notice”) tells you about the ways we may use and disclose your protected health information (“medical information”) 
and your rights and our obligations regarding the use and disclosure of your medical information. This Notice applies to Fiore Hand & Wrist], including its providers 
and employees (the “Practice”). 

I. OUR OBLIGATIONS. 

We are required by law to: 

 Maintain the privacy of your medical information, to the extent required by state and federal law;  
 Give you this Notice explaining our legal duties and privacy practices with respect to medical information about you;  
 Notify affected individuals following a breach of unsecured medical information under federal law; and  
 Follow the terms of the version of this Notice that is currently in effect.  

II. HOW WE MAY USE AND DISCLOSE MEDICAL INFORMATION ABOUT YOU. 

The following categories describe the different reasons that we typically use and disclose medical information.  These categories are intended to be general 
descriptions only, and not a list of every instance in which we may use or disclose your medical information.  Please understand that for these categories, the law 
generally does not require us to get your authorization in order for us to use or disclose your medical information. 

A. For Treatment.  We may use and disclose medical information about you to provide you with health care treatment and related services, 
including coordinating and managing your health care. We may disclose medical information about you to physicians, nurses, other health care providers and personnel 
who are providing or involved in providing health care to you (both within and outside of the Practice).  For example, should your care require referral to or treatment 
by another physician of a specialty outside of the Practice, we may provide that physician with your medical information in order to aid the physician in his or her 
treatment of you.  

B. For Payment. We may use and disclose medical information about you so that we or may bill and collect from you, an insurance company, or a 
third party for the health care services we provide.  This may also include the disclosure of medical information to obtain prior authorization for treatment and 
procedures from your insurance plan.  For example, we may send a claim for payment to your insurance company, and that claim may have a code on it that describes 
the services that have been rendered to you.  If, however, you pay for an item or service in full, out of pocket and request that we not disclose to your health plan the 
medical information solely relating to that item or service, as described more fully in Section IV of this Notice, we will follow that restriction on disclosure unless 
otherwise required by law.   

C.     For Health Care Operations.  We may use and disclose medical information about you for our health care operations.  These uses and disclosures are 
necessary to operate and manage our practice and to promote quality care.  For example, we may need to use or disclose your medical information in order to assess the 
quality of care you receive or to conduct certain cost management, business management, administrative, or quality improvement activities or to provide information to 
our insurance carriers.  

D.      Quality Assurance.  We may need to use or disclose your medical information for our internal processes to assess and facilitate the provision of 
quality care to our patients. 

E.     Utilization Review.  We may need to use or disclose your medical information to perform a review of the services we provide in order to evaluate 
whether that the appropriate level of services is received, depending on condition and diagnosis.

F.    Credentialing and Peer Review.  We may need to use or disclose your medical information in order for us to review the credentials, qualifications and 
actions of our health care providers. 

G.      Treatment Alternatives.  We may use and disclose medical information to tell you about or recommend possible treatment options or alternatives 
that we believe may be of interest to you. 

H.     Appointment Reminders and Health Related Benefits and Services.  We may use and disclose medical information, in order to contact you 
(including, for example, contacting you by phone and leaving a message on an answering machine) to provide appointment reminders and other information. We may 
use and disclose medical information to tell you about health-related benefits or services that we believe may be of interest to you.  We may contact you via email or fax 
regarding your care. 

I. Business Associates. There are some services (such as billing or legal services) that may be provided to or on behalf of our Practice through 
contracts with business associates.  When these services are contracted, we may disclose your medical information to our business associate so that they can perform the 
job we have asked them to do.  To protect your medical information, however, we require the business associate to appropriately safeguard your information. 

J. Individuals Involved in Your Care or Payment for Your Care.  We may disclose medical information about you to a friend or family member 
who is involved in your health care, as well as to someone who helps pay for your care, but we will do so only as allowed by state or federal law (with an opportunity 
for you to agree or object when required under the law), or in accordance with your prior authorization.   

K. As Required by Law.  We will disclose medical information about you when required to do so by federal, state, or local law or regulations.   

