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6334 Cedar Lane
Suite 103
Columbia, MD 21044
Phone (410)531-2355 Fax (410)531-7041
office@ppcmd.com

We would like to welcome you as a new patient to PPC. Please take the time to fill out our health intake form. The confidentiality of your information is protected in accordance with the federal protections for the privacy of health information under the Health Insurance Portability and Accountability Act (HIPPA). Please read our enclosed privacy policy. We can only start your medical services after you have signed the CCM, HIPAA, and billing forms, and after we have verified your insurance.
Office Hours: Our office is open Monday through Thursday 7am-3pm, and 7am-1pm on Friday. Please try to handle all issues during our office hours. You can contact the office by email at office@ppcmd.com or by phone at 410-531-2355. If the front staff is busy when you call, feel free to leave a message. If you have any billing concerns, please contact our billing team at 443-717-4203 or billing@ppcmd.com.
Insurance: It is very important that we have your correct and most up to date insurance information. If you change insurance, either primary or secondary, please notify us immediately. 
Medications, Forms, and Appointments: Please call or email the office for all refill requests and appointments. Do not contact the providers directly for those matters. Prescription requests will be addressed within the same business day. All forms and letters can take up to two weeks to complete. If you need forms filled out, please leave them with the front desk. The more information you can provide, the quicker we can complete the forms. Routine half-hour appointments should be made at least a few weeks in advance. Same day acute slots are 15 minutes and are designed to address a single problem. We have acute slots available every day, but please call early. 
Late Policy: If you are late, your appointment will be shortened by the amount of time you are late. If you are more than a few minutes late it is best to call in and reschedule, as our appointments usually run on time. Please always call if you cannot make an appointment. If you fail to show up for your scheduled appointment without first notifying us of the need to cancel or re-schedule that appointment within 24 (twenty-four) hours advanced notice, you acknowledge and agree to pay a missed appointment charge of $50.00.
Chronic Care Management: All Medicare patients will be required to fill out a CCM form. CCM is a Medicare program that allows us to bill for services outside the scope of an office visit. Patients who choose not to agree to CCM visits may be subject to fees for certain services. 
Communication: Each provider in our practice has an email address, and it is the best way to communicate with them. For assisted living, independent living, and nursing home patients, please contact the Nurse Practitioner assigned to your building. The Nurse Practitioners are the main contact for all clinical questions as they are in the buildings throughout the week. You may alternatively call the office during office hours to have a message relayed to the Nurse Practitioners. 
Doctor and Nurse Practitioner Contact:
 Dr. Lazris: alazris@ppcmd.com 
 Allison Carew: acarew@ppcmd.com 
 Kathy Jantac: kjantac@ppcmd.com 
 Grace So: gso@ppcmd.com
	 Alex Wozniak awozniak@ppcmd.com 
	 Lourdes De Las Alas ldelasalas@ppcmd.com 
	 Ashley Lucas alucas@ppcmd.com 
 Ozioma Erondu oerondu@ppcmd.com
 Ye Rae Cho ycho@ppcmd.com 

Website: Please check out our website for bios of our providers, newsletters, clinical videos by Dr. Lazris, nutrition program information, and more! https://www.personalphysiciancare.net
Patient Portal: Personal Physician Care now has a patient portal, where you can sign in to view your profile, labs, x-rays, medications, etc. Please ask the front desk for information about our portal. The web address is https://myhpprovider.netsmartcloud.com/WebPages/Login.aspx
Lab Draws: We have someone to draw labs, give shots, and do pre-operative testing 5 days a week during office hours. Please call the office to schedule a time.


