i

HARRISONVILLE FAMILY MEDICINE INC » 2820 E ROCK HAVEN RD STE 100, HARRISONVILLE MO 64701-4413

**Pisase review and update the information below to the hest of your abmy.™
Patlent Reglstratlon

CURRENT PATIENT INFORMATION —~ PLEASE, PRINT

Last Name:

First Name:

Middie Name:

Address:, o
Cliy: Slate;
Zlp:s J

Home Phone:

Work Phone;

Moblie Phonex

Sex;

Data of Biith;

Soclal Securlly No.:

Pallent emalt:

Required by government mandate [aithough you may refuse];
Language:.

Race:

© Ethnicly:

Mailtal Status:

) Other
Patlent Referred by:

Primary Care Provider:

Contact Prefarence: Home Phone IWork Phone / Moblle Phone /

Porial / Emall

L ) Primaxy Ynsurance Information
Insurance Plan Name:
Last Name;
First Neme:
Middie Name:
Address;
Clty: State: Zip: ‘
Date of Birlh: Sex {please circle): Mor F

- Employer Name:

Patient's relationship to policy holder:

Guarantor Information {(to whom statemenis are sent)
Name:
Address; |

Relationshlp to patient:
Date of Birth: -
Soclal Security No.:
Phone:{ ) -

Emergency Contact Information

Name:

Relationshlp:

Phone:

Moblle Phona:{  } "

Employer information
Employer:
Address:
Phone:

Pharmacy Information:
Name:

Crossroads;

Phone:

Secondary Insurance Information
Insurance Plan Name:
Last Name!
Flrst Name.:
Middle Name:
Address;
City: State: Zip:
Date of Birth; Sex (pleass clrcla): Mor F
Employer Name:
Patient’s relationship to policy holdar:

To the best of my knowledge the ahove Informatlon ls complete and accurate,

Stgned

Date;




HARRISONVILLE FAMILY MEDICINE INC « 2820 £ ROCK HAVEN RD STE 100, MARRISONVILLE MO 64701-4413

**Bleage sign and date each item below™

ACKNOWLEDGEMENT AND AUTHORIZATION:

= | have read and understand the HIPAA/Privacy Policy for HARRISONVILLE FAMILY MEDICINE INC

Signed Date:

» [ hereby asslgn my Insurance benefits to be paid directiy to the healthcare provider

Signed Date:

s | authorize HARRISONVILLE FAMILY MEDICINE ING to release madical information requlired to process my clalm

Signed K Date:

» | have read and understand the Financlal Policy for HARRISONVILLE FAMILY MEDIGINE INC

Slgned Date:

 « | authorize HARRISONVILLE FAMILY MEDICINE INC to obtalnthave access to my medication history

Signed Date:

& 1authorize my provider's offlce fo contact ma by mobile phone

Signed : Date:




Harrisonville Family Medicine, Inc,

Privacy Consent Form
(Check all that-apply)
— Myself
______ Spouse:
Family Member:
__ ALL Adult Familv Members
____ ONLY:
oo PATENE OF Famlly Member { For Minor Ch||d)
Mother:
Father!
May leave a detsiled message on answering machine / volcemail
NO Details on answering machine / vmcemaii — Only te call office
_____ Email;
R - Consent to text (i,e appt reminders, office closure due to
wéathér or .hol[days, Bt
_____ Other:

Note: It is your responsibility to notify HFM of any
changes that need to be made to this form.

A ——

| acknowledge that by signing below, that | authorize Harrisonville Farily
Medicine, Inc. to disclose any information related-to my / my child’s care,
with the choices [ have indicated above. | also acknowledge that | have
received and read a copy of HFM Notice of Privacy Practices,

Patient / Personal Representative Date

Relationship to-Pi\atlent Witness

REVISED 11/10/2016

P
=




Past Medical History Form

Name.:

DOB:

Gastrointestinal

Ulcer
Colon Polyps
Colon Infections
Diverticulosis
Diverticulitis
Acid Reflux
Hepatitis
Liver Disease
Irfitable Bowel
Crohn's

Endocrine
Hevated Thyroid Levels
Low Thyroid Levels
Diabetes Type |
Diabetes Type i

Pulmonary
Environmental Allergies
Chronic Lung Disease
Chronic Bronchitis

Chronic Sinusitis

Asthma

Sleep Aphea
Musculoskeletal

Low Back Pain

Gout

Rheumatoid Arthritis

Osteoporosis

Osteoarthritis

Fibromyalgia
Cardiovascular

Coronary Artery Disecse

Atrigl Fibrillation

Previous Heart Attack

Elevated Blood Pressure

Hyperiipidemia

Blood Clot

Social History
Smoking Status:

Current
How Often?

