Welcome to Women'’s Healthcare Group of lllinois and The Women’s Wellness

Group. We want to thank you for choosing us for your healthcare needs. We ask that all
registration paperwork be completed in its entirety before your visit. We also require that you
bring your insurance card, a valid form of photo ID and your co-pay (if required). Should you
have any questions or if you need additional information, please do not hesitate to contact our
office.
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Appointment Policy Agreement

Due to the high demand for appointments, we have created a “no show” or same day cancellation policy. Included in this policy is the
requirement that ALL cancellations must be made at least 24 hours in advance of a scheduled appointment. Any cancellation made less
than 24 hours prior to an appointment will be considered a “no-show”. If you have three or more “no show” appointments within a
24-month period, we reserve the right to refuse you future appointments. For every “no show”, there is also a $35 no show fee that
you will be billed.

We ask that all patients arrive for their appointments at least 10 minutes before their appointment time. This allows enough time for
patients to be checked in, to complete any needed paperwork and for them to complete their in-take with the nurse before their
scheduled appointment time arrives. It is our goal to accommodate as many patients as we can while ensuring that we see them in a

timely and efficient manner. Anyone who is more than 10 late for their appointment may be required to reschedule their appointment

for a later time and/or date. If you have any questions or concerns, please contact our office.

Patient Notification Preference

If our office needs to contact you for any reason, including to share test results (both normal and abnormal), how would you prefer to be
contacted?

(O Home Phone Home Number

(O Leave Message with details (no test results are left on voicemail)
(O Leave brief message to call office back.
(O Do not leave a message.

(O Cell Phone Cell Number

(O Leave Message with details (no test results are left on voicemail)
(O Leave brief message to call office back.
(O Do not leave a message.

(O Mail Notification Mailing Address

I hereby acknowledge that, as a patient of Women’s Healthcare Group of lllinois and/or The Women’s Wellness Group, | have read and
agree to the above.

Patient Name Patient and/or Guardian Signature

Patient Date of Birth Relationship to Patient






Patient Consent for E-Prescribing (Electronic Prescribing)

| have baan provided the Elactronic Prascribing Notice.

| have been made aware and understand that the medical practices and offices may use an electronic
prescription system which allows prescriptions and related information to be electronically sent betwean
my providers and my pharmacy. | have been informed and understand that my providers using the
alectronic prescribing system will be able to see information about madications | am already taking,

Including those prescribed by other providers. | give my consent to my providers 1o sae this protectad
heaalth information.

Pararm, Patiant's Signatura or Lagal Reprasantativa
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I give permission to VERBALLY discuss the following medical information about me jchaeck sl boxes that
apply):

A Madical infarmation, including my symploms, diagnosis, medications and treatmant plan
1 LabMes! results
1 Ohar (describa);

J Ovhar (describa).

The physician practice has my parmission to discuss the above information with:
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| understand that | have the right to revake my permission al any time, excapt whaere the physican practice has
already made disclosures in reliance upon this request. | understand that | must notity the physician practice
In writing it | want to revoke my parmission.
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It authorized representatlve, please sign and atach coples of supporting legal documeananaon,
Heason patient unable 10 sign:

Permission to Verbally Discuss

Protected Health Information
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Tha physician practice knows that privacy regulations have an impact on our CUSIOMEr Services 10 you, aspacially
when it comes to discussing information about you with family, friends and others you designate who are involved in)
your care. We have established a process that allows you 1o tell us who we may talk with about your medical care.

How can | give others permission to get verbal information about me?

Complete the Permission to Verbally Discuss Protected Health Information form on the 1st page to ket us know 10
whom we may speak about your information, Check the appropriate baxes to indicate what information we may
discuss.

How is the information on the form used?

Arytime your designated person calls or makes a request on your behalf, we will verify the individual has your
permission fo recelve the information and then we will share the information,

What are some examples of when this might be uscful?
* |f an alderly parent wants an adult child to help understand medical treatment instructions
* If a friend is helping an eldarly patiant with health issues
* |f a college student wanis imlarmation shared with a parem

Can the person [ designate also get copics of my medical records?
Mo they can only receive verbal information. To get copies of medical records, you must complete a separate
Authorization form available at our Physician Practiceds).