PPC Communication Form
There are several ways to communicate with providers and the office.
· Reach the office at 410-531-2355 or office@ppcmd.com.  Please contact the office for refills, appointment requests, referrals, prior approvals, or any questions about the practice.  Only contact the office during office hours as no one is reviewing the phone line or emails when the office is closed.  Faxes too are only reviewed during office hours.
· You can reach the providers two ways.  One is to contact the office during office hours and leave a message which will be relayed to the provider, who will contact the office for a response.  The other means of contact is email, as all providers check emails typically twice a day, including after-hours and weekends.
· Please do not contact providers off-hours for issues that can wait for office hours.  Also, providers do not make diagnoses, prescribe new medicines, or have complex conversations after hours and without a visit. If you have a medical emergency or clinical question after hours that cannot wait for the office to open, please go to urgent care or the emergency room and let us know by email where you are going.
· Providers do not communicate by phone given the large volume of messages we receive.  Please do not text or call providers or ask providers to call you back.  Emails are below:
Our emails are as follows:   Doctor and Nurse Practitioner Contact:
 Dr. Lazris: alazris@ppcmd.com 
 Allison Carew: acarew@ppcmd.com 
 Kathy Jantac: kjantac@ppcmd.com 
 Grace So: gso@ppcmd.com
 Alex Wozniak awozniak@ppcmd.com 
 Lourdes De Las Alas ldelasalas@ppcmd.com 
 Ashley Lucas alucas@ppcmd.com 
 Ozioma Erondu oerondu@ppcmd.com
 Ye Rae Cho ycho@ppcmd.com 
Office Contacts:
 Office: office@ppcmd.com
 Billing: Bonnie office@ppcmd.com
 Practice Manager: Erica Voso: evoso@ppcmd.com

I have read and understand this Communication Form and by signing or typing my name below attest that I will communicate with providers by email.
Signature: _____________________________________________
Patient/Guardian/Power of Attorney (Please choose one)
Print Name: ____________________________________________ Date______________________
Best email address: ________________________________________________________________
PPC Privacy Policy
We are required by law to maintain the privacy of your protected health information (PHI). We will only disclose pertinent PHI for essential clinical purposes such as discussions with specialist doctors or hospitals, to convey information to you or your POA, for insurance purposes to obtain payment, or to federal or state agencies when mandated by law. We will use names and other limited identifying information in the office when we call patients or speak to them about certain items, and we will always assure that such information is kept as limited and confidential as is possible. Any other disclosure of PHI will be done only with your consent. Under all circumstances we will only disclose the least amount of PHI necessary for the particular purpose for which it is used. We will use every precaution to assure that your PHI is always protected. If we do determine that your PHI has been breached or exposed, we will report that to you immediately.
We typically communicate with patients, doctors, and nurses by email, fax, or phone. We will not include any identifying information in our correspondence other than a patient’s name. Our email is hosted locally and is secure; we utilize every precaution to assure that no one will be able to access our correspondence other than those to whom it is directed. If a patient prefers that the practice not convey PHI through a specific means, such as email, a request can be made to the practice in writing, and other accommodations will be made for communication.
At times we may be asked by family, providers, or friends to disclose medical information about you. We will only send such information if the person requesting such information is a POA, a person you designate as being able to access information, or a provider you are currently seeing. We will always provide PHI to a hospital or health center if they require that information for clinical purposes. We will also provide information for public health purposes if requested. There are also extenuating circumstances such as subpoenas, law enforcement demands, or even mandates by federal health agencies when we may be asked to provide limited PHI, and in those circumstances we will comply.
All PPC patients have a right to view or receive copies of their PHI upon request. We will always make PHI available through our patient portal, which our patients can voluntarily access at any time, and which is safe and protected. Our patients also have a right to receive a list of any instances when we have disclosed some of your PHI.
If you would like more information about our privacy practices or have any questions or concerns, you have the right to contact us at any time. If you believe we have violated your privacy rights or you disagree with a decision we made about disseminating your PHI, you may complain to us or submit a written complaint to the US Department of Health and Human Services.
HIPPA requires that patient information be kept confidential. Email and phone messages are our primary means of communication and are safe and secure. Please be sure to read our office privacy policy and ask us any questions.
I have read this Privacy Policy and by signing or typing my name below attest to understanding and agreeing to my privacy rights and responsibilities as a patient, guardian, or authorized acting Power of Attorney for a patient of PPC.