L. To Avert an Imminent Threat of Injury to Health or Safety.  We may use and disclose medical information about you when necessary to 
prevent or decrease a serious and imminent threat of injury to your physical, mental or emotional health or safety or the physical safety of another person.  Such 
disclosure would only be to medical or law enforcement personnel. 



M. Organ and Tissue Donation.  If you are an organ donor, we may use and disclose medical information to organizations that handle organ 
procurement or organ, eye or tissue transplantation or to an organ donation bank as necessary to facilitate organ or tissue donation and transplantation. 

N. Research.  We may use or disclose your medical information for research purposes in certain situations.  Texas law permits us to disclose your 
medical information without your written authorization to qualified personnel for research, but the personnel may not directly or indirectly identify a patient in any 
report of the research or otherwise disclose identity in any manner.  Additionally, a special approval process will be used for research purposes, when required by state 
or federal law.  For example, we may use or disclose your information to an Institutional Review Board or other authorized privacy board to obtain a waiver of 
authorization under HIPAA.  Additionally, we may use or disclose your medical information for research purposes if your authorization has been obtained when 
required by law, or if the information we provide to researchers is “de-identified.” 

O. Military and Veterans.  If you are a member of the armed forces, we may use and disclose medical information about you as required by the 
appropriate military authorities.  

P. Workers’ Compensation.  We may disclose medical information about you for your workers' compensation or similar program.  These 
programs provide benefits for work-related injuries. For example, if you have injuries that resulted from your employment, workers’ compensation insurance or a state 
workers’ compensation program may be responsible for payment for your care, in which case we might be required to provide information to the insurer or program. 

Q. Public Health Risks.  We may disclose medical information about you to public health authorities for public health activities.  As a general rule, 
we are required by law to disclose certain types of information to public health authorities, such as the Texas Department of State Health Services.  The types of 
information generally include information used: 

 To prevent or control disease, injury, or disability (including the reporting of a particular disease or injury). 
 To report births and deaths. 
 To report suspected child abuse or neglect. 
 To report reactions to medications or problems with medical devices and supplies. 
 To notify people of recalls of products they may be using. 
 To notify a person who may have been exposed to a disease or may be at risk for contracting or spreading a disease or condition. 
 To notify the appropriate government authority if we believe a patient has been the victim of abuse, neglect, or domestic violence.  We will only make this 

disclosure if you agree or when required or authorized by law. 
 To provide information about certain medical devices. 
 To assist in public health investigations, surveillance, or interventions. 

R. Health Oversight Activities.  We may disclose medical information to a health oversight agency for activities authorized by law.  These 
oversight activities include audits, civil, administrative, or criminal investigations and proceedings, inspections, licensure and disciplinary actions, and other activities 
necessary for the government to monitor the health care system, certain governmental benefit programs, certain entities subject to government regulations which relate 
to health information, and compliance with civil rights laws. 

S. Legal Matters.  If you are involved in a lawsuit or a legal dispute, we may disclose medical information about you in response to a court or 
administrative order, subpoena, discovery request, or other lawful process.  In addition to lawsuits, there may be other legal proceedings for which we may be required 
or authorized to use or disclose your medical information, such as investigations of health care providers, competency hearings on individuals, or claims over the 
payment of fees for medical services.   

T. Law Enforcement, National Security and Intelligence Activities.  In certain circumstances, we may disclose your medical information if we 
are asked to do so by law enforcement officials, or if we are required by law to do so.  We may disclose your medical information to law enforcement personnel, if 
necessary to prevent or decrease a serious and imminent threat of injury to your physical, mental or emotional health or safety or the physical safety of another person.  
We may disclose medical information about you to authorized federal officials for intelligence, counterintelligence, and other national security activities authorized by 
law. 

U. Coroners, Medical Examiners and Funeral Home Directors.  We may disclose your medical information to a coroner or medical examiner.  
This may be necessary, for example, to identify a deceased person or determine the cause of death.  We may also release medical information about our patients to 
funeral home directors as necessary to carry out their duties.  

