
PHYSICIAN DISCLOSURE OF FINANCIAL INTEREST 

For patients referred to  
  

Lafayette Diagnostic and Radiation Treatment Center 

120 Rue Louis XIV, Lafayette, LA 70508 

 

By physicians practicing with 

Southern Surgical & Medical Specialists, including: 

Southern Urology, LLC 

Surgical Specialists of Lafayette, LLC 

 

 

 

 Louisiana law requires that your physician disclose to you any financial 

interest he or she may have in another healthcare entity to which you may be referred, 

so that you may address any concerns you may have directly with your physician. 

 

 Your referring physician is a member, owner, or employee of Southern 

Urology or Surgical Specialists of Lafayette, also known as Southern Surgical and 

Medical Specialists (the “Group”).   The physician members of the Group (listed at 

left) are also owners of Lafayette Diagnostic and Radiation Treatment Center, to which 

you have been referred for radiation therapy or diagnostic CT services.  

 

 By signing the below, you acknowledge your receipt of this Physician 

Disclosure of Financial Interest and understand that your referring doctor is an owner 

of this facility. 

 

Print Patient Name:____________________________ 

 

Patient Signature (or legal representative):_________________________________ 

 

Date:________________________ 

 

 

 

 

 

      

    

 

 

 

 

   

       

 

 

 

 
Frank Bacque’, M.D. 
602 St. Landry Street 
Lafayette, LA 70506 
 
Thad Bourque, M.D. 
1103 Kaliste Saloom Rd. 
Ste. 200 
Lafayette, LA 70508 
 
Edgar P. Breaux, M.D. 
Jason Breaux, M.D. 
Henry Kaufman, M.D. 
Jacob Landry, M.D. 
457 Heymann Blvd. 
Lafayette, LA 70503 
 
Edward Breaux, M.D. 
Jeannette Chassaignac, M.D. 
Scott Neusetzer, M.D. 
Jeremy Speeg, M.D. 
1016 Coolidge Blvd. 
Lafayette, LA 70503 
 
Andre’ Broussard, M.D. 
2308 East Main St. 
Ste. D 
New Iberia, LA 70560 
 
Martin “Zeke” Ducote, M.D. 
Christopher Fontenot, M.D. 
200 Beaullieu Dr. 
Bldg. 7 
Lafayette, LA 70508 
 
Marcel LaHaye, M.D. 
4940 Vidrine, Rd. 
Ville Platte, LA 70586 
 
William Roth, M.D. 
Samuel Shuffler, M.D. 
1000 W. Pinhook Rd. 
Ste. 304 
Lafayette, LA 70503 
 
Jason Shumadine, MD 
120 Rue Louis XIV 
Lafayette, LA 70508 
 
Jeffrey Thibodeaux, M.D. 
200-A Energy Pkwy. 
Lafayette, LA 70508 
 
John Vallee, M.D. 
Laura Owens, M.D. 
1926 S. Union St. 
Opelousas, LA 70570 
 

 
 
 

Central Office 



AUTHORIZATION FOR DISCLOSURE OF HEALTH INFORMATION 
 

As required by HIPAA, you have a right to request that communications concerning your personal health 

information be made through confidential channels.  Periodically, we will need to contact you for appointment 

reminders, to give test results, or to speak with you regarding any insurance/billing concerns.  Please assist us in 

providing the proper means to contact you, and if you are not available, the name(s) of those you give permission 

to speak to. 

____________________________________________________________________________________________ 

 

I hereby authorize Southern Urology LLC and Lafayette Diagnostic & Radiation Treatment Center to leave 

detailed messages regarding my personal health information via: 

  

Home Telephone Number             Yes         No        Phone #_________________ 

 

Cell Phone Number              Yes         No             Phone #__________________  

 

Written (mailed) Communication 

 To my home address on file  Yes       No 

 To another address only  Yes       No 

  Other address: _______________________________________ 

    _______________________________________ 

  

I also hereby request and authorize my Southern Urology and/or Lafayette Diagnostic & Radiation 

Treatment Center physician to disclose any medical information relating to diagnoses, care, treatment, test 

results and prognosis concerning myself to the individuals listed below. (This may include spouses, relatives, 

children, friends, etc.).  I understand information may be either obtained in person, in writing or by telephone.    

(Write “None” in the space provided below if you do not want anyone to have access to your medical 

information.).   This consent is valid until revoked in writing. 