Former
Quit Date?

Never
Alcohol Use

Male
Elevated PSA
Erectile Disorder
Prostate Enlargement

Female
LMP
Last Pap Smear
History of Abnl Paps
# of Pregnhancies
Contfraception

Past Surgical History
Cardiovascular

Aneurysm Repair
Heart Bypass Surgery
Carofid Artery Surgery
Heart Valve Replacement
Pacemaker
Defibrillator
Stent Placement
Musculoskeletal
Hip Replacement
Knee Surgery
Knee Replacement
Shoulder Surgery
Rotator Cuif Repair
Carpel Tunnel
Lower Back Surgery
Neck Surgery

Genitourinary
Kidney Removal

Sexudlly Active

Personal Hislory of Cancer
Brain Cancer

Kidney Stone Surgery

Vasectomy

Prostate Surgery
Gastrointestinal

Thyroid Cancer
Breast Cancer
Colon Cancer
Lung Cancer
Prostate Cancer
Leukemia
Lymphoma
Ovarian Cancer
Cervical Cancer
Uterine Cancer
Kidney Cancer

Family Medical History

Congestive Heart Failure
Genitourinary

Kidney Stones

Chronic Kidney Disease

Urinary Tract Infections

NeuroPsych

Seizure Disorder

Stroke

Atention Deficit Disorder

Depression

Anxiety

Dementia

Alzheimer's

Bipolar Disorder

Migraine Headache
Miscelianeous

Anemia

HiV Infection

CGlaucoma

Relationship
Heart Attack

High Blood Pressure

Heart Disease

Heart Failure

Blood Clots

Asthma

Chronic Lung Disease

Cancer
Type:

Appendectomy
Gallbladder Removal
Colectomy
Colostomy
lleostomy
Weight L.oss Surgery
Hemorrhoid Surgery
Pancreas Surgery
Spleen Removal

Hernia Repair
Incisional
Inguinal
Umbilical
Abdominal

Other

Lung Surgery
Thyroid Surgery
Cateract Surgery
Ear Tubes
Tonsillectomy
Adenocidectomy

Diabetes

Depression

Anxiety

Mental lliness

Alcoholism

Alzheimer's

Seizure Disorder

Migraine Headaches

Stroke

Kidney Disease

OB/Gyn
Total Aled. Hysterectomy

With Ovary Removal
Vaginal Hysterectomy
Tubal Ligation
Cesarean Section
Mastectomy
Lumpectomy
Breast Augmentation
Breast Reduction

Revised 5-14-20



HARRISONVILLE FAMILY MEDICINE
2820 E. Rock Haven Road, Ste 100 -
'  Harrisonville, MO 64701 _
. Phone (816) 380-3582 Fax (816) 380-6964 -

Patient Nams - . Saclal Security Number + - Date of Birth

Releasing records FR OM

(physician or organization name}

* (mailing address, phone and fax number)

Releasing records TO: - .
. . * (physician or organization name)

(mailing address, phone and fax number)

Please select only ONE of the following: I give my permission 1o release the following vecords fo the
above stated entlty! (fnclude dates where appropriate) .

Confiried to records for the time period
of; .

Confined to records regarding the specific
information:

All records without regard to limitations placed on dates, history of illness, or diagnostic
and therapeutic information, inclading AID3 testing or diagnosis, information or
treatment for alcohol, drug abuse, and testing and diagnosis of psychiatric ilness.