V. Inmates.  If you are an inmate of a correctional institution or under custody of a law enforcement official, we may disclose medical information 
about you to the health care personnel of a correctional institution as necessary for the institution to provide you with health care treatment. 

W. Marketing of Related Health Services.  We may use or disclose your medical information to send you treatment or healthcare operations 
communications concerning treatment alternatives or other health-related products or services.  We may provide such communications to you in instances where we 
receive financial remuneration from a third party in exchange for making the communication only with your specific authorization unless the communication: (i) is 
made face-to-face by the Practice to you, (ii) consists of a promotional gift of nominal value provided by the Practice, or (iii) is otherwise permitted by law.  If the 
marketing communication involves financial remuneration and an authorization is required, the authorization must state that such remuneration is involved.  
Additionally, if we use or disclose information to send a written marketing communication (as defined by Texas law) through the mail, the communication must be sent 
in an envelope showing only the name and addresses of sender and recipient and must (i) state the name and toll-free number of the entity sending the market 
communication; and (ii) explain the recipient’s right to have the recipient’s name removed from the sender’s mailing list. 

X. Fundraising.  We may use or disclose certain limited amounts of your medical information to send you fundraising materials.  You have a right 
to opt out of receiving such fundraising communications.  Any such fundraising materials sent to you will have clear and conspicuous instructions on how you may opt 
out of receiving such communications in the future. 

Y.   Electronic Disclosures of Medical Information.  Under Texas law, we are required to provide notice to you if your medical information is 
subject to electronic disclosure.  This Notice serves as general notice that we may disclose your medical information electronically for treatment, payment, or health 
care operations or as otherwise authorized or required by state or federal law. 



III. OTHER USES OF MEDICAL INFORMATION 

A. Authorizations.  There are times we may need or want to use or disclose your medical information for reasons other than those listed above, but 
to do so we will need your prior authorization.  Other than expressly provided herein, any other uses or disclosures of your medical information will require your 
specific written authorization. 

B.   Psychotherapy Notes, Marketing and Sale of Medical Information.  Most uses and disclosures of “psychotherapy notes,” uses and disclosures 
of medical information for marketing purposes, and disclosures that constitute a “sale of medical information” under HIPAA require your authorization.  

C.   Right to Revoke Authorization.  If you provide us with written authorization to use or disclose your medical information for such other 
purposes, you may revoke that authorization in writing at any time.  If you revoke your authorization, we will no longer use or disclose your medical information for the 
reasons covered by your written authorization.  You understand that we are unable to take back any uses or disclosures we have already made in reliance upon your 
authorization, and that we are required to retain our records of the care that we provided to you. 

IV. YOUR RIGHTS REGARDING MEDICAL INFORMATION ABOUT YOU. 

Federal and state laws provide you with certain rights regarding the medical information we have about you.  The following is a summary of those rights.  

A.     Right to Inspect and Copy.  Under most circumstances, you have the right to inspect and/or copy your medical information that we have in our 
possession, which generally includes your medical and billing records.  To inspect or copy your medical information, you must submit your request to do so in writing 
to the Practice’s HIPAA Officer at the address listed in Section VI below. 

If you request a copy of your information, we may charge a fee for the costs of copying, mailing, or certain supplies associated with your request.  The fee 
we may charge will be the amount allowed by state law. 

If your requested medical information is maintained in an electronic format (e.g., as part of an electronic medical record, electronic billing record, or other 
group of records maintained by the Practice that is used to make decisions about you) and you request an electronic copy of this information, then we will provide you 
with the requested medical information in the electronic form and format requested, if it is readily producible in that form and format.  If it is not readily producible in 
the requested electronic form and format, we will provide access in a readable electronic form and format as agreed to by the Practice and you. 

In certain very limited circumstances allowed by law, we may deny your request to review or copy your medical information.  We will give you any such 
denial in writing.   If you are denied access to medical information, you may request that the denial be reviewed.  Another licensed health care professional chosen by 
the Practice will review your request and the denial.  The person conducting the review will not be the person who denied your request.  We will abide by the outcome 
of the review. 