 

                          Telephone (if different than 

Name       Relationship to Patient                  the Home Number above) 

____________________________      ____________________________      ____________________________ 

____________________________      ____________________________      ____________________________ 

____________________________      ____________________________      ____________________________ 

____________________________      ____________________________      ____________________________ 

____________________________      ____________________________      ____________________________ 

____________________________      ____________________________      ____________________________ 

____________________________      ____________________________      ____________________________ 

 

______________________________ _________________________________ 

Patient Name (Printed)   Signature of Patient / Legal Guardian 

 

______________________________ _________________________________ 

Legal Guardian Name (If applicable)  Date 

 

 



LAFAYETTE DIAGNOSTIC & RADIATION 

TREATMENT CENTER 
Southern Surgical & Medical Specialists / Southern Urology LLC 

Jason T. Shumadine M.D. 

 
 

MEDICAL AUTHORIZATION RELEASE FORM 

 
(To obtain you medical records from other facilities where you have previously received  

CT and/or imaging testing services) 

 

 

DATE:      __________________________________ 

 

TO:         ___________________________________________________________ 

         Name of CT, MRI, PET, Ultrasound or Other Imaging Services 

 

 

FAX:         __________________________________ 

 

 

 

I, _________________________________________(insert your name), HEREBY AUTHORIZE 

THE RELEASE OF MY MEDICAL RECORDS, OR COPIES OF SUCH, AND REQUEST 

THAT THEY BE TRANSFERRED TO: 

 

 

 

JASON SHUMADINE, M.D. 

120 RUE LOUIS XIV 

LAFAYETTE, LA 70508 

FAX# (337) 769-7788 

PH# (337) 769-7779 

 

 

 

SIGNATURE:       ___________________________________    

 

DATE OF BIRTH: _____________ 

 
 

 

 



 

NOTICE OF PRIVACY PRACTICES 
SOUTHERN SURGICAL & MEDICAL SPECIALISTS 

(Includes Southern Urology, LLC, Surgical Specialists of Lafayette, LLC, and Lafayette Diagnostic & Radiation 

Treatment Center)   
 

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND 

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.   PLEASE REVIEW IT 

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

 
The Health Insurance Portability & Accountability Act of 1996 (HIPAA), requires all health records and other Protected Health Information 

(“PHI”) used or disclosed to us in any form, whether electronically, on paper, or orally, be kept confidential. 

 

OUR LEGAL DUTY:  We are required by applicable federal and state law to maintain the privacy of your health information. We are also 

required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health information. We must 

follow the privacy practices that are described in this Notice while it is in effect. This Notice in its currently in effect was updated on 03/26/13 

and will remain in effect until we replace it. 

 

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by 

applicable law. We reserve the right to make the changes in our privacy practices and the new terms of our Notice effective for all health 

information that we maintain, including health information we created or received before we made the changes. Before we make a significant 

change in our privacy practices, we will change this Notice and make the new Notice available upon request.    You may request a copy of our 

Notice at any time. For more information about our privacy practices, or for additional copies of this Notice, please contact us using the 

Company Contact information listed at the end of the Notice.   

 

USES AND DISCLOSURES OF HEALTH INFORMATION: Without specific written authorization, we are permitted to use and disclose 

your healthcare records for the purpose of TREATMENT, PAYMENT, HEALTH CARE OPERATIONS, and OTHER REASONS 

REQUIRED BY LAW: 

 

TREATMENT: This means providing, coordinating, or managing health care and related services by one or more healthcare 

providers/physicians. For example, if your specialist asks your primary care doctor to share PHI related to any physical exams or diagnostic 

procedures done.   

 

PAYMENT: This means such activities as obtaining reimbursement for services, confirming coverage, billing, or collection activities, and 

utilization review. An example of this would be billing your insurance company or Medicare for services rendered. 
 

HEALTH CARE OPERATIONS: This is the business aspect of running our practice, such as conduction quality assessment and 

improvement activities, auditing functions, cost-management analysis and customer service. An example of this would be a periodic quality 

review/assessment of our documentation protocol, etc. 