___________________________________			_____________
Signature 							Date
Medical Form

General History:
Name:_______________________________________________________________________________
DOB:_____________________________SSN:________________________________________________
Address:______________________________________________________________________________
_____________________________________________________________________________________
Phone:____________________________Cell:_______________________________________________
Email:________________________________________________________________________________
Occupation (past or present)______________________________________________________________
Marital Status:_________________________________________________________________________
Children:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Emergency Contact:_____________________________________________________________________
Phone:_______________________________________________________________________________
Email:________________________________________________________________________________
Relationship:__________________________________________________________________________
Power of Attorney for Health:_____________________________________________________________
Address:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Phone:_________________________________Cell:___________________________________________

Do you have an Advance Directive? [  ]Yes  [  ] No
Did you sign a DNR form? [  ] Yes  [  ] No
If you answered yes to the above questions, please bring appropriate forms to your first appointment. Please include any general wishes you would like to share about your advance directives:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Previous Provider:________________________________________________________________________
Address:_________________________________________________________________________________________________________________________________________________________________________
Phone:___________________________________ Fax:_________________________________________
Have you asked for your medical records to be released to us? [  ] Yes  [  ] No
Specialists you see:
Name					 Specialty 				Phone /Fax
1.___________________________________________________________________________________
2.___________________________________________________________________________________
3.___________________________________________________________________________________
4.___________________________________________________________________________________
5.___________________________________________________________________________________
Pharmacy Information:
Pharmacy Name:_______________________________________________________________________
Phone:_____________________________________________Fax:_______________________________

Insurance Information:
Primary Insurance:______________________________________________________________________
ID:___________________________________________________________________________________
Group:_______________________________________________________________________________
Member Name:______________________________________________DOB______________________
*Copay:_______________________________________________________________________________
Address:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
* Co-pays are due at the time of visit. Credit card, cash, checks, or money order are accepted forms of payment.
Secondary Insurance:___________________________________________________________________
ID:___________________________________________________________________________________
Group:_______________________________________________________________________________
Member Name:______________________________________________DOB______________________
Copay:_______________________________________________________________________________
Address:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Recent Tests and Screening:
	Test
	Date

	Colonoscopy
	

	Mammogram
	

	Bone Density
	

	Pap Smear
	

	PSA
	

	EKG
	

	Stress Test
	

	Cholesterol Lab
	

	Other Lab Tests
	



Recent Immunization:
	Immunization
	Date

	Influenza (flu)
	

	Pneumovax
	

	Shingles
	

	Tetanus
	

	Others
	



Health Habits:
Have you, or do you, smoke? [  ] Yes [  ] No   
If you smoked in the past, when did you quit? ______________________________
Do you drink alcohol? [  ] Yes [  ] No   
If yes, how much do you drink daily?________________________________
Allergies:
1.___________________________________________________________________________________
2.___________________________________________________________________________________
3.___________________________________________________________________________________
Drug Reactions:
1.___________________________________________________________________________________
2.___________________________________________________________________________________
3.___________________________________________________________________________________
4.___________________________________________________________________________________
5.___________________________________________________________________________________

Past Surgeries:
1.___________________________________________________________________________________
2.___________________________________________________________________________________
3.___________________________________________________________________________________
4.___________________________________________________________________________________
5.___________________________________________________________________________________

Current Medications (please include strength and dose):
1.___________________________________________________________________________________
2.___________________________________________________________________________________
3.___________________________________________________________________________________
4.___________________________________________________________________________________
5.___________________________________________________________________________________
6.___________________________________________________________________________________
7.___________________________________________________________________________________
8.___________________________________________________________________________________
9.___________________________________________________________________________________
10.__________________________________________________________________________________




Current Medical Problems:
1.___________________________________________________________________________________
2.___________________________________________________________________________________
3.___________________________________________________________________________________
4.___________________________________________________________________________________
5.___________________________________________________________________________________
6.___________________________________________________________________________________
7.___________________________________________________________________________________
8.___________________________________________________________________________________
9.___________________________________________________________________________________
10.__________________________________________________________________________________