B.       Right to Amend.  If you feel the medical information we have about you is incorrect or incomplete, you may ask us to amend the information.  
You have the right to request an amendment for as long as the information is kept by the Practice.  To request an amendment, your request must be in writing and 
submitted to the HIPAA Officer at the address listed in Section VI below.  In your request, you must provide a reason as to why you want this amendment.  If we accept 
your request, we will notify you of that in writing. 

We may deny your request for an amendment if it is not in writing or does not include a reason to support the request.  In addition, we may deny your 
request if you ask us to amend information that (i) was not created by us (unless you provide a reasonable basis for asserting that the person or organization that created 
the information is no longer available to act on the requested amendment), (ii) is not part of the information kept by the Practice, (iii) is not part of the information 
which you would be permitted to inspect and copy, or (iv) is accurate and complete.  If we deny your request, we will notify you of that denial in writing. 

C. Right to an Accounting of Disclosures.  You have the right to request an "accounting of disclosures" of your medical information.  This is a list 
of the disclosures we have made for up to six years prior to the date of your request of your medical information, but does not include disclosures for Treatment, 
Payment, or Health Care Operations (as described in Sections II A, B, and C of this Notice) or disclosures made pursuant to your specific authorization (as described in 
Section III of this Notice), or certain other disclosures.   

If we make disclosures through an electronic health records (EHR) system, you may have an additional right to an accounting of disclosures for Treatment, 
Payment, and Health Care Operations.  Please contact the Practice’s HIPAA Officer at the address set forth in Section VI below for more information regarding whether 
we have implemented an EHR and the effective date, if any, of any additional right to an accounting of disclosures made through an EHR for the purposes of 
Treatment, Payment, or Health Care Operations.    

To request a list of accounting, you must submit your request in writing to the Practice’s HIPAA Officer at the address set forth in Section VI below. 

Your request must state a time period, which may not be longer than six years (or longer than three years for Treatment, Payment, and Health Care 
Operations disclosures made through an EHR, if applicable) and may not include dates before April 14, 2003.  Your request should indicate in what form you want the 
list (for example, on paper or electronically).  The first list you request within a twelve-month period will be free.  For additional lists, we may charge you a reasonable 
fee for the costs of providing the list.  We will notify you of the cost involved and you may choose to withdraw or modify your request at that time before any costs are 
incurred.

D.    Right to Request Restrictions.  You have the right to request a restriction or limitation on the medical information we use or disclose about you 
for treatment, payment, or health care operations.  You also have the right to request a restriction or limitation on the medical information we disclose about you to 
someone who is involved in your care or the payment for your care, like a family member or friend.  

Except as specifically described below in this Notice, we are not required to agree to your request for a restriction or limitation. If we do agree, we will 
comply with your request unless the information is needed to provide emergency treatment.  In addition, there are certain situations where we won’t be able to agree to 
your request, such as when we are required by law to use or disclose your medical information.  To request restrictions, you must make your request in writing to the 
Practice’s HIPAA Officer at the address listed in Section VI of this Notice below.  In your request, you must specifically tell us what information you want to limit, 
whether you want us to limit our use, disclosure, or both, and to whom you want the limits to apply. 

As stated above, in most instances we do not have to agree to your request for restrictions on disclosures that are otherwise allowed.  However, if you pay or 
another person (other than a health plan) pays on your behalf for an item or service in full, out of pocket, and you request that we not disclose the medical information 
relating solely to that item or service to a health plan for the purposes of payment or health care operations, then we will be obligated to abide by that request for 
restriction unless the disclosure is otherwise required by law.  You should be aware that such restrictions may have unintended consequences, particularly if other 



providers need to know that information (such as a pharmacy filling a prescription).  It will be your obligation to notify any such other providers of this restriction.  
Additionally, such a restriction may impact your health plan’s decision to pay for related care that you may not want to pay for out of pocket (and which would not be 
subject to the restriction). 

