NEW PATIENT APPLICATION

Patient Name: Date of Birth:
Address: City: Zip:
Social Security#: Email:
Home Phone: Cell: Work:
Occupation: Employer:
Male[] Female[] Marital Status: M S W Sep.
SpOUSC Name: SpO_USG Birthdate: (for insurance purposes)
Referred By? Purpose of this appointment or primary complaint:

MEDICAL HISTORY: Please print clearly and fill in as completely as possible.

Have you used any medications or treatments for this problem(s):

Patient’s Primary Physician:

Current drugs or medications:

PLEASE ANSWER CAREFULLY THE LIST BELOW AS THESE PROBLEMS CAN AFFECT YOUR OVERALL COURSE OF
CHIROPRACTIC CARE (circle those that apply if you have experienced in the last 6 months).

Pneumonia Mumps Influenza INTAKE
Rheumatic Fever Small Pox Pleurisy Coffee
Polio Chicken Pox Arthritis Tea
Tuberculosis Diabetes Epilepsy Alcohol
Whooping Cough Cancer Mental Disorders Cigarettes
Anemia Heart Disease Lumbago White Sugar
Measles Thyroid Eczema Vitamins

HAVE YOU BEEN TESTED HIV POSITIVE YES / NO

Height: Weight: Are you happy with your current appearance/abilities? Y / N

Do you feel refreshed after waking up? Y / N How old is your mattress? How old is your pillow?
Which position(s) do you sleep? Do you exercise regularly? Y / N
How many hours do you spend on an electronic device? Have you ever had surgery? Y / N

How many hours do you work? How much water do you consume in a day?

Have you ever been in an auto accident? Y / N Date: Age: _ Details: _

Date: Age: Details:

Were you evaluated and treated after each? Y / N

Have you had any non-vehicle accidents or falls? Y / N Date: Age:  Details:

As a patient or legal guardian of minor patient | agree to pay lor all services rendered. This office may bill my insurance carrier as needed.
ASSIGNMENT & RELEASE: T hereby assign my insurance benefits to paid dircetly to Clarcmont Chiropractic & Wellness. [ am financiatly
responsible for non-covered services. | authorize the physician to release any information necessary to process this request.

I'have read and agree to comply with the office policy stated in the patient information sheet.

SIGNED




Claremont Chiropractic

“You deserve to have a doctor who treats you as whole person and gets results”

CHECK ANY YOU HAVE EXPERIENCED IN THE LAST 6 MONTHS

MUSCULO-SKELETAL

J Pain Between Shoulders
Neck Pain

Lower Back Pain

Arm Pain

Joint Pain

Walking Problem
Difficulty Chewing
General Stiffness

NERVOUS SYSTEM

00 Nervousness
0 Numbness
O Dizziness
O
O
O
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Forgetfulness
Anxiety
Depression
O Stress
(1 Convulsions
O Paralysis
[0 Cold/Tingling Extremities

GENERAL

Fatigue

Loss of Sleep
Headaches
Fever
Allergies

GASTRO-INTESTINAL

Poor/ Excessive Appetite
Excessive Thirst

Weight Trouble
Vomiting

Diarrhea

Constipation
Hemorrhoids

Liver/Gall Bladder Problem
Abdominal Cramps

Gas/ Bloating

Heartburn

Black/Bloody Stool
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GENITO-URINARY

O Bladder Trouble

0 Pain/Excessive Urination
(0 Discolored Urine

C-V-R

Chest Pain

Short Breath

Blood Pressure Problems
Irregular Heartbeat

Lung Problems

Varicose Veins

Ankle Swelling

Strokes

EENT

Vision Problems
Dental Problems
Sore Throat

Ear Aches

Stuffy Nose
Hearing Difficulty

MALE/FEMALE

Menstrual Irregularity
Menstrual Cramps

Vaginal Pain/Infection
Breast Pain/Lumps
Prostate/Sexual Dysfunction
Other Problems
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Family History
The following members have a
same or similar problem as I do:

0 Mother
00 Father
O Brother
0 Sister

O  Spouse
0 Child

FEMALES ONLY:
When was your last period?