For the purpose of:

This autheiization is veluntary, This authorization will caplve {c.g, 60 days) from the date ofmy signalure below. I
understand that [ may revoke this suthorization at any tims by notifying the office in wrlting, but 11 do, it wili not have any effect on
sny actiony taken prior to receiving the vovocation. T agres to waive all claims against the office for the release of the requested
#formation, 1 undesstand that once the Information described herein is disclosed, it may no longer be subject to the privacy
protections afforded by the office if the recipient of the information s not a hesith plan, health care provider, health ¢lentinghouse, or
2 husiness asscolate that has a contract with the office, Y understand that 1 must provids the effics wilh at least tweaty-four {24) houts
notice before coming to the facility to review records. Lunderstand that afier 1 hava reviswed the records, Lmust provide the office
with two {2) working days advance notice of any copics of the records that I would like to pick up at the office, I understand that if 1
request that records ba copied end sent to me that the office will send those records to me within thirty (30) days. T undesstand that ifT
wish to have coples of fecords made, then the office will essess a fee for capying the records, The facility will notify me of the total
araount dus for copying adc shipping of the requested records, Lagree that the office wilt only send me the requested information once
payment hias been received in full for those coats. [ understand that once the requested records leave HFM, they are the responsibility
.of the patient/ regipient, 1 understand that 1 have the option lo have these racords cepied fo a date disc, or an electronlc copy can be
made, The putient/ recipient will be responsible for providing o flash drive for the elecitronic copy. ?

Signatute of Patient or Legal Representative Date

If Signed by Leg_al Representative, Relationship to Pationt . . . Signature of Witness




Patient Name: . Patient DOB: / / Date

Wellness Update
; How often do you 'exp‘erlence
Do you experience any of these symptoms?
Y P ‘ Y symp ‘these symptoms?
Yes No :
Rimnny Nose )
Itchy Nose 3 Occasionally (2-3 times per year]
Stuffy Nose
Itchy Eyes 1 over 3 times a year
Watery Eyes O A few long periods of time per yaar
Fragquent Snéezing ‘ {Spring, Summer, Fall, Winter)
ltchy Mouth/Lips/Throat
Post Nasal Drip (drainage down the back L1 Most of the year
of the throat, clearing throat)

Do you take prescription or ;:viar-the_-counter (OTC) medications for the management.of
your allergy symptoms? O Yesd No

if yes, name of medicatlon and last date taken:

Please indicate below symptoms/conditions you've experienced during the last 1 —2 years

7 sinus related fssues (sihus pressure/pain, [1 Restless sleep, challenges steeping through the
headaches, sinusitis) night, snaring ‘
[ Re-occurring Seasonal Colds . 1 conslstent or Re-occurring coughing

O Feeling of fatigue, Irritabllity, & restlessness
i Chronic colds {lasting longer than 2 months)
[0 Asthina

0 Migraine Headaches {3 skin conditions{dry and/or Itchy skin, etc...)

patlent/Guardian Signature: pater_ [/ [

patient Phone!

FOR PROVIDER USE ONLY:
Order Altergy Test: [ Yes I No
Date of last ENT exam: [

Provider Signature: Date: F

Woellnois Updata 1,2



Harrisonville Family Medicine, Inc.

Financial Policy

Effective Date: 7/1/2019
Thank you for choosing Harrisonville Family Medicine as your healthcare provider. Due to the changes in
insurance reimbursements and high deductible health plans we are revising our financial policy to ensure we
can continue to take care of your health needs and provide you with the best possible care. Please read the
following information carefully.

This is an agreement between Harrisonville Family Medicine, Inc., as creditor, and the patient / debtor /
responsible party. By executing this agreement, you are agreeing to pay for all services that are received,

Contracted Insurance: You are expected to pay deductibles and co-payments at the time of service. You must
also pay outstanding balances prior to being seen in the office. If you are not able to resclve an outstanding
balance or pay the copay due before your next appointment, please be aware that your appointment will
need to be rescheduled until your balance is paid in full or reasonable payment arrangements are made, If
your appointment is rescheduled due ta non-payment at time of check in there will be a $40 no show fee
applied. The deductible will be collected until your yearly deductibie has been reached. It Is your responsibility
to Know what is and-what is not covered under your plan. It is the insurance company that makes the final
determination of your eligibility and coverage. You will be responsible for any and all charges not covered by
your insurance company.

Self-Pay Patients: Payment is expected at the time of service. If you cannot pay at the time of service, your
appointment will be rescheduled.

Monthly Statements: If you have a balance of $10.00 or more on your account, we will send a monthly
statement. Please remember when you receive our statement you have already recelved quality care from
your physician, your insurance has been filed and any payment or adjustment from your insurance company
has been applied. The balance on your account is due and payabte when the statement is issued.

Past Due Accounts: Balances that remain on your account past 45 days are considered overdue and full
payment will be expected at future appointments unless a payment plan has been arranged and approved by
our billing department. Accounts over 90 days in arrears will be sent to our collection agency. At that point, for
any new charges to be added to your account our office will require a credit card on file. Once an account has
been placed in collections, the physician/patient relationship could be terminated and your records will be
transferred to a physician of your choice.