E. Right to Request Confidential Communications.  You have the right to request that we communicate with you about medical matters in a 
certain way or at a certain location.  For example, you can ask that we only contact you at home, not at work or, conversely, only at work and not at home.  To request 
such confidential communications, you must make your request in writing to the Practice’s HIPAA Officer at the address listed in Section VI below. 

We will not ask the reason for your request, and we will use our best efforts to accommodate all reasonable requests, but there are some requests with which 
we will not be able comply.  Your request must specify how and where you wish to be contacted.

           F. Right to a Paper Copy of This Notice.  You have the right to a paper copy of this Notice.  You may ask us to give you a copy of this Notice at any time.  
To obtain a copy of this Notice, you must make your request in writing to the Practice’s HIPAA Officer at the address set forth in Section VI below. 

G. Right to Breach Notification.  In certain instances, we may be obligated to notify you (and potentially other parties) if we become aware that 
your medical information has been improperly disclosed or otherwise subject to a “breach” as defined in and/or required by HIPAA and applicable state law.   

V. CHANGES TO THIS NOTICE. 

We reserve the right to change this Notice at any time, along with our privacy policies and practices.  We reserve the right to make the revised or changed 
Notice effective for medical information we already have about you as well, as any information we receive in the future.  We will post a copy of the current notice, 
along with an announcement that changes have been made, as applicable, in our office.  When changes have been made to the Notice, you may obtain a revised copy by 
sending a letter to the Practice’s HIPAA Officer at the address listed in Section VI below or by asking the office receptionist for a current copy of the Notice. 

VI. COMPLAINTS. 

If you believe that your privacy rights as described in this Notice have been violated, you may file a complaint with the Practice at the following address or 
phone number:  

FIORE HAND & WRIST 
Attn:  CECILIA FIORE 

11307 FM 1960 RD WEST, STE 250 HOUSTON TX 77065 
281-970-8002 

To file a complaint, you may either call or send a written letter.  The Practice will not retaliate against any individual who files a complaint.  You may also 
file a complaint with the Secretary of the Department of Health and Human Services. 

In addition, if you have any questions about this Notice, please contact the Practice’s HIPAA Officer at the address or phone number listed above. 



Patient Bill Of Rights 

This Facility adopts and affirms as policy the following rights of patient/clients who receive services from our facility.  The facility will provide the patient or the 
patient’s representative verbal and written notice of such rights in advance of the date of the procedure in accordance with 42 C.F.R. § 416.50, and these patient 
rights will be posted within the facility in the facility’s waiting room(s). 

The patient rights are as follows: 

 Treatment without discrimination as to age, race, color, religion, sex, national origin, political belief, or handicap.  It is our intention to treat each patient as 
a unique individual in a manner that recognizes their basic human rights. 

 Considerate and respectful care including consideration of psychosocial, spiritual, and cultural variables that influence the perceptions of illness. 
 Receive, upon request, the names of physicians directly participating in your care and of all personnel participating in your care. 
 Obtain from the person responsible for your health care complete and current information concerning your diagnosis, treatment, and expected outlook in 

terms you can be reasonably expected to understand.  When it is not medically advisable to give such information to you, the information shall be made 
available to an appropriate person in your behalf. 

 Receive information necessary to give informed consent prior to the start of any procedure and/or treatment, except for emergency situations.  This 
information shall include as a minimum an explanation of the specific procedure or treatment itself, its value and significant risks, and an explanation of 
other appropriate treatment methods, if any. 

 The patient may elect to refuse treatment.  In this event, the patient must be informed of the medical consequences of this action.  In the case of a patient 
who is mentally incapable of making a rational decision, approval will be obtained from the guardian, next-of-kin, or other person legally entitled to give 
such approval.  The facility will make every effort to inform the patient of alternative facilities for treatment if we are unable to provide the necessary 
treatment. 