Are you pregnant? (circle one)
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YES NO UNSURE

Please outline on the diagram
the area of discomfort.

Pain Rating1-10: (10 being the
worst you feel today)

How many days per week can
you commit to in order for you
to get better?

What days are you available for
treatment’ M W F

Why Chiropractic? People go to a Chiropractor for a variety of reasons. Some go for symptomatic relief of pain discomfort (Relief Care). Others are
interested in having the cause of the problem as well as the symptom corrected and relieved (Corrective Care). Dr. 1 will weigh your needs and
desires when recommending your treatment program. Circle the one(s) you desire most: Relief Care / Corrective Care / Doctors Recommendation

CHIROPRACTIC ANALYIS:

DO NOT WRITE BELOW THIS LINE

DIAGNOSIS:

PATIENT ACCEPTED YES OR NO




CLAREMONT CHIROPRACTIC
E. Mark Waterman
2440 W. Arrow Rte. Ste. 5A
Upland, CA 91786
(909) 670-2225

CLAREMONT CHIROPRACTIC FINANCIAL POLICY

If you have medical insurance, we are available to help you receive your maximum allowable
benefits. In order to achieve this, we need your assistance and your understanding of our payment
policy.

Payment for services is due at the time services are rendered unless payment arrangements have
been approved in advance by our staff. We accept cash, checks, MasterCard, Visa, Discover and
American Express.

We will gladly discuss your propesed treatment and answer any questions relating to your insurance.
You should realize that:
1. Your insurance is a contract between you, your employer and the insurance company.

2. Payments for co-pays and deductibles are due as treatment is rendered. If you wish to know your
benefits in advance, please call the number on the back of your insurance card.

3. Our fees are generally considered to fall within the acceptable range by most insurance
companies, and therefore are covered up to the maximum allowance determined by each carrier. If
this is not the case, the patient is still liable for the remaining balance.

4. Not all services are covered benefit in ali contracts. Some insurance companies arbitrarily select
certain services they will not cover, thereby making the patient compietely responsible for the charge.

We must emphasize that as medical care providers, our relationship is with you, not your insurance
company. All charges are your responsibility from the date the services are rendered, uniess the
contract between our office and the insurance company states otherwise. We realize that temporary
financial problems may affect timely payment of your account. If such problems do arise, we
encourage you to contact us promptly for assistance in the management of your account.

If you have any questions about the above information or any uncertainty regarding insurance
coverage; please do not hesitate 10 ask us. We are here to help you.

Patient Name

Patient Signature - Date
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Informed Consent to Care

You are the decision maker for your health care. Part of our role is to provide you with information to assist you in
making informed choices. This process is often referred to as sinformed consent” and involves your understanding
and  regarding the care.we recommend, the benefits and risks associated with the care, alternatives, and

the pot tial effect on-your health if you. choose not fo receive the care.

We may conduct some diagnostic or examination procedures, if indicated. Any examinations or tests conducted will
be carefully performed, but may be uncomfortable.

Chiropractic care centrally involves what is known as a chiropractic adjustment. There may be additional supportive
procedures or recommendations as well. When providing an adjustment, we use our hands or an instrument to
reposition anatormicat structures, such as vertebrae. Potential penefits of an adjustment include restoring pormal
joint motien, reducing swelling and inflammation in @ joirt, Teducing pain in the joint, znd improving neurological
functioning and overali well-being.