Forms & Fees: Your portion of any form must be filled out completely before submitting it to us. A fee will be
charged and collected when your form is returned to you or submitted on your behalf.,

No Show Policy: A $40 fee will be charged for any missed appointment without 24 hour notice. This is not
covered by insurance and must be paid prior to your next appointment. Multiple no shows in any 12 month
period could result in termination from our practice.

Print Name: Signature: Date:
Revised 6/158/19




HIPAA Notice of Privacy Practices

Effective Date; 9/23/2013
THIS NOTICE DESCRIBES HOW YOUR MEDICAL INFORMATION ABGUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET
ACCESS TO THIS INFORMATION,
FLEASE REVIEW IT CAREFULLY.

If you have any questions about this notice, please contact HiPAA Compliance Officer, Tracey Roepke.

OUR OBLIGATIONS:
We are required by law to:

-Maintain the privacy of protected health information
-Give you this notice of our legal duties and privacy practices regarding health information about you
-Follow the terms of cur notice that is currently in effect

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION:

The following describas the ways we may use and disclose health infermation that identifies you (“Health Information®). Except for the purposes
described below, we will use and disclose Health Information only with your written permission. You may revoke such pemmission at any time by wrlilng
to our practice Privacy Officer.

For Treatment. We may use and disclose Health information for your treatment and to provide you with treatment-related health care services. For
example, we may disclose Health Information to doctors, nurses, technicians, or other persannel, including people outside our office, who are invoived in
your medical care and need the information tc provide you with medical care,

For Payment, We may use and disclose Health Information so that we or others may bili and receive payment from you, an insurance campany or &~
third party for the treatment and services you received. For example, we may give your health plan information about you so that they wili pay for your -
freatment. .

For Health Care Operations. We may use and disclose Health Information for health care operations purposes. These uses and disclosures are -
necessary to make sure that all of our patients receive guality care and to eperate and manage our office, For example, we may use and disclose -
informaticn to make sure the obstefrical er gynecological care you receive is of the highest quatity, We alse may share information with other entities -
that have a relationship with you (for example, your health plan) for their health care operation activities. -

Appointment Reminders, Treatment Alfernatives and Health Related Benefits and Services, We may use and disclose Health Information to
contact you te remind you that you have an appointment with us. We also may use and disclose Health Information to tell you about treatment
alternatives or health-related benefits and services that may be of interest to you,

individuals Involved in Your Care or Payment for Your Care. When appropriate, we may share Health Information with a person who is invelved in
your medical care or payment for your care, such as your family or a cloge friend. We also may notify your family about your location or general
condition or disclose such information to an entity assisting in a disaster relief effort.

Research. Under certain circumstances, we may use and disclose Heailth Information for research, For example, a research project may involve
cornparing the heaith of patients who received one treatment to those who received another, for the same condition. Before we use or disclose Health
Information for research, the project will go through a special approval process. Even without special approval, we fay permit researchers to look at
records to help them identify patients who may be included in their research project or for other similar purposes, as long as they do not remove or take
a copy of any Health Information.

SPECIAL SITUATIONS:
As Required by Law. We will disclose Health Information when required to do so by international, federal, state or local law.

T Avert a Serfous Threat {o Health or Safety. We may use and disclose Health Information when necessary to prevent a serious threat fo your
health and safety or the health and safely of the public or another person. Disclosures, however, will be made only te someone who may be able to help
prevent the threat.

Business Associates. We may disciose Health Information to our business associates that perform functions on our behalf or provide us with services
if the information is necessary for such functions or services. For example, we may use another company to perform billing services on our behalf. All
of our business associates are cbligated to protect the privacy of your information and are not allowed to use or disclose any information other than as
specified in our contract.

Organ and Tissue Donation. i you are an organ donor, we may use of release Health Information to organizations that handle organ procurement or
other entities engaged in procurement, banking or transpertation of organs, eyes or tissues to facilitate organ, eye or tissue donation and transplantation,

Military and Veferans. If you are a member of the armed forces, we may release Health Information as required by military command authorities. We
also may release Health Informaticn to the appropriate foreign mifitary authority if you are a member of a foreign military.