 

PUBLIC HEALTH, ABUSE or NEGLECT, HEALTH OVERSIGHT, and OTHER REASONS REQUIRED BY LAW:  We will use 

and disclose your PHI when we are required to do so by federal, state or local laws. We may disclose your PHI to public health authorities that 

are authorized by law to collect information, or to a health oversight agency for activities included but not limited to: response to a court order 

or administrative order; if you are involved in a lawsuit or similar proceeding; response to a discovery request, subpoena, or other lawful 

process by another party involved in the dispute-- but only if we made an effort to inform you of the request or obtain an order protecting the 

information the party has requested. We may release your PHI to a medical examiner or coroner to identify a deceased individual or to identify 

the cause of death or if you are an organ donor. We may release your PHI to the tumor registry. We may use and disclose PHI when necessary 

to reduce or prevent a serious threat to your health and safety, of another individual or to the public. Under these circumstances, we will only 

make disclosures to a person or organization able to help prevent the threat. We may disclose your PHI if you are a member of the U.S. or 

foreign military (including veterans) when required for appropriate intelligence or national security activities authorized by law. We may 

disclose to authorized federal officials health information required for lawful intelligence, counterintelligence, and other national security 

activities. We may disclose your PHI to correctional institutions or law enforcement officials if you are an inmate or under the custody of a law 

enforcement official. Disclosure for these purposes would be necessary for the institution to provide health care services to you, for the safety 

and security of the institution, and to protect your health and safety or that of other individuals or the public.  We may release your PHI for 

worker’s compensation and similar programs. 

 

In addition, your confidential information may be used to remind you of an appointment (electronically, by mail, letters, voicemail messages, 

or postcards) or provide you with information about treatment options or other health related services including release of information to 

friends or family members that are directly involved in your care or assist in taking care of you. 

                

                (Page 1 of 2) 

 

 



PATIENT RIGHTS 

 

AUTHORIZATION:  Any uses or disclosures of your PHI not addressed above may only be made with your authorization. You may revoke 

such authorization in writing and we are required to honor and abide that written request, except to the extent that we have already taken 

actions relying on your authorization. 

 

ACCESS: You have the right to look at or get copies of your health information, with limited exceptions. You may request that we provide 

copies in a format other than photocopies. We will use the format you request unless we cannot practicably do so. You must make a request in 

writing to your physician to obtain access to your health information. We will charge you a reasonable cost-based fee for expenses such as 

copies, electronic media storage, and staff time.  

 

RESTRICTIONS: The following uses and disclosures will be made only with your authorization: (i) most uses and disclosures of 

psychotherapy notes; (ii) uses and disclosures of PHI for fundraising or marketing purposes, including subsidized treatment communications; 

(iii) disclosures that constitute a sale of PHI; and (iv) other uses and disclosures not described in this NPP.   

 

ADDITIONAL RESTRICTIONS: You have the right to request additional restrictions on our use or disclosure of your health information. This 

must be made in writing, and must identify: (i) the information to be restricted; (ii) the type of restriction being requested (i.e. on the use of 

information, the disclosure of information, or both); and (iii) to whom the limits should apply.  We are not required to agree to these additional 

restrictions, but if we do, we will abide by our agreement (except in an emergency).   

 

RESTRICTING DISCLOSURE TO YOUR INSURANCE COMPANY:  We must comply with your restriction request if you have paid for your 

services out-of-pocket, in full, and you are requesting that we not disclose your PHI related solely to those services to your health plan.  This 

request must be made in writing prior to or on the date of the service to allow our office to provide you with the information on your out of 

pocket cost, collect necessary fees for service, obtain a signature of this request, and avoid filing to your insurance.    

 

DISCLOSURES OF ACCOUNTING: You have the right to receive a list of instances in which we, or our business associates, disclosed your 

health information for purposes other than treatment, payment, healthcare operations and other reasons required by law herein, for the last 6 

years.  If you request this accounting more than once in a 12-month period, we may charge you a reasonable, cost-based fee for responding to 

these additional requests. 

 

ALTERNATIVE COMMUNICATION: You have the right to request that we communicate with you about your health information by 

alternative means or to alternative locations. Your request must be in writing and specify the alternative means or location, and provide 

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

 

AMENDMENT: You have the right to request that we amend your health information. (Your request must be in writing, and it must explain 

why the information should be amended.) We may deny your request under certain circumstances. 

 

ELECTRONIC NOTICE: If you receive this Notice on our Website, you are entitled to receive this Notice in written form. 

 

BREACH:  We are required to notify you if there is a breach and/or unauthorized use of your PHI. 

 

QUESTIONS AND COMPLAINTS: If you want more information about our privacy practices or have questions or concerns, please contact 

us. 

 

If you are concerned that we may have violated your privacy rights or you disagree with a decision we made about access to your health 

information, you may contact the person below. You may also submit a written complaint to the U.S. Department of Health and Human 

Services. 

 

We support your rights to the privacy of your health information. We will not retaliate in any way if you choose to file a complaint with us or 

with the U.S. Department of Health and Human Services. 