it is important that you understand, as with all health care approaches, results are not guaranteed, and there is no
promise to cure. As with alt types of health care interventions, there are some risks to care, including, but not limited
to: muscle spasms, aggravating and/or temporary increase in symptoms, lack of improvement of symptoms, burns
and/or scarring fom electrical stimulation and from hot.or cold therapies, including, but not limited to, hot packs and
ice, fractures (proken benes), disc injuries, strokes, disiocations, sirains, and sprains. With respect to strokes, there
is a rare but serious condition known as an arterial dissection that invoives an abnormal change in the wall of an
artery that may cause the development of a thrombus {clot) with the potential to lead to a stroke. This occurs in 3-4
of every 100,000 people, whether they are receiving healith care or not. Patients who experience this condition often,
but not always, present to their medical doctor or chiropractor with neck pain and headache. Unfortunately, a
percentage of these patients will experience a stroke. As chiropractic can involve manually and/or mechanically

adjusting the cervical spine, it has been reported that chiropragtic carg may be a risk for developing this type of

stroke. The association with stroke is exceedingly Tare and is estimated to be related ‘in one in one million to one in
two million cervical adjustments.

It is also important that you understand there are treatment options available for your condition other than
chiropractic procedures. Likely, you have tried many of these approaches already. These options may include, but
are not limited to: self-administered care, over-the-counter pain relievers, physical measures and rest, medical care
with p{escr;pﬁon drugs, ;)hys'gc’al therapy, bracing, injections, and surgery. Lastly, you have the right to a second
opinion and to secure other opinions about your chcumstances and health care as you see fit
| have read, or have had read to me, the above consent. | appreciate that it is not possible fo consider every
possible complication to care. | have also had an opportunity to ask questions about its content, and by signing
below, | agree with the current or future recommendation to receive chiropractic care as is deemed appropriate for
my circumstance. | intend this consent to cover the entire course of care from all providers in this office for my

present condition and for any future condition(s) for which | seek chiropractic care from this office.

Patient Name: Signature: Date:
Parent or Guardian: Signature: Date:
Witness Name: Signature: Date:

ALSO SIGN THE ARBITRATION AGREEMENT on: REVERSE sibE

NCC-FED C2004




PATIENT NAME:

ARBITRATION AGREEMENT

Article 1: Agreement to Arbiirate: It is understoad that any dispute as io medical malpraciice, that is as to whether any medical
senvices rendered under this confract wese unnecessary or unauihorized or were improperly, negligently or incompetently rendered, will
be determined by submission to arbitration as provided by state and federal law, and not by a lawsuit or resort fo court process, except
as state and federal law provides for judicial review of arbiiration proceedings. Both parties to this contract, by entering into it, are
giving up their constitutiona! right to have any such dispute dacided in 2 court of law before a jury, and instead are accepling the use of
arpiration. Furiner, the parfies will not have the right to pariicipaie as a member of any class of claimants, and there shall be no
authority for any dispuite to be decided on a class action basis. An arbitration can only decide a dispute between the pariies and may
not consolidate or join the claims of oiher persons who have similar claims.

Ardicle 2: All Claims Must be Arbitrated: it is also undersiood that-any dispute that dees not relste 1o medical malpraciice, including
disputes as to whether or not a dispule is subject to arbiration, as fo whether this agreement is unconscionable, and any procedural
disputes, will also be determined by submission to binding arbitration. 1t is the intertion of the parties that this agreement bind all
parties as to all claims, including clalms arising out of o refating. 1o Treatment or servicas provided by the healin care provider, including
any helirs or past, present or future spouse(s) of the patient in relaiion o al claims, including loss of consortium: This agreement is also
intended to bind any children of the patient whether bom or unbom at the fime of the occuitence giving rise to any claim. This
agreement is intended to bind the patient and the healih care provider andlor other licensed health care providers, precepiors, o1
interns who now or in the future treat the patient while employed by, working or associated with or serving as a back-up for thehealith
care provider, including those working at the health care provider's clinic or office or any other clinic or office whether signatories to this
form or not.

