SUMMARY OF PRIVACY PRACTICES

This summary of our privacy practices contains a condensed version of our Notice of Privacy
Practices; our full-length notice follows this summary.

Date of Last Revision: 4/1/03
Effective Date: 4/2/03

This information is made available on request by a patient

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AN'D
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY. 4 copy of any and all notices is available at the front desk.

We understand that your medical information is personal to you, and we are committed to
protecting the information about you. As our patient, we create medical records about your health,
our care for you, and the services and/or items we provide to you as our patient. By law, we are
required to make sure that your protected health information is kept private.

How will we use or disclose your information? Here are a few examples (for more detail
please refer to the Notice of Privacy Practices that follows this summary):

e For medical treatment e For research
e To obtain payment for our services e To avert a serious threat to health or safety
e In emergency situations e For organ and tissue donation
For appointment and patient recall reminders eFor workers' compensation programs
* To run our Practice more efficiently and * In response to certain requests arising
ensure all our patients receive quality care out of lawsuits or other disputes

If you believe your privacy rights have been violated, you may file a complaint with the Practice
or with the Secretary of the Department of Health and Human Services. To file a complaint with the
Practice, contact our office manager. All complaints must be submitted in writing. You will not be
penalized for filing a complaint.

You have certain rights regarding the information we maintain about you.

These rights include:

e The right to inspect and copy e The right to request restrictions

e The right to amend oThe right to a paper copy of this notice

e The right to an accounting of disclosures * The right to request confidential
communications

For more information about these rights please see the detailed Notice of Privacy Practices that
follows this summary



PATIENT ACKNOWLEDGEMENT FORM

Our Notice of Privacy Practices provides information about how we may use and disclose protected
health information about you. The Notice contains a Patient Rights section describing your rights
under the law. You have the right to review our Notice before signing this Consent. The terms of our
Notice may change. If we change our Notice, you may obtain a revised copy by contacting our office.

You have the right to request that we restrict how protected health information about you is used or
disclosed for treatment, payment or health care operations. We are not required to agree to this
restriction, but if we do, we shall honor that agreement.

By signing this form, you consent to our use and disclosure of protected health information about you
for treatment, payment and health care operations. You have the right to revoke this Consent, in
writing, signed by you. However, such a revocation shall not affect any disclosures we have already
made in reliance on your prior Consent. The Practice provides this form to comply with the Health
Insurance Portability and Accountability Act of 1996 (HIPAA).

The patient understands that:

e Protected health information may be disclosed or used for treatment, payment or
health care operations

e The Practice has a Notice of Privacy Practices and that the patient has the opportunity to
review this Notice

e The Practice reserves the right to change the Notice of Privacy Policies

o The patient has the right to restrict the uses of their information but the Practice does not
have to agree to those restrictions

e The patient may revoke this Consent in writing at any time and all future disclosures
will then cease

e The Practice may condition treatment upon the execution of this Consent.

This Acknowledgement was signed by:

Patient or Legal Representative

Relationship to Patient (if other than patient):

Date:

Witness

Printed name - Practice representative:

Date:



PATIENT QUESTIONNAIRE

I. Please list the family members or other persons, if any, whom we may inform about your
general medical condition and your diagnosis (including treatment, payment and health care
operation):

II. Please list the family members or significant others, if any, whom we may inform about your
medical condition ONLY IN AN EMERGENCY:;

Name Phone Number

Name Phone Number

I11. Please print the address of where you would like your billing statements and/or
correspondence from our office to be sent if other than your home.

IV. Please indicate if you want all correspondence from our office sent in a sealed envelope
marked "CONFIDENTIAL":

YES NO

V. Please print the telephone number where you want to receive calls about your appointments, lab
and x-ray results, or other health care information if other than your home phone number:

VI. Can confidential messages (i.e., appointment reminders) be left on your telephone answering

machine or voicemail?
YES NO

PATIENT NAME (guardian if under 18 years)

PATIENT/GUARDIAN SIGNATURE



AUTHORIZATION FORM
FOR OTHER USES OF PROTECTED HEALTH INFORMATION (PHI)

Our Notice of Privacy Practices provides information about how we may use and disclose
protected health information (PHI) about you pursuant to our general Patient Consent Form. On
occasion, the patient and the Practice may want to use PHI for reasons other than treatment,
payment, and health care operations. This form summarizes the anticipated use of information
about you for which this authorization is required. The Practice provides this form to comply
with the Health Insurance Portability and Accountability Act of 1996 (HIPAA).

Specific description of the information to be used or disclosed, including the specific purpose:

Individuals who may use or disclose this information:

Individuals who may receive and use the disclosed information:

Expiration date of this authorization:

The above mentioned protected health information may be subject to re-disclosure by the party
receiving the information and may no longer be protected by the privacy rules.

By signing this form, you authorize the Practice to use and disclosure protected health
information about you for the reasons mentioned above. You have the right to revoke this
authorization at any time, in writing, signed by you. However, such a revocation shall not affect
any disclosures we have already made in reliance on your prior authorization. Submit your
revocation to the Privacy Officer of the Practice.

This authorization was signed by:

Printed Name — Patient or Representative

In front of

Printed name — Practice representative

Witness: /] By:
Name Date Patient or Representative

Relationship to Patient (if other than patient):

Date: / /



