~Pleass review and update the information below to the best of your ability.™
... Patient Registratton
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b CURRENT PATIENT ]NFORMAT ON LEASE PR]NT L Guarantor Informaﬂon (to whom statements are sent)

Last Name Name:

First Name: Address:

Middle Name: .

Address: Relationship to patlent:

City: State:” Date of Birth:

Zip. : Social Security No.:

Work Phone: }‘VH Emergency Contact Informaﬁon e
Moblle Phone: Name:

Sex; - Relationship:

Date of Birth: Phone:

Sacial Security No,: Mabile Phone:( ) -

Patient email: o — )
Required by governmant mandate [although you may refuse]: ; i
Language: Empioyer:

Rage: Address:.

Ethnlcity: Phone:

Marital Statust . B e o NUR et et e e it
e OB oo PREEMACY Information;

Patlent Referred by: “Name:

Primary Care Provider: Crossroads:

Contact Preference: Home Phone { Work Phone / Mabile Phone / Phone:

Portal / Email

insurance Bian Name: ‘ Insurance Pian Name:

Last Name: Last Name;

First Name: First Name.:

Middia Name: Middle Name:

Address: Address.

City: State: Zip: City: State: Zip:

Date of Birth: Sex {please circle). Mor F Date of Birth: Sex {please circle): M or F

Employer Name; Employer Name:

Fatient's relationship to palicy holder: Patient's refationship to policy holder:

To the best of my knowledge the above information is complete and accurate,

Signed Date:



ign and date each jtem below™

ACKNOWLEDGEMENT AND AUTHORIZATION;

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

Signed Date:

» | hereby assign my insurance benefits to be paid directly to the healthcare provider

Signed Date:

+ | authorize HARRISONVILLE FAMILY MEDICINE INC to release medical Information required to process my clalm

Signed Date:

« | have read and understand the Financlal Policy for HARRISONVILLE FAMILY MEDICINE INC

Signed Date:

» | authorize HARRISCNVILLE FAMILY MEDICINE INC to obtainfhave access to my medication history

Signed Date:

» lauthorize my provider's office to contact me by mobile phone

Signed Date:




Harrisonville Family Medicine, Inc,
Privacy Consent Form

Myself (Only check if 18 or older)

Spouse:

Family members/others:
All adult family members

Emergency contact {only contact in emergency)

Specific people:
Messages:

May leave a detailed message on answering machine/voicemail.

NO DETAILS on answering machine or voicemail — ONLY to call office.

Consent to text?
Ok for portal?

Consent for normal test results to be automatically posted to
Patient Portal?

Email:

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

| acknowiedge that by signing below, that | authorize Harrisonville Family
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 Patient Witness



Harrisonville Family Medicine, Inc.

Financial Policy
Effective Date: 7/1/2019
Thank you for choosing Harrisonville Family Medicine as your healthcare provider. 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 batances prior to being seen in the office. If you are not able to resolve 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 to non-payment at time of check in there will be a $60 no show fee
applied. The deductible will be collected until your yearly deductible 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 received 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 payable 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. If your balance is paid after termination has taken effect,
reinstatement will involve a fee of 525. If a balance occurs on the account again, this will result in FINAL
TERMINATION and reinstatement will not be an cption.

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 $60 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 10/14/2021



Past Medical History Form

ﬁqs!mintesﬂnal
Ulcer
Coloh Polyps
Colon Infections
Diverticulosts
Divertficulitis
Acid Reflux
Hepatitis
Liver Dlseqse
Iritable Bowel
Crohn's
Endoctine
Elevated Thyroid Levels
Low Thyroid Levels
Digbetes Type |
Diabetles Type ll
Pulmonary
Environmental Allergies
Chronic Lung Disease
Chronic Bronachitis
Chronic Sinusitis
Asthma
Sleep Apnea
Musculoskeletal
Low Back Pain
Gout
Rheumataid Arthiitis
Osteoporosis
Osteoarthiitis
Fibromyalgia
Cardiovgscular
Cotohary Artery Dlsedse
Atricl Fibrillation
Previous Heart Attack
Elevated Blood Pressure
Hyperlipldamia
Blood Clot
Congestive Heart Fdllure
Genitowrinary
Kidney Stones
Chronic Kidney Disease
Urinary Tract Infections
NeuroPsych
Selizure Disorder
Stroke

Aftention Deficit Disorder

Depression

Anxlety

Dementia

Alzheimer's

Bipoiar Disorder

Migraine Headache
Miscellaneous

Anemid

HIV infection

Glaucoma

I

Social History
Smoking Stalus;

Curtent

How Ofteng

]

i

Fas! Suraicdl Alslo
Cardiovascular
Aneurysm Repair
Heart Bypass Surgely

Former
Quit Date?

Carolid Artery Surgery
Heart Valve Replacement

Never
Alcohol Use

Pacamaker

Defibiliator

Male

“Jelevated PSA

Erectile Disorder
Prostate Enlargement

Female
LMP

Last Pap Smear

History of Abnl Paps

# of Pregnancies
Contracepfion
Sexually Active

Personat History of Cancer

RN

Brain Cancer
Thyroid Cancer
Breast Cancer
Colon Cancer
Lung Cancer
Prostate Cancer
Leukemia
Lympherna
Ovarian Cancet
Cevical Cancer

1]

Utefine Cancer
Kidney Cancer

Family Medical History
Relalionship

Heart Aftack

il

1L

High Blood Pressure
Hearl Disedse
Heart Faiture

Blood Clots

Stent Placement

Musculoskeletal
Hip Replacement

Khee Suigery

Knee Replacement

Shoulder Surgery
Rotator Cuff Repair
Carpel Tunnel

Lowsr Back Surgery

Irleck Surgery

Genitourinary

Kicney Removal
Kidney Stone Surgery

Vasectomy
Prostate Surgety

Gastrolnteslinal

Appendectomy

Galibladder Removal

Colectomy

Colostomy
leostomy
Weight Loss Surgery
Herorrhoid Surgery
Pcncreas Surgery
Spleen Removal