 The facility will provide the patient or patient representative with the facilities policies and description of the State health and safety laws on advance 
directives, and upon request, refer you to resources for general information on how to formulate an advance directive, including where to obtain the 
official State advance directive form, and appointing a surrogate to make health care decisions on your behalf, to the extent permitted by law.  Access to 
health care at this facility will not be conditioned upon the existence of an advance directive. 

 Privacy to the extent consistent with adequate medical care.  Case discussions, consultation, examination and treatment are confidential and should be 
conducted discreetly. 

 Privacy and confidentiality of all records pertaining to your treatment, except as otherwise provided by law or third party payment contract. 
 A reasonable response to your request for services customarily rendered by the facility, and consistent with your treatment. 
 Expect reasonable continuity of care and to be informed, by the person responsible for your health care, of possible continuing health care requirements 

following discharge, if any. 
 The identity, upon request, of all health care personnel and health care institutions authorized to assist in your treatment. 
 Refuse to participate in research or be advised if your personal physician and/or facility proposes to engage in or perform human experimentation 

affecting his/her care or treatment. Refusal to participate or discontinuation of participation will not compromise the patient’s right to access care, 
treatment or services 

 Upon patient request, examine and receive a detailed explanation of your bill including an itemized bill for services received, regardless of sources of 
payment.  

 Know the facility’s rules and regulations that apply to your conduct as a patient. 
 Be advised of the facility grievance process, should he or she wish to communicate a concern regarding the quality of the care he or she receives or if he or 

she feels the determined discharge date is premature.  Notification of the grievance process includes: who to contact to file a grievance, and that he or she 
will be provided with a written notice of the grievance determination that contains the name of the contact person, the steps taken on his or her behalf to 
investigate the grievance, the results of the grievance and the grievance completion date.  

 Complaint or criticisms will not serve to compromise future access to care at this facility.  Staff will gladly advise you of procedures for registering 
complaints or to voice grievances including but not limited to grievances regarding treatment or care that is (or fails to be) furnished. 

 Access and copy information in the medical record at any time during or after the course of treatment. If patient is incompetent, the record will be made 
available to his/her guardian. 

 Expect to be cared for in a safe setting regarding: patient environmental safety, infection control, security and freedom from abuse or harassment. 
 Receive care, free of restraints unless medically reasonable issues have been accessed and pose a greater health risk without restraints. 
 Participate in the development, implementation and revision of his/her care plan. 

Complaints 

 Complaints may be directed to the following: Cecilia Fiore: Phone 281-970-8002  
 Complaints may be directed to the following State Agency: Texas Department of Health Hotline at 1-888-973-0022  
 Web site for the Medicare Beneficiary Ombudsman: www.medicare.gov or 1-800-633-4227 or www.cms.hhs.gov/center/ombudsman



NOTICE TO PATIENTS:  Physician Financial Ownership 

We are required by Federal law to notify you when a physician holds financial interest or ownership in a 
facility.  We are required by 42 C.F.R. § 416.50 to disclose this financial interest or ownership in writing and in 
advance of the date of the procedure you are scheduled to receive at the facility.   

Dr. Nicholas Fiore holds financial interest in the following facility: 

NORTHWEST SURGERY CENTER 
5215 HOLLISTER STREET 
HOUSTON, TEXAS 77040 

(713) 462-3194 

Please feel free to contact the front desk if you would like a hard copy of this notice. 

Explanation of Patient Financial Responsibility 

The staff at Fiore Hand & Wrist will verify your insurance benefits before your scheduled appointment.  Based 
on the information your insurance company provides to us, we attempt to estimate your financial 
responsibility for your treatment, and collect at the time of service accordingly. 

In the event that an estimated payment is collected from you at the time of service, it is NOT intended to 
release you from total responsibility of your account balance. The estimation is based on a negotiated contract 
and any remaining balance will be billed to you after additional information is received from your insurance 
company. 

While we strive to provide accurate estimates, at no time can we guarantee payment of benefits by your 
insurance company, or your total financial responsibility for services.  The information given by the insurance 
company also contains a disclaimer that it is a verification of benefits, and not a guarantee of payment. Actual 
amount of payment will be determined when the claim is received and processed. 
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