What if I change my mind?
You can change or revoke (stop) this process at amy fime by writing to us at the address shown below. Forms are
available at your Physician Practiceds), or you can obtain a new form from the Physician Pracliceds)

What happens if 1 don't complete this form?
We will continue to protect your private health information as required by law.

Phrysicaan Pracics faime
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Permission to Verbally Discuss

Protected Health Information
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Patient Registration Form

Patient Last Name

Patient First Name

Date of Birth

Address

Social Security Number

Gender oM

Occupation

City

oF

State Zip

Home Phone Number

Cell

Work

Marital Status: aSingle oMarried

Employer

oDomestic Partnership

Employer Address

About the Patient’s Guardian and/or Spouse:

Guardian/Spouse Last Name

oDivorced OSeparated oWidowed

Date of Birth

Address

Social Security Number

Guardian/Spouse First Name

Occupation

City

State Zip

Home Phone Number

Cell

Relationship to Patient

Marital Status: aSingle oMarried

Employer

Billing Information:

Bills should be sent to: oPatient

Mailing Address for Bill is:  oSame as above

Emergency Contacts:

Name Phone

Work Phone

oDomestic Partnership

oSpouse

oOther

OGuardian

oDivorced oSeparated oWidowed

Employer Address

Relationship to Patient

Name Phone

Relationship to Patient

Insurance Information:

Primary Insurance

Policy Holder’s Name

Group Number,

Employer (that Insurance is through)

Policy ID Number

Policy Holder SSN

Effective Date

Claims Address

Insurance Phone Number

Policy Holder’s Date of Birth

Secondary Insurance

Policy Holder’s Name

Group Number

Employer (that Insurance is through)

Policy Holder’s Relationship to Patient,

Policy ID Number,

Policy Holder SSN

Effective Date

Claims Address

Insurance Phone Number

Policy Holder’s Date of Birth

Policy Holder’s Relationship to Patient

| authorize the release of any medical information necessary to coordinate care with other physicians and to process insurance claims. | understand that | am
financially responsible for all charges whether or not paid by my insurance company and authorize my insurance company to pay directly to Women’s Healthcare

Group of lllinois.

Patient/Guardian Signature

Date




Patient Self History (Please complete BOTH pages completely)

Date:

Patient Name:

Address:

Birth Date:

Have you ever been in the hospital or had surgery? If yes, for what and when?

Pregnancies: Living Children______ Miscarriages_ Abortions

Number

Medical History: Please circle all past or present medical problems and/or symptoms.

Anemia Heart Disease Any Other Bleeding
Arthritis Chest Pain Easy Bruising

Asthma High Blood Pressure Abnormal Vaginal Discharge
Cancer Kidney Disease Abnormal Penile Discharge
Diabetes Prostate Discase Psychiatric Problems
Fibroids Urinary Incontinence Seizures

Gout Difficulty Urinating Stroke

Alcoholism Liver Disease Thyroid Disease

Glaucoma Lung Disease Tuberculosis

Hearing Loss Shortness of Breath HIV

Visual Loss Ulcers Sexually Transmitted Disease
Heart Attack Gastrointestinal Bleeding Drug/Substance Abuse

Medication History: Please list medications you are currently taking:
Medication How Often? For What Problem?

Allergies: List any medications or other substances that you are Allergic to:

Social History: Do you smoke? If yes, how much and how often?

Do you drink alcohol? If yes, how much and how often?

Do you use illicit drugs? If yes, what kind and how often?

What is your occupation?

Is there any exposure to dust, fumes, smoke or noise?




Are you watching your diet or following any strict dietary guidelines?

Do you exercise regularly?

Do you take any non-prescription medications, health foods or vitamins?