 

CONTACTS: 

 

Company’s Contact:     Government Contact: 

Mark Eldredge      U.S. Dept. of Health & Human Services 

120 Rue Louis XIV     Office of Civil Rights  

Lafayette, LA 70508     200 Independence Ave. S.W.  

PHONE: 337-769-7779     Washington, D.C. 20201  

FAX: 337-769-7788      Toll Free 877-696-6775    

           Revised on 04/26/2013 
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LAFAYETTE DIAGNOSTIC & RADIATION  

TREATMENT CENTER 
Southern Surgical & Medical Specialists/ Southern Urology LLC 

Jason T. Shumadine M.D. 

120 Rue Louis XIV 

Lafayette, Louisiana 70508 

P: 337-769-7779 

F: 337-769-7788 

 

PRIVACY NOTICE ACKNOWLEDGMENT FORM 

 
 

 

I hereby acknowledge that I have been given the opportunity to read and review our Notice of Privacy  

Practices, located on our web site and in the lobby of our office.   I understand that a copy of this Notice  

will be made available to me, for my personal use, if requested. 

 

______________________________  _____________________________ 

Patient’s Name (Please Print)    Date of Birth 

 

 

______________________________  _____________________________ 

Patient/Representative Signature   Date of Signature 

 

___________________________________ 
Representative’s Relation to Patient, If Applicable 

 

 

Documentation of Good Faith Effort 
(To be completed by our staff if a signature is not obtained by patient or representative) 

 
A good faith effort has been made to obtain a written acknowledgement of the Notice of Privacy Practices made 

available to the patient, provided in the lobby of our office.   An Acknowledgement has not been obtained 

because: 

 

Patient refused to sign the Acknowledgement despite having opportunity to read and review. 

 

Other: Patient was unable to sign the acknowledgement because:______________________________ 

__________________________________________________________________________________ 

  

____________________________________ ___________________ 

Employee Signature     Date 

 

 

 

 

 

 



 
PATIENT NOTIFICATION OF OUR FINANCIAL POLICY 

 
Southern Surgical & Medical Specialists – which includes the divisions of Southern Urology, Surgical Specialists of Lafayette, and 
Lafayette Diagnostic & Radiation Treatment Center -- is committed to providing the highest quality of healthcare available while 
maintaining a financial policy that is fair to our patients.  First and foremost, it is important for you to understand that, 
regardless of your insurance status, you are ultimately responsible for payment of your account.  
 
We accept cash, checks, and major credit cards.  We accept Medicare assignment and are participating providers for many 
managed care plans.  We are obligated to follow their guidelines related to billing, collections and allowable pricing on “covered” 
services.   However, each policy is written differently and it is the patient’s responsibility to be aware of what their own policy 
does and does not cover.   Some other key points to know: 
 

 If insured, we ask that you present your insurance card at each visit.  It is your responsibility to ensure that the card (and your 
coverage) is current and correct.  Please let us know whenever any demographic information (address, phone numbers, etc.) 
has changed. 

 If we are “participating providers” with your insurance company, we will collect co-pays, deductibles, co-insurance and other 
out-of-pocket expenses your insurance company does not cover at the time of service.    

 For our private pay patients, we offer a 25% “prompt pay” discount from our charge schedule when paying in full. 

 For private pay patients and those with insurance plans with whom we do not participate, your payment is due at the time of 
service.  If we do not participate with your insurance plan, we can file your claims and refund you any portion your insurance 
plan covers.   

 If the assignment of benefits is rejected or if your insurance fails to pay on a claim according to our contractual terms within 
60 days after it has been filed (unless there is a valid reason for denial), it will be your responsibility to pay the charges in full.    

  We send statements and bills to patients on unpaid amounts owed.   At the discretion of our billing department, we may 
agree to an installment payment plan.  However, lacking any agreed-upon payment arrangement with you (or failing to make 
payment on such agreed-upon amount) we may turn your account over to an outside collection agency.  If at any time you 
cannot pay your bill, please contact our billing office to discuss possible payment arrangements. 

  Certain diagnostic tests may be performed that require an “outside” physician’s professional services (example: a 
pathologist’s interpretation/report on a biopsy sample).   Be aware that you may receive a separate bill from a physician or lab 
for services not performed by Southern Urology.   Please inquire with our physician or nurse should you have questions about 
whether of your particular tests are sent to outside providers.    