PPC Billing Agreement
At PPC, we do not use an outside billing agency and thus we cannot offer all of the services available with large billing companies. However, what we can provide that a large billing agency cannot is personal service and the ability to work with patients and families to resolve billing issues. Below are the patient billing and payment responsibilities that we are asking that you, as the patient or individual authorized to act on behalf of the patient, read, acknowledge and agree to the following:
 That you shall provide accurate insurance information before the first visit and with any subsequent change in your insurance coverage including obtaining pre-authorizations and referrals. If we receive inaccurate insurance information we will be unable to bill correctly and we will have to bill you directly.
 If you are of Medicare age and have primary insurance other than Medicare, we need to verify your insurance to ensure we can accept it. Please do not give us your Medicare card if you are not part of Medicare Part B. If we are not given the correct insurance card and the charges are rejected, you agree you are responsible for paying the charges for all services rendered.
 You agree you are responsible for all deductibles, co-pays, and other charges for all services rendered and not paid for by insurance. Please note that the Medicare deductible is required to be paid at the start of every year before Medicare begins paying for services.
 As a courtesy to you, our patient, we will submit a claim for payment to your insurance company; however, if after several attempts we are unable to recoup payment from either a primary or secondary insurance company, you agree to accept all financial responsibility and guarantee payment to PPC for the billed services and to rectify your insurance reimbursement issue.
 If you fail to show up for your scheduled appointment without first notifying us of the need to cancel or re-schedule that appointment within 24 (twenty-four) hours advanced notice, you acknowledge and agree to pay a missed appointment charge of $50.00.
 All patients are welcome to discuss billing issues with our Billing Specialist, Bonnie. She can be reached via e-mail at office@ppcmd.com.
I have read and understand this Billing Agreement and by signing or typing my name below agree to the billing and payment responsibilities as a patient, guardian, or authorized acting Power of Attorney for a patient of PPC as described herein.

Signature: _____________________________________________
Patient/Guardian/Power of Attorney (Please choose one)
Print Name: ____________________________________________Date______________________


PPC Chronic Care Management (CCM) Consent Form
As a patient with two or more chronic conditions, you may benefit from a program that Personal Physician Care offers all Medicare patients. Our goal is to make sure you get the best care possible from everyone involved with your care. Medicare will allow us to bill for services such as: care coordination, correspondence with patients and family, discussion with nurses or specialists, and medication management during any month that we have provided at least 20 minutes of non-face-to-face care of you and your conditions. However, you must provide your consent to participate in this program. The assigned provider in charge of your care will be a licensed care team member from Personal Physician Care. Failure to consent to CCM may mean that certain services done outside the scope of an office visit may no longer be able to be performed unless they are deemed to be medical emergencies.
You agree and consent to the following:
1. As needed, we will share your health information electronically with others involved in your care. Please rest assured that we continue to comply with all laws related to the privacy and security of your health information.
1. We will bill Medicare for this chronic care management for you if and when the services are provided. Our office will have a record of our time spent managing your care if you have questions about what we did each month. 
1. Only one provider can bill for this service for you. Therefore, if another one of your providers has offered to provide you with this service, you must choose which provider is best able to treat you and all of your conditions. Please let our staff know if you have entered into a similar agreement with another provider/practice. 
You have the right to:
1. A comprehensive care plan from our practice to help you understand how to care for your conditions so that you can be as healthy as possible. This will be provided to you upon request.
1. Discontinue this service at any time for any reason. Because your signature is required to end your Chronic Care Management services, please ask any of our staff members for the Chronic Care Management termination form.
Our goal is to provide you with the best care possible, to keep you out of the hospital, and to minimize costs and inconvenience to you due to unnecessary visits to doctors, emergency rooms, labs, or hospitals. We know your time and your health are valuable and we hope that you will consider participation in the program with our practice.
I agree to participate in the Chronic Care Management program. [  ] Yes [  ] No   
I agree that typing my name below constitutes my signature. [  ] Yes [  ] No   