Advance Directives: Do you have someone named as Power of Attorney for Healthcare?

If yes, whom? Do you have a Living Will Declaration?

(If you would like information regarding these Advance Directives, ask front desk for information)

Family History: (Immediate only: father, mother, brothers, sisters and grandparents)
Alive? Age Medical Problems or Cause of Death

Father

Mother

Siblings

Grandparents

Other

Health Screenings/Immunizations: Please specify if you had any of the following.
Date & Results:
Pap Smear

Mammogram

Chest x-ray

Physical Exam

Digital Rectal Exam

Prostate Exam/PSA

Stool Hemoccult

Flexible Sigmoidoscopy

Colonoscopy

Cholesterol

Blood Sugar

B.M.L

PPD

Influenza Vaccine

Tetanus/TD

Hepatitis B Vaccine

Chicken Pox or Vaccine

***This has been reviewed by Doctor (Drs Initials) Updated (yearly)




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
PLEASE REVIEW CAREFULLY.
If you have any questions about this notice, please contact the Facility Privacy Officer.

Whe Will Fellow This Motice: This notice describes the facility's practices and how the facility shares your
information with others for treatment, payment and health care operations purposes.

*  Any health care professional authorized 1o enter information into your lacility chart.
+  All departments and units of the facility.

. Any member of a volunteer group allowed to help you while you are in the facility.
»  All employees, staff, agents and other facility personnel,

. Health care providers and their authorized representatives who are members of the facility’s organized health
care arrangement, or "OHCA” These health care providers and their authorized representalives will be
operationally andfor clinically integrated with the facility, or will otherwise be permitted by law to recenve your
information. For example, 1o the extent permitted by law and in accordance with our policies, the lacility will
share your medical information with physicians who are members of the facility's medical staff, even if the
physician is not employed by the facility.

. All entities, sites and locations within this facility's system will follow the terms of this notice. They also may
share medical information with each other for treatment, payment and health care cperations purposes,

Qur Pledge Regarding Medical Information: We understand that medical information about yvou and your
healthcare is p-arsunal We are committed to protecting medical information about you. A record is created of the care
and services you receive al this facility. This record is needed o provide the necessary care and fo comply with legal
requirements. This notice applies to all of the records of your care generated by the facility. Your personal physician
may have different policies or notices regarding the physicians use and disclosure of your medical information in the
physicians office or clinic.

This notice will tell about the ways in which the facility may use and disclose medical information about vou. Also
described are your nghits and cerlain obligations we have regarding the use and disclosure of medical information.

The law requires the facility 1o

. Make sure that medical information that identifies you is kept private;

. Inform you of our legal duties and privacy practices with respect o medical information about you; and

*  Follow the terms of the notice that is currently in effect. This notice is effective as of September 23, 2013,

HOW THE FACILITY MAY USE and DISCLOSE YOUR MEDICAL INFORMATION:

Except with respect to Highly Confidential Information (described below), we are permitied to use your health
infarmation for the following purposes:

* Treatment. Your medical information may be used lo provide you with medical treatment or services, This
medical information may be disclosed to phy=sicians, nurses, technicianz, and others involved in your care at the
facility, including employees, volunteers, students and interns at the facility. This includes using and disclosing
your information to treat your illness or injury, to contact you o provide appointment reminders or o give you
information about treatment options or other health related benefits and services that may interest you.

MNotice of Prnivacy Practices
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For example: A physician treating you for a broken leg may need 1o know if you have diabetes because
diabetes may slow the healing process. The physician may need to tell the dietitian about the diabetes so
approprialte meals can be arranged. Different depariments of the facility may also share medical information
about you in order to coordinate your different needs, such as prescriptions, lab work and X-Rays. The facility
also may disclose medical information about you to people outside the facility who may be invalved in your
medical care after you leave the facility, such as family members, home health agencies, and others who
provide services that are part of your care.,

* Payment. Your medical information may be used and disclosed so that the treatment and services received at
the facility may be billed and payment may be collected from you, your insurance company and/or a third party.
Please note, we will comply with your request not to disclose your health information to your iInsurance company
if the information relates solely 1o a healthcare itemn or service for which you have paid out of pocket and in full 1o
us. This restriction does not apply to the use or disclosure of your health information for your medical treatment.