All claims for monetary damages exceeding ihe jurisdictional fimit of the smalf claims court against ihe health care provider, and/or the
health care provider's associates, association, corporation, parinership, employees, ageats and estate, must be arbitraied including,
without limitation, claims for loss of consortium, wrongful death, emotional distress, injunciive relief, or punitive damages. This
agreement is intended o create an open book accournt unless and vl revoked.

Article 3: Procedures and Appficable Law: A demand for asbiralion must be communicated in writing to all pariies. Each party
shall select an arbitrator (party arbitrator) within thirty days, and a third arbiirator (neutral arbitrator) shall be selected by the arbitrators
appointed by the parties within thirly days thereafier. The neutrsl arbitrator shall then be the sole arbitrator and shalt decide the
arbitration. Each party to the arbitraiion shall pay such party’s pro rata share of the expenses and fees of the neuiral arbitrator, together
with other expenses of the arbilration incured or approved by the neuiral arbirator, not including counsel fees, witness fees, or other
expenses incurred by a party for such parly'’s own benefit. Either party shali have the absolute right to bifurcate the issues of lizbility
and demage upon writien request to the nsulral arsiirator.

The parties consert o the intesvention and joinder in Bis arbitration of any person or eniity. that would offieswise be a proper additional
party in 2 court action, andumnmsmmgma,mmmmmwmmmmmmmube
stayed pending arbitration. The parties agree that provisions of siate and federal law, where applicable, sstablishing the right to
iniroduce evidence of any amount payable as a bensft to the patient o the maximum extent permitted by law, Fmifing the right to
recover non-eccnormic losses, and the right to have a judgment for iidure damages conformed o periodic paymsnis, shall apply fo
disputes within this Arbitration Agreement. The parties further agree that the Commercial Arbifration Rules of the American Arbitration
Association shall govern any arbitration conducted pursuant to this Arbitration Agreement.

Argicle 4: General Provision: All claims based upon the same incident, ransaction, or related cicumstances shall be arbitrated in
one proceetling. A claim shall be waived and forever parred i {1) onthe date natice theresf is received, the claim, i asseried in a civil
action, would be barred by the applicable legal statute of fimitations, or (2) the claimant fails to pursue the arbifration claim in
accordance with the procedures prescribed herein with reasonabie diligence.

Article 5: Revocation: This agreerneni may be revoked by written notice delivered fo the heaith care provider within 30 days of
signature and, if not revoked, will govem all professicnal services received by the patient and all cther disputes between the parties.
Ariicle 6: Retroactive Effect: 1 patient intends this agreament %o cover senvices rendered belare the dale it is signed {for example,
emergency freatment), patient should initial here. . Effective as of the date of first professional services.

If any provision of this Arbitration Agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and
shall not be affected by the invalidity of any other provision. | understand that | have the right to receive a copy of this Arbitration
Agreement. By my signature below, | acknowledge that | have received a copy.

Patient Name: Signature: Date:
Parent or Guardian: Signature: Date:
Witness Name: Signature: Date:

ALSO SIGN THE INFORMED CONSENT on REVERSE SIDE

NCC-FED C2004



CLAREMONT CHIROPRACTIC
ACKNOWLEDGMENT: RECEIPT OF NOTICE OF PRIVACY PRACTICES

I have received a copy of [Practice’s] Notice of Privacy Practices effective [Date}.

Name (please print):

Signature:
Date:

I am a parent ot legal guardian of (patient name). I have received a
copy of [Practice’s] Notice of Privacy Practices effective [Date].

Name (please print):
Relationship to Patient [] Parent [] Legal Guardian
Signature:
Date:

If the individual or parent/legal guardian did not sign above, staff must document when and how
the Notice was given to the individual, why the acknowledgment could not be obtained, and the
efforts that were made to obtain it.

Notice of Privacy Practices effective [date] given to individual on (date)

[]1n Person [ ] Mailing [] Bmail []Other

Reason individual or parent/legal guardian did not sign this form:

[[] Did not want to
[ ] Did not respond after more than one attempt
[ ] Other

The following good faith efforts were made to obtain the individual or parent/legal guardian’s
signature. Please document with dates, times, individuals spoken to, and outcome, as applicable, the
efforts that were made to obtain the signature. More than one attempt must be made.