Workers’ Compensation. We may release Health Information for werkers' compensation or similar proegrams. These programs provide benefits for
work-related injuries orillness.

Public Health Risks. We may disclose Health Information for public heaith activities. These activities generally include disclosures to prevent or
control disease, injury or disability; report births and deaths; report child abuse or neglect; repert reactions te medications or probiems with products;
notify people of recalls of products they may be using; a person who may have been exposed to a disease or may be at risk for contracting or spreading
a disease or condition; and the appropriate government authority if we befieve a patient has been the victim of abuse, neglect or domestic violence. We
will only make this disclosure if you agree or when required or authorized by law.



Health Oversight Activities. We may disclose Health Information te a health cversight agency for activities autherized by law. These oversight
activities include, for example, audits, investigations, inspections, and licensure. These activities are necessary for the government to moniter the health
care system, government programs, and compliance with civil rights laws,

Data Breach Notification Purposes, We may use or disclose your Protected Health Inforrnation te provide legally required notices of unauthorized
access to or disclosure of your heaith information.

Lawsuits and Disputes, If you are involved in a lawsuit or a dispute, we may disclose Health Information in respanse to a court or adminisiyative order,
We also may disclose Health Information in response to a subpoena, discovery request, or other lawfui process by someone else involved in the dispute,
but only if efforts have been made to tell you about the request or te abtain an order protecting the information requested.

Law Enforcement. We may release Health Information if askad by a law enforcement official if the information is: {1) in response to a court order,
subpaoena, warrant, summens of similar process; (2) limited information to identify or tocate a suspect, fugitive, material witness, or missing person; (3)
about the victim of a crime even If, under certain very limited circumstances, we are unable to obtain the person's agreement; (4) aboui a death we
believe may be the result of criminal conduct; (5) about criminal conduct on our premises; and (8) in an emergency to report a crime, the location of the
crime or victims, or the identity, description or location of the person who committed the crime. .

Coroners, Medical Examiners and Funeral Directors. We may release Health Information to a coroner or medical examiner. This may be necessary,
for example, {o identify a deceased person or determine the cause of death, We also may release Health Information to funeral directors as necessary
for their duties,

National Security and Intelligence Activities. We may release Health Information to authorized federal officials for intelligence, counter-intelligence,
and other national security activities authorized by law.

Protective Services for the President and Others. We may disclose Health Information to authorized federal officials sc they may provide pmtechon
to the President, other autharized persons or foreign heads of staie or to conduct special investigations.

inmates or Individuals in Custody. If you are an inmate of a correctional institution or under the custody of a law enforcement official, we may release
Health information to the correctional institution or law enfercement official. This release would be if necessary: (1) for the institution to provide you with
health care; (2) to protect your heaith and safety or the healih and safety of others; or (3) the safety and security of the correctionat institution. )

USES AND DISCLOSURES THAT REQUIRE US TO GIVE YOU AN OPPORTUNITY TO OBJECT AND OPT .
Individuals Invelved in Your Care or Payment for Your Care. Unless you object, we may disclose to a member of your family, a relative, a close
friend or any other person you identify, your Protected Health Information that directly relates to that person’s involvement in your health care. If you are
unakle to agree or chject to such a disclosure, we may disclose such information as necessary if we determine that it Is in your best interest hased on
our professionat judgmend,

Disaster Relief, \We may disclose your Protected Health Information fo disaster relief organizations that seek your Protecied Health Information te
coordinate your care, or notify family and friends of your location or condition in a disaster. We will provide you with an epportunity to agree or object to
such a disclosure whenever we practically can do sc.

YOUR WRITTEN AUTHORIZATICON 1S REQUIRED FOR OTHER USES AND RISCLOSURES
The following uses and disclosures of your Protected Health Information will be made only with your written authorization:

1. Uses and disclosures of Pratected Health Information for marketing purposes; and
2. Disclosures that constitute a sale of your Protected Health Information

Other uses and disclosures of Protected Health Information not coverad by this Notice or the laws that apply o us will be made only with your written
authorization. If you do give us an autheorization, you may reveke it at any time by submitting a written revocation to our Privacy Officer and we will no
longer disclose Protected Health Information under the authorization. But disclosure that we made in reliance on your authorization before you revoked
it will not be affected by the revocation.