For example: To the extent insurance will be responsible for reimbursing the facility for your care, the health
plan or insurance company may need information about surgery you receved at the facility so they can
provide payment for the surgery, Information may also be given to someone who helps pay for your care, Your
health plan or insurance company may also need information about a treatment you are going to receve to
obtain prior approval or to determine whether they will cover the treatment.

* Health Care Operations. Your medical information may be used and disclosed for purposes of furthering
day-to-day facility operations. These uses and disclosures are necessary fo run the facility and to monitor the
quality of care our patients receive.

Eor example: Subject to any limitations described in this notice, your medical information may be:
1. Heviewed to evaluate the treatment and services performed by our staff in canng for you.

2. Combined with that of other facility patients 1o decide what additional services the lacility should offer,
what services are not needed, and whether certain new treatments are effective.

3. Disclosed to physicians, nurses, lechnicians, and other agents of the facility for review and learning

pPUrpOSEes.

Disclosed to healthcare students, interns and residents.

&. Combined with information from other facilities to compare how we are doing and see where we can
improve the care and services offered. Information that identifies you n this set of medical information may

be removed so others may use it to study health care and health care delivery without knowing who the
specific patienls are.

+ |ndividuals Involved in Your Care. With your permission, your medical information may be released 1o a family
member, guardian or other indnaduals involved In your care. They may also be told about your condition unless
you have requested addiional restrictions. In addition, your medical information may be disclosed to an entity
assisting in a disaster relief effort so your family can be notiied about your condition, status, and location.

o

* Research. Under certain circumstances, your medical information may be used and disclosed for research
purposes,

For example: A research project may imrolve comparing the health and recovery of all patients who recened

oane medication to those who received another, for the same conditions. All research projects, however, are
subject to a special approval process. This process evaluates a proposed research project and s use of medical
information, balancing the research needs with the patients’ need for privacy of their medical information. Your
medical information may be disclosed to people prepanng to conduct a research project; for example, helping
them look for patients with specific medical needs, so long as the medical information they review does not
leave the facility. We will almost always ask for your specific permission if the researcher will have access to your
name, address or other information that reveals who you are, or will be involved in your care at the facility.

Notice of Prnivacy Practices
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= Marketing Actlivities. We may, without oblaining your authorization and so long as we do nol receive payment
from a third party for doing 80, 1) provide you with marketing materials in a face-to-face encounter, 2) give you
a promational gift of nominal value, or 3) tell you about our own health care products and services. We will ask
your permission lo use your health information for any other marketing activities,

+  Appointment RBeminders. Your medical infermation may be used to contact you as a remmnder of an
appointment you have for treatment or medical care at the facility.

* Treatment Alternatives. Your medical information may be used to tell you about or recommend possible
treatment options or alternatives that may be of interest to you.

: : ices. Your medical information may be wused to tell you about health-related
banafrtﬂ. -:-r s-awh:aa lhal n‘nr |:.'ra -:-I interes! to you,

= Participation in_Health Information Exchanges. We may participate in one or more health information
exchanges (HIEs) and may electronically share your health mformation for treatment, payment and permitted
healthcare operations purposes with olher participants in the HIE — including entities that may not be listed
under “Who Will Follow This Metice” on the first page of this notice. Depending on State law requirements, you
may be asked 1o “opl-in” in order o share your information with HIEs, or you may be provided the opportunity to
“opt-out” of HIE partcipation. HIEs allow your health care prowiders to efficiently access and use your pertinent
maedical information necessary for treatment and other lawful purposes. We will not share your information with
an HIE unless both the HIE and its participants are subject to HIPAXs privacy and secunty requirements.