] In person conversation
[] Telephone contact
[] Mailing
[ ] Email
[] Other

Staff Name (please print): Title:

Signature: Date:




Right to Inspect and Copy. You have the right to
inspect and copy medical information that may be
used to make decisions about your care. Usually this
includes medical and billing records but does not
include psychotherapy notes, information compiled
for use in a civil, criminal, or administrative action or
proceeding, and protected health information to
which access is prohibited by law. To inspect and copy medical
information that may be used to make decisions about you, you
must submit your request in writing to the Privacy Officer at this
practice. If you request a copy of the information, we reserve the
right to charge afee for the costs of copying, mailing or other
supplies associated with your request. We may deny your request
to inspect and copy in certain very limited circumstances. If you
are denied access to medical information, you may request that
the denial be reviewed. Another licensed health care professional
chosen by this practice will review your request and the denial.
The person conducting the review will not be the person who
denied your request. We will comply with the outcome of the
review.
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Right to Amend. If you feel that 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. To request an amendment,
your request must be made in writing and submitted to the
Privacy Officer at this practice. In addition, you must provide a
reason that supports your request. 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
the information was not created by us, is not part of the medical
information kept at this practice, is not part of the information
which you would be permitted to inspect and copy, or which we
deem to be accurate and complete. If we deny your request for
amendment, you have the right to file a statement of disagree-
ment with us. We may prepare a rebuttal to your statement and
will provide you with a copy of any such rebuttal. Statements of
disagreement and any corresponding rebuttals will be kept on file
and sent out with any future authorized requests for information
pertaining to the appropriate portion of your record.

Right to an Accounting of Disclosures We Have Made. You have
the right to receive an accounting (which means a detailed listing)
of disclosures that we have made for the previous six (6) years. If
you would like to receive an accounting, you may send us a letter
requesting an accounting, fill out an Accounting Request Form, or
contact our Privacy Officer. Accounting Request Forms are
available from our Privacy Center. o

B %

The accounting will not include several types of disclosures, including
disclosures for treatment, payment or healthcare operations. If we maintain |
your medical records in an Electronic Health Record (EHR) system, you may
request inclusion of disclosures for treatment, payment or healthcare
operations. The accounting will also not include disclosures made prior to
April 14, 2003.

If you request an accounting more than once every twelve (12) months, we
may charge you a fee to cover the costs of preparing the accounting.

Right to Request an Alternative Method of Contact. You have the right to
request to be contacted at a different location or by a different method. For
example, you may prefer to have all written information mailed to your work
address rather than to your home address.

We will agree to any reasonable request for alternative methods of contact. If
you would like to request an alternative method of contact, you must provide
us with a request in writing. You may write us a letter or fill out an
Alternative Contact Request Form. Alternative Contact Request Forms are
available from our Privacy Officer.

Right to Notification if a Breach of Your Medical Information Occurs. You
also have the right to be notified in the event of a breach of medical I
information about you. If a breach of your medical information occurs, and if
that information is unsecured (not encrypted), we will notify you promptly
with the following information:

Q A brief description of what happened;

O A description of the health information that was involved;

Q Recommended steps you can take to protect yourself from harm;

QO What steps we are taking in response to the breach; and,

Q Contact procedures so you can obtain further information.

Right to Opt-Out of Fundraising Communications. If we conduct
fundraising and we use communications like the U.S. Postal Service or
electronic email for fundraising, you have the right to opt-out of receiving
such communications from us. Please contact our Privacy Officer to opt-out
of fundraising communications if you chose to do so.

Right to a Paper Copy of This Notice. You have the right to a paper copy of
this Notice at any time. Even if you have agreed to receive this notice ;
electronically, you are still entitled to a paper copy. To obtain a paper copy of |
the current Notice, please request one in writing from the Privacy Officer at
this practice.