Signature: _______________________________________	Date: _________________
Patient/Guardian/Power of Attorney (Please choose one)
Print Name:  ___________________________________	POA Email: _______________________________
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PPC is devoted to comprehensive primary care.  This includes:
· Regularly scheduled visits to monitor chronic conditions, medicines, and both emotional and physical problems.
· Annual visits to address prevention, vaccination, consults, and labs.
· Wellness visits that may include nutrition counseling, weight-loss programs, mental health visits, or visits to address emotional issues.
· Urgent visits for acute problems that can be arranged within 24 hours.
· Post-hospital visits for those who are hospitalized or go to the emergency room.
​
At PPC, we adhere to a geriatric model of care for our patients who are over the age of 70. We are geriatric trained, and Dr. Lazris has degrees in long-term care and wound care management.  We have multiple resources on our website to help our patients understand the most robust data and information relevant to aging. Many tests, medicines, and even diagnoses that are commonly discussed in younger patients are not applicable to those who are aging, and often medicine reduction, less testing, and more of a focus on wellness and function are what we will prescribe.  Dr. Lazris has written many books and articles about geriatric issues, and our bi-monthly newsletter (on the website) addresses common problems and controversies relevant to our aging patients.

In long-term care, your primary provider are the nurse practitioners assigned to the building.  Typically, they come 1-2 days a week, and can be reached by email on other days. You can always contact our office at office@ppcmd.com or 410-531-2355 to assure that you are on their list when they come.  Any faxes or calls to the office after hours will not be reviewed until the office opens, so please email the provider directly for anything that must be addressed quickly.  Dr. Lazris comes to facilities infrequently and acts mostly in the role of a consultant.  If you want to see him, let the office know, or you can make an appointment to see him at the office. For most issues in long term care; from not feeling well, to medicine or lab questions, to concerns about food or in-house consultants; it is best to talk with the facility nurse first. Most facilities order their own labs and x-rays in house, so please discuss with them any issues pertaining to those services.

Please let us know any time if you have questions or concerns regarding our policies, what we offer, how to get onto our website and portal, and other services you would like us to provide.  We exist to help our patients and are patient-centric in our approach.

image2.png
—T

PersonaI‘Physician
CARE

Individualized Attention. Comprehensive Care.




image1.jpeg
s Tha

PersonaI‘Physician
CARE

Individualized Attention. Comprehensive Care.





    6334 Cedar Lane   Suite 103   Columbia, MD 21044   Phone (410)531 - 2355 Fax (410)531 - 7041   office@ppcmd.com     We would like to welcome you as a new patient to PPC. Please take the time to fill out our health  intake form. The confidentiality of your information is protected in accordance with the federal  protections for the privacy of health information under the H ealth Insurance Portability and  Accountability Act (HIPPA). Please read our enclosed privacy policy.   We can only start your medical  services after you have signed the CCM, HIPAA, and billing forms, and after we have verified your  insurance.   Office Hours:   Our office is open Monday through Thursday 7am - 3pm, and 7am - 1pm on Friday.  Please try to handle all issues during our office hours. You can contact the office by email at  office@ppcmd.com   or by phone at 410 - 531 - 2355. If the front staff is busy when you call, feel free to  leave a message.   If you have any billing concerns, please contact our billing  team   at 443 - 717 - 4203 or  billing@ppcmd.com .   Insurance:   It is very important that we have  your   correct and most up to date insurance information.  If you change insurance, either primary or secondary, please notify us immediately.     Medications, Form s , and Appointments:   Please call or email the office for all refill requests and  appointments. Do no t   contact the providers directly for those matters. Prescription   requests   will be  addressed   within th e same  business day.  All forms and letters can take up to two weeks to complete.  If you need forms filled out, please leave them with the front desk. The more information you can  provide, the quicker we can complete the forms.  Routine half - hour appointments should be made at  least a few weeks  in advance. Same day acute slots are 15 minutes and are designed to address a  single problem. We have acute slots available every day, but please call early.    Late Policy:   I f you are late ,   your appointment will be shortened by the amount  o f time you are late. If  you are more than a few minutes late it is best to call in and reschedule , as our appointments  usually   run on time. Please always call if you cannot make an appointment.   If you fail to show up for your  scheduled appointment without first notifying us of the need to cancel or re - schedule that  appointment within 24 (twenty - four) hours advanced notice, you acknowledge and agree to  pay a missed appointment charge of $50.00.  