* As Required by Law. Your medical information will be disclosed when required to do so by federal, state, or
local authorities, laws, rules and/or regulations,

* Lawsuits and Disputes. I you are involved in a lawsuit or a dispute, your medical information will be disclosed
in response to a court or administration order, subpoena, discovery reqguest, or other lawful process by someone

else involved in the dispute when we are legally required to respond.

+ Law Enforcement. Your medical information will be released if requested by a law enforcement official:
1. In response o a court order, subpoena, warrant, summons or similar process;
2. Toidentify or locate a suspect, fugitive, matenal withess, or missing person;

3.  Aboul the victim of a crime if, under certain limited circumslances, we are unable 1o oblain the person's
agreement;

4. About a death we believe may be the result of ciminal conduct;

5. In emergency circumstances o report a crime; the location of the crime or victims; or the identity,
descnption or location of the person who committed the cnme.

+ MNational Secunty and Intelligence Activities. Your medical information will be released to authonzed federal
officials for inkelligence, counterintelligence, and other national security activities authorized by law.

ice - ide prg. four medical information may be disclosed to authonzed
fﬂd-aral uﬁ:lnh g0 Ih&y' ma'yl prm.rlda pmia:‘tmn to Ihue President, other authorized persons or foreign heads of
slate or conduct special investigations.

« ToAlert a Serious Threat to Health or Safety. Your medical information may be used and disclosed when
necessary to prevent a serous threat to your health and safety and that of the public or another person. Any

disclosure, however, would only be to someone able to help prevent the threat.

Notice of Privacy Practices
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*  Health Oversight Activities. Your medical information may be disclosed o a health oversight lacility for
achivities authorized by law. These oversight activities include, for example, audits, investigations, inspeclions,
and lieansure, [hese activities are necessary for the governmaent to monitor the health care system, governmint
programs, and comphance with civil rights laws,

SPECIAL SITUATIONS:

* Organ and Tissue Donation. If you are an organ or tissue donor, your medical information may be released to
organizahons that handle organ proocurement or ongan, eye and hssue transplantation or o an organ donation

bank, as necessary to facilitale organ or tissue donation and transplantation.

*  Military and Veterans. If you are a member of the armed forces, your medical information may be released as
required by military command authorities, I you are a member of the foreign military personnel, your medical
information may be released to the appropriate foreign military authority.

* Workers' Compensation. I vou soak treatment lor a work-related illness or injury, we must prowvde full
information in accordance with state-specific laws regarding workers' compensation claims. Once state-specific
requirements are mel and an approprate written request is received, only the records pertaining to the work-
related illness or injury may be disclosed.

* Public Health Risk. Your medical information may be used and disclosed for public health activities. These
activities generally include the following:

To prevent or eontrol disease, injury or disability;

To report births and deaths;

Ta report child abuse or neglect;

To report reactions to medications or problems with products;
To notify people of recalls of products they may be using;

To notily a person who may have been exposed to a disease or may be al nsk lor contracting or spreading
a disease or condition;

7 To nobfy the appropriate government authority if we believe a patent has been the victim of abuse,
neglect or domestic violence, We will anly make this disclosure if you agree or when required or authorized

by law,

* Coroners, Medical Examiners, and Funeral Directors. Your medical information may be released to a coroner
or madical examinar. This may be necessary, lor example, o identify a deceased person or delermine the cause
of death, We may also release medical information about patients of the facility to funeral direclors as necessary
o carry out thair dutios,

A

* |nmates. Il you are an inmate of a correctional institulion or under the custody of a law enforcemant official, we
may release medical information about you to the correctional institution or law enforcement official. This release
would be necessary for the following reasons:

1. For the nstitution o provide youw with health care;
2. Toprotect the health and safety of you and others;
3. For the salety and security of the correctional institution,