 For commercial insurance patients, a deposit may be required for any outpatient or inpatient hospital procedures to cover 
your deductible, unless we can verify that your deductible has been met.   

 Non-Medical Charges: Special medical forms and record copying is charged at a variable rate depending on number of pages.  
$25 is charged on all NSF checks.    

 You may be referred to certain services (diagnostic CT, radiation oncology, certain lab testing) at Lafayette Diagnostic & 
Radiation Treatment Center.  This facility is part of the Southern Urology, wholly owned and part of our Group Practice.  Bills 
for these tests will come from Southern Urology, but show as a separate practice location. 

 Several Southern Surgical & Medical Specialists physicians are also partners and/or have a financial interest in other local 
healthcare organizations.  At some point during your care with Southern Surgical & Medical Specialists you may be referred to 
and receive services by one of these entities.   The following table provides a list of those organizations by physician. 
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Table of Ownership Interest in other Healthcare Organizations by our physician members: 

Frank Baque’, M.D. Southern Lithotripsy;  Southern Laser, UMS MR Fusion Services 

Thad Bourque, M.D. Lafayette Surgical Specialty Hospital, Southern Lithotripsy, Southern Laser, UMS MR 
Fusion Services of Louisiana 

Edward Breaux, M.D. Park Place Surgical Hospital; Southern Lithotripsy, Southern Laser, UMS MR Fusion 
Services of Louisiana 

Jeannette Chassaignac, M.D. Park Place Surgical Hospital; Southern Lithotripsy, Southern Laser, UMS MR Fusion 
Services of Louisiana 

Christopher Fontenot, M.D. Lafayette Surgical Specialty Hospital, Southern Lithotripsy, Southern Laser, UMS MR 
Fusion Services of Louisiana 

Marcellus LaHaye, M.D. Southern Lithotripsy;  Southern Laser, UMS MR Fusion Services of Louisiana, UMS 
MR Fusion Services of Louisiana 

Scott Neusetzer, M.D. Park Place Surgical Hospital; Southern Lithotripsy, Southern Laser, UMS MR Fusion 
Services of Louisiana 

William Roth, M.D. Lafayette General Surgical Hospital; Southern Laser; HealthTronics Lithotripsy, UMS 
MR Fusion Services of Louisiana 

Samuel Shuffler, M.D. Lafayette General Surgical Hospital; HealthTronics Lithotripsy, UMS MR Fusion 
Services of Louisiana 

Jeremy Speeg, M.D. Park Place Surgical Hospital; Southern Lithotripsy, Southern Laser, UMS MR Fusion 
Services of Louisiana 

Jeffrey Thibodeaux, M.D. Lafayette Surgical Specialty Hospital, Southern Lithotripsy, Southern Laser, UMS MR 
Fusion Services of Louisiana 

John Vallee, M.D. Opelousas General Hospital Imaging; Southern Lithotripsy, Southern Laser, UMS MR 
Fusion Services of Louisiana 

Jason Breaux, M.D. Park Place Surgical Hospital 

Henry Kaufman, M.D. Park Place Surgical Hospital 

Jacob Landry, M.D. Park Place Surgical Hospital 

Andre Broussard, M.D. UMS MR Fusion Services of Louisiana 

Jason Bourque, M.D.  

Lauran Owens, M.D.  

 
Southern Surgical & Medical Specialists is the Doing Business As (“DBA”) name for Southern Urology, LLC and Surgical Specialists 
of Lafayette, LLC.  We participate with insurance companies under this original entity name.   Southern Urology currently has 
contracts to participate with many major health plans.  We can confirm whether we participate with your health plan when you 
make your appointment, or any time thereafter.  Please be aware, however, that some insurance companies add “sub-
networks” (PPO, POS, Medicare Advantage, etc.) that may not be part of our agreement.   
 

Patient Acknowledgement of Financial Policy & Assignment of Benefits 
By signing below, I certify that I have read this Financial Policy and understand its terms and conditions.  I authorize the release 
of any medical information necessary to process my insurance claims, and request that payment of insurance benefits be made 
directly to Southern Urology.  I also authorize the release of financial information relating to my account through direct phone 
calls and mailings as necessary to collect on all claim balances.   I understand that I am responsible for my own bill in the event 
that my insurance company does not pay or pay within a timely fashion. 
 
Signature of Patient / Responsible Person: ____________________________________________  
 
Printed Name:____________________________________________________      
 
Relationship to Patient (if Responsible Party):__________________________________________ 
 
Date: _____/______/________          Page 2 of 2 

 