YOUR RIGHTS:
You have the following rights regarding Health Information we have abcut you:

Right to a Copy. You have a right to a copy of any Health Information that may be used to make decisions about your care or payment for your care.
This includes medical and hilling recosds, other than psychotherapy notes. To inspect and copy this Health Infermation, you must make your request, in
writing, to Harrisonville Family Medicine, Inc. We have up te 30 days to make your Protected Health Information available to you and we may charge
you a reasonable fee for the costs of copying, mailing or other supplies asscciated with your request. We may not charge yeu a fee if you need the
information for a claim for benefits under the Social Security Act or any other state of federal needs-based bensfit program. We may deny your request
in certain limited circumstances. Hwe de deny your request, you have the right to have the denial reviewed by a licensed healthcare professional who
was not directly involved in the denial of your request, and we will comply with the outcome of the review,

_ Right to an Electronic Copy of Electronic Medical Records. [f your Protected Health Information is maintained in an electronic format {known as an
electronic medical record or an electronic heaith record), you-have the right to reguest that an electronic copy of your record be given to you or
transmitted to another individual or entity. We will make every effort to provide access to your Protected Health Information in the form or format you
reguest, if it is readily producible in such form or format. if the Protected Health Information is not readily producible in the form or format you request
your record will be provided in either our standard electronic fermat or if you do not want this form or format, a readable hard copy form. We may charge
you a reasanable, cost-based fee for the labor associated with transmitting the electronic medical record.

Right to Get Notice of a Breach. You have the right to be notified upon a breach of any of your unsecured Prolected Health Information.



Right to Amend, if you feei that Health Information we have is incorrect or incomplete, you may ask us to amend the information. You have the right ta
fequest an amendment for as long as the information is kept by or for cur office. To request an amendment, you must make your request, in writing, to
Harrisonvilte Family Medicine, Inc.

Right to an Accounting of Disclosures. You have the right to request a list of certain disciosures we made of Health Information for purposes ather
than ireatment, payment and health care operations or for which you provided written authorization. Te request an accounting of disclosures, you must
make your request, in writing, to Harrisonville Family Medicine, Inc.

Right to Request Restriciions. You have the right tc request a restriction or limitation on the Health Information we use or disclose for treatment,
payment, or health care operations. You also have the right to request a limit on the Health Information we disclose to someone involved in your care or
the payment for your care, ke a family member or friend. For example, you could ask that we net share information about a particular diagnosis or
treatment with your spouse. To request a restriction, yeu must make your request, in writing, to Harrisonville Family Medicine, Inc. We are not required
to agres to your request Linless you are asking us to restrict the use and disclosure of your Protected Health Information to a health plan for payment or .
health care operation purposes and such information you wish to restrict pertains solely to a health care item or service for which you have paid us.“out-
of-pocket” in full. if we agree, we will comply with yous request unless the information Is needed to provide you with emergency treatment.

Qut-of-Pocket-Payments. If you paid out-of-pocket (cr in other wards, you have requested that we not bill your health plan) in full for a specific item or
service, you have the right to ask that your Protected Health Information with respect to that item or service not be disclosed to a health plan for
purpeses of payment or health care operations, and we will honor that request.

Right to Request Confidential Communications, You have the right to request that we communicate with you about medical matters in a certain way
or at a certain location. For example, you can ask that we only contact you by mail or at work. To request confidential communications, you must rmake
your request, in writing, to Harrisonville Family Medicine, Inc. Your request must specify how or where you wish {o be contacted. We will accommodate -
reasonable requests.

-Right to a Paper Copy of This Notice. You have the right {o a papercopy of this notice. You may ask us to give you a copy of this notice at any time.
Even if you havs agreed to recelve this notice efectronically, you are still entitled to a paper copy of this notice. You may obtain a copy of this notice at
our web site, www.HarrisonvilleDoctors.com. To obtain a paper copy of this notice, request this at the front desk of Harrisonville Famity Medicine, Inc.

CHANGES TO THIS NOTICE:

We reserve the right to change this notice and make the new notice apply to Health Information we already have as well as any information we receive
in the future. We will post a copy of our current notice at our office. The notice will contain the effective date on the first page, in the top right-hand -
corner. :

COMPLAINTS: ‘
If you believe your privacy rights have been violated, you may file a complaint with our office or with the Secretary of the Department of Health and
Human Services. To file a complaint with our office, contact our HIPAA Compliance Officer, Tracey Roepke. All complaints must be made in writing.
You will not be penalized for filing a complaint.