Notice of Privacy Practices
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HIGHLY CONFIDENTIAL INFORMATION:
Federal and/or State law require special privacy protections for certain highly confidential information about
you, including your health information that is maintained in psychotherapy notes, Similarly, Federal and/or
State law may provide greater protections for the following types of information than HIPAA, in which case we
will comply with the law thal provides your information with the greatest protection and you with the greates!
privacy rights: (1) mental health and developmental disabilities; (2) alecohol and drug abuse prevention,
treatment and referral; (3) HIVVAIDS testing, diagnosis or reatment; (4) communicable diseases; (5) genetic
testing; (6) child abuse and neglect; (¥) domestic or elder abuse; and/or (8) sexual assault. In order for your
highly confidential information to be disclosed for a purpose other than those permitied by law, your written
authonzation is required.,

YOUR WRITTEN AUTHORIZATION

We will first obtain your written authorization before using or disclosing your protected health information for
any purpose not described above, including disclosures that constitute the sale of protected health information
or for marketing communications paid for by a third party {excluding refill reminders, which the law permits
without your authorization). If you provide the facility permission to use or disclose your medical information,
you may revoke that permission, in writing, at any time. If you revoke your permission, we will no longer use or
disclose your medical information for the reasons covered in your written authorization. You understand that we
are unable to take back any disclosures already made with your permission, and that we are required to retain
our records of the care that the facility provided 1o you.

ADDITIONAL INFORMATION CONCERNING THIS NOTICE:

* Changes To This Notice. We reserve the nght to change this notice and make the revised or changed notice
effective for medical infermation we already have aboul you as well as any information we receive in the fulure,
The facility will post a current copy of the notice with the effectve date. In addition, each time you register at, or
are admitted 1o, the facility for treatment or health care services as an inpatient or oulpatent, we will offer you a
copy of the current notice in effect.

* Complaints. You will not be penalized for filing a complaint. If you believe your privacy rights have been
violated, you may file a complaint with the facility or with the Secretary of the Department of Health and Human
Services. Some States may allow you to file a complaint with State's Attorney General, Office of Consumer
Allairs or other Stale agency as specihed by applicable State law. To file a complaint with the facility, submit
your complaint to the facility’s Privacy Officer in writing. The facility’s Privacy Officer can provide you with contact
information for the Secretary of the Department of Health and Human Services as well as the Stale agency or
agencies authorized to aceept your complaints.

You have ||'I|B hllnwnu rights reg-&ning madl:ﬂl mlum'uih:}n the facility mantains about you:
“* NOTE: All Requests Must Be Submitled in Wniting to the Facility™

[ [ ation, You have the right to timely inspect and copy medical
mfmrrmlmn lhat rna:.r I:m l.usad m mka dﬂclﬂnm about your care. Such access will be granted by the facility in
accordance with applicable law.

To inspect and copy medical information or to receive an electronic copy of the medical information that may
be used to make decisions about you, you must submit a written request, If you request a paper copy of your
information, we may charge a fee for the cost of copying, mailing or other supplies associated with your request.

MNotice of Prnivacy Practices
PPSI-2601HMS 0603 (Rev. 02/10, 08/13)  Page Sof 7

Patient Label



If the: facility uses or mainlains an electronic health record with respect to your medical information, you have the
right to obtain an electronic copy of the information f you so choose.

1. You may direct the facility to transmit the copy to another enfity or person that you designate provided the
choice s clear, conspicuous, and specific.

2. The facility may charge a fee equal to its labor cost in providing the electronic copy (e.g., costs may
include the cost of a flash drive, if that is how you request a copy of your information be produced). IF you
request an electronic copy of your information, we will provide the information in the format requested if i
is feasible to do so.

We may deny your request to inspect and copy in some imited circumstances, If you are denied access o
medical information, you may request that the denial be reviewed. Another licensed healih care professional,
other than the person who demed your request, will be chosen by the facility to review your request and the
denial. The facility will comply with the outcome of the review.

1.  Alicensed health care professional has determined, in the exercize of professional judgment, that the
access requested is reasonably likely to endanger the life or physical safety of the indiidual or another
PErson.