Hernia Repalr
Inclional
inguinal
fUmbilicat
Abdominal

Other

fLung Surgery
Fhyraid Surgery
Cateract Surgery
Ear Tubes

Selzure Disordet
Migrdine Headaches
Stroke

M astectomy
Lurnpactomy

Asthma _Jonsflectomy
Chionic Lung Disease Adenoidectomy
Canger . -

Type:
Dicbetes OB/Gyn
Depression Total Abd, Hysterectomy
Anxlety With Qvary Removal
Meonial Hiness Vaginal Hysterectomy
Alcoholisim Tubat Ligation
Alzhelmer's Cesaraan Section

Kidney Disease

Breist Augmentation
Braast Reduction

IHEHIE

il

il

L

Revised 5-14-20



Screening Assessment

Patient Name! Today's Data: / /
Date of Birth: / / Patient Phone: {___ )~ .
~ Saverity Frequency ]
symptoms Most of the
N/A Mild | Moderate | Severe | Occasionally/Naver Seasonal Year/Datly
lichy Eyes 0 1 2 3 0 1 2
Watery Eyes 0 1 2 3 0 . 1 2 N
Red Eyas 0 1 2 3 0 i 2
Runny Nose & 1 z 3 0 1 2
lchy Nose 0 1 2 3 0 1 2
Stuffy Nose 1§ 1 2 3 0 1 2
Frequent Sneezing . 0 1 2 3 0 1 2
Circle One
1, Have you ever been diaghosed with asthma , recurrent wheezing, or recurrent bronchitis? Yes No
2, Have you ever been diagnosed with atapic dermatitls, eczema, of recurrent sinusitis? Yes Nao
3. Do you take preseription or OTC medications to manage your allergy symptoms? Yes No
Circle each medication that you use to manage your allergy symptoms;
Allegra (Fexofenadine) Xyzal {Levocetirizine} Benadryl {Diphenhydramine} Zyrtec {Cetirizine)
Claritin {Loratading} Singulaiv {Montelukast) Clarinex (Desloratadine)  Other
4, Do you take any steroidal or non-sterotdal anti-inflammatory drugs? [ Yes 1 No
Circle each madication that you use to treat Inflammation:
Aleve (Naproxen)  Aspirin Advil/Motrin (Ibuprofen) Prednisone Other:
5. Have you ever had a reaction to any foods In the past? If so, describe the event. Yes 1 No

Circle the reaction(s) you experler]ced dur[ng the eveht(s): :

Tingling/Hchy mouth Hives/tash/eczema Swelling Wheezlng/difficulty breathing
Abdominal pain/ dtarrhea/nausea/voniiting Dizzlnessflightheadedness/fainting
If the answer to question 5 was "No", please skip questions 6 and 7, '
6. Do.you have any family members that have been diagnosed or have suspected allergies? if so, list those Yes No
family members and their dlagnosed/suspected allergies.
7. Have you ever heen tested for foad allérgies? ] Yes [ No
fatient/Guardian Slghature: Date;
Office Use Only:
sum of severlty of symptoms (0-21) Sum of frequency of symptoms {0-14) Order 850047
_ _ ‘ Yes I No
Diagnosis (cirgle one) 130.89 130.1 130.2 Other Circle Test(s)
Environmental I Food
Provider Signatre: e o D) EOVIONMental & Food

210812



Harrisonville Family Medicine
2820 E Rock Haven Road, Ste 100
Harrisonville, MO 64701

Phone (816) 380-3582 / Fax (816) 380-6964

Patient Name Social Security Number Date of Birth

Releasing records FROM:

(Physician or Organization name)

{mailing address, phone and fax number)

Releasing records TO:

(Physician or Organization name)

(maliing address, phone and fax number)

Plegse select only ONE of the following: | give my permission to release the following records to the above stated entity:
{include dates where appropriate)

Confined to records for the time period of:

Confined to records regarding the specific information:

Ali records without regard to limitations placed on dates, history of illness, or diagnostic and therapeutic
information, including AIDS/HIV testing or diagnosis, information or treatment for alcohal, drug abuse, and testing and
diagnosis of psychiatric illness. *We will ask for the last 2 yrs uniess specific information is noted. *

For the purpose of:

This authorization is voluntary. This authorization will expire in {e.g. 60 days) from the date of my signature below. | understand that | may revoke this
authorization at any time by notifying the office in writing, but if | do, it will not have any effect of any actions taken prior to receiving the revocation. | agree to waive
all claims against the office for the release of the requested information. | understand 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 is not a health plan, heaith care provider, health clearinghouse, or a
business associate that has a contract with the office, | understand that | must provide the office with at least twenty-four {24) hours’ notice before coming to the
facility to review records. | understand that after | have reviewed the records, { must provide the office with two {2} working days advance notice of any copies of the
records that | would like to pick up at the office. | understand that if | wish to have copies of records made, then the office will assess a fee for copying the records.
The facility will notify me of the total amount due for copying and shipping of the requested records. | agree that the office will only send me the requested
information once payment has been received in full for the charts. [ understand that once the requested records leave HFM, they are the responsibility of the
patient/recipient. Iunderstand that | have the option to have these records copied to a data disc, or an electronic copy can be made. The patient/recipient will be
responsible for providing a flash drive for the electronic copy.

Signature of Patient or Legal Representative Date

If Signed by Legal Representative, Relationship to Patient