Changes To This Notice |
We reserve the right to change this Notice. |
We reserve the right to make the revised or %,?%%yﬁ?ym_

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, with the effective date in the upper
right corner of the first page.

otice of
rivacy
ractices

Effective Date: 6/7/2017 |

Privacy Officer:
E. MARK WATERMAN D.C.

CLAREMONT CHIROPRACTIC
2440 W. ARROW RTE. SUITE 5A
UPLAND, CA 91786
(909) 670-2225



We caré about our patients’ privacy and strive to protect the confidentlality of
your medical information at this practice. Federal legislation regjiires that e
isstie this officlal notice of our privacy practices. You have the right to the
confidentiality of your medical information, and this practice is réquired by law
to maintain the privacy of that protected health information. This practics Is
retuired to abide by the terms of the Notice of Privacy Practicés ciitrently in
efféct, and to provide notice of its legal duties and privacy practices with
réspect to frotected health information. If you have any questions dbout this
Notice; please contact the Privagy Officer at this practice.

Who Will Follow This Notice

Any health cdre professional autharized to enter information into your medical
record, all employees, staff and other persannel at this practice Who may need
access to your information must abide by this Notice. All subsidiaries,
business associates (e.g. a billing service), sites and locations of this practice
may share medical information with sach other for treatment, payjment
purposes or health care operations described in this Notice. Except where
treatinent is involved, only the minimum necessary information needed to
accomplish the task will be shared,

How Em May Use and Disglose Medical Information
About You

The following categories describe different ways that we may use and disclose
medical information without your specific consent or authorization, Examples
areé provided for each category of uses or disclosures. Not every possible use
or disclostire in a category is listed,

For Treatment. We may use and disclose medical information about you to
provide you with medical treatment or servicas. Example: In treating you for a
specific condition, we may need to know if you have allergies that could
inflilence which medications we prescribe for the treatment process.

Far Payment. We may use and disclose medical information about yau so
that the treatinent and services you receive from us may be billéd and
payment may be collected from you, an insurance company or a third party.
Exaimplé: Wa may need to send your protected health information, such as
your harme, address, office visit date, and codes identifying your diagnosig and
treatment to your insurance company for payment.

For Health Care Operations. We may use and disclose medical infermation
about you for health care operations to assure that you receive dquality care.
Examiple: We may use medical information to review our treatment and
services and evaluate the performance of our staff in caring for yoil.

Peisons Involved in Your Care. We may disclose medical information about
you to 4 refative, close personal friend or any other person you identify if that
person is involved in your care and the information is relevant fo yur care.
Examplé: if the patient is a minor, we may disclose medical information about
the miinor to a parent, guardian or other persan repsonsible for the minor
except in limited circumstances.

Required by Laiw. We will use and disclose medical information about you
whenever we are required by law to do so. There are many staté and federal
laws that require us to use and disclose medical information. Example: state
law requires us to report gunshot wounds and other injuries to the police and
to report known or suspected child abuse or neglect to the Department of
Social Services. We will comply with those state laws and with all other
applicable laws.

National Priority Uses ani Disclosures Made Without
Your Consent or Authorization. When permitted by law,
we may use or disclose medical information about you
without your permission for activities that are
recognized as “national priorities.” Thé govérnment has determined that
under certain circumstances, it i$ §0 imiportant to disclose medigal
information that it is acceptable to disclose medical information without
the individual’s permission. Soma éxamplés include:
« Law enforgement or correctional institution, such as required
during an investigation by a correctional institution of an inmate;
= Threat to health or safety, such as to avert or lessen a serigus
threat;
* Workers’ compensation or similar programs, such as for the
processing of claims;
o Abuse, neglect or domestic viblence, slich as if you are an adult
and we reasonably believe yau fiidy be a victim of abuse;
» Health oversight activities, stich 5 to a government agency to
investigate possible insurance ftaud;
= Court or legal proceedings, stich ds if & judge orders us to do so;
< Research organizations, such as if the organization has satisflad
certain conditions about protecting the privacy of medical
infarmation;
= Coroner or medical examiner for identification of a body;
« Public health activities, such &s reqiiiréd by the US Food and Drug
Administration (FDA); and
° Certajn government functions, stich as using or disclosing for
gavernment functions like mifitary and veterans’ activities and
national security and intelligence dctivities.