2.  The protected health informaton makes reference o another person (unless such other person 1s a health
care provider) and a licensed health care professional has determined, in the exercise of professional
judgmeni, that the access requested is reasonably likely 1o cause substantial harm o such other person.

3. The request for access is made by the individual's personal representative, and a licensed health care
professional has determined, in the exercise of professional judgment, that the provision of access to such
personal representative is reasonably likely to cause substantial harm to the individual or another person.

« Right 1o 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 to information kept by or for the facility.
Except where individual state laws are more siringent, this facility has a minimum of 60 days 1o act on your
request.

To request an amendment, you must submil a wrilten request. You must also provide a reason thal supporls your
request.
Your request for an amendment may be denied if:

1. Your request is nol in writing or does not include a reason lo support the request;

2.  The medical information was not created by ws, unless the person or entity that created the information s
no longer avalable to make the amendmeant;

3. The medical information is not part of the medical infermation kept by or for the tacility;

4. The medical information is not part of the information you would be permilted 1o inspect and copy; or
&. The medical information 1s accurate and complete.

+ Right to an Accounting of Disclosures. You have the right 1o request an “accounting of disclosures” This is
a list of the disclosures we made of your medical information for purposes other than treatment, payment and
health care operations. Except where individual state laws are more siringent, this facility has a minimum of 60
days to act on your request.

Motice of Pnivacy Practices
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To request this list or accounting of disclosures:
1. You must submit your request in writing.

2. Your request must slale a ime period, which may not be longer than six years and may not include dates
before April 14, 2003,

3. Your request should indicate in what form you want the list (for example, on paper, electromcally).

The first hst you request within a 12-month period will be free. For addibonal hsts, we may charge you for the
costs of providing the list. We will notity you of the cost involved and you may choose 1o withdraw or modily your
request at that tme before any costs are incumed.

* Right to Reguest RBestrictions. You have a nght to request a restniction or imitation 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 limit on the medical informaton we disclose about you to someone who is involved in your care or the payment
for your care, like a family member,

To request restrichions, you must make your request in writing. In your request, you must tell us:
1. What information you want to limit;
2. Whether you want to limit our use, disclosure or bath;
3.  To whom you want the limits to apply, for example, disclosures lo your spouse,

You also have a right to request that a health care item or service not be disclosed to your health plan for
payment purposes or health care operations. We are required 1o honer your request if the health care item
or service is paid out of pocket and in full. This restnction does not apply to use or disclosure of your health
information related to your medical treatment.

3 on. You have the right o request that we communicale with you
about mﬂtk:al mul‘lﬂrs in & mrtﬂm wiay or nt a c‘.uﬂnn location.

For example: You can ask thal we only contact you al work or by mail. To request confidential communications,
you must make your request in writing. We will not ask you the reason for your request. We will accommodate
all reasonable requests. Your request must specify how or where you wish to be contacted.

+ Right to Be Notified of Breach. We wll notify you if we discover a breach of your unsecured protected health
information,

* Bightto a Paper Copy of This Notice. You have the right to a copy of this notice. You may ask us to give you
a copy at any time. Even if you have agreed to receive this notice electronically, you are still entitled to a paper
copy of this notice.
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NOTICE OF PRIVACY PRACTICES:
Raquired pursuant to Health Insurance Portability and Accoumtability Act of 1996 (HIPAA), | acknowledge that | have
recaived a copy of tha Facility's Notice of Privacy Practices.

Tha undersigned cerifies that s'he has read the foregaing, undarstands it, accepts its tarms, has received a copy of
it ard is tha patient ar |5 duly autharzad by tha patiant as thalr agent 1o axacuts tha abave.

Fatiert's Sgnatura or Lagal Haprasaratve Liati Tirma
Ralationship o Patian Ingarpratar, # Liskead (BRI Tirna
Witnaes Signaliung Chait Tl
If Talaphans Cansant, Seaand Waness Sigratung D Tirma

Physician Practice .
Notices of Privacy Practices Acknowledgement Form
PP&1=1 W) | 04,13 Page 1 of |

Pazcmi Label