Uses and Disglosures of Protecied Health Information
Requiring Your Written Autliorization

The following uses and disclosures of medical information about you
will only be made with your authorization (sigried permission) from you
or your personal representative:
o Uses and disclosures for marketing purposes.
° Uses and disclosures that constitute the séles of medical
Information about you.
= Most uses and disclosures of psychotherapy notes, if we maintain
psychotherapy notes.
= Any other uses and disclosurés ot described in this Notice.

You have several rights with respect to medical information about you.
This section of the Notice will breifly mention each of these rights, If you
would like to know more about your rights, please contact our Privacy
Officer.

Other uses and disclosures of medical information not covered by this
Notice or the laws that apply to us will be made only with your written
authorization. If you give us permission to use or disclose medical
information about you, you may révoke that permission, in writing, at
any time, If you revoke your permission, we will thereafter no longer use
or disclose medical information about you for the reason covered by
your written authorization. You understand that we are unable to take
back any disclosures we have already made with your permission, and
that we are required to retain our records of the care we have provided
you,

Your Individual Righis Regarding Your Medical Information

Gomplaints. If you believé your privacy rights have been violated, you may
file a complaint with the Privacy Officer at this practice ar with the Secretar
of the Department of Hedlth and Human Services, All complaints must be
submitted in writing. You Will not be penalized or discriminated against for
filing a complaint.

To file a written complaint with us, you may bring your complaint directly tc
our Privacy Officer; or you may mail it to the following address:

To file a written complaint with the federal government, please use the
following contact information:

Office for Civil Rights

U.S. Department of Health and Human Services

200 Indapendencé Avenue, S.W.

Room 508F, HHH Bilding

Washingtari, D.C. 20201

Toll-Free Phone: 1-(877) 696-6775
Website: http://\Www.hhs.gov/ocr/privacy/hipaa/eomplaints/index.htm
Email: OCRComiplaint@hhs.gov

Right to Requgst Restrictions on Uses and Disclosures, You have the righ
to request that we limit the use and disclosure of medical information abou
you for treatment, payiment and healthcare operations. Under federal law,
we must agree to yolr reguest and comply with your requested
restriction(s) if:
1. Except as otherwise required by law, the disclosure is to a health
plan for purpose of carrying out payment of healthcare operation
(and is not for purposes of carrying out treatment); and,
2. The medical information pertains solely to a healthcare item or
service for which the healthcare provided involved has been paid
out-of-packet in full.

Once we agree to your request, we must follow your restrictions (except if
the information is fiecessary for emergency treatment). You may cancel the
restrictions at any time. In addition, we may cancel a restriction at any time
as long as we notify you of the cancellation and continue to apply the
restriction to information collected before the cancellation.

You also have the right to request that we restrict disclosures of your
medical information and healthcare treatment(s) to a health plan (health
insurer) or othér party, when that information relates solely to a healthcare
item or service for which yau, or another person on yeur behalf (other than
a health plan), has paid s for in full. Once you have requested such
restriction(s), and your payment in full has been received, we must follow
your restrictions(s).

Right to Request Confidential Communications. You have the right to
request how we should send communications to you about medical
matters, and where you would like those commupications sent. To request
confidential communications, you must make your request to the Privacy
Officer at this practice. We will not ask you the reasan for your request. We
will accommodate all reasonable requests. Your request must specify how
or where you Wish to be contacted. We reserve the right to deny a request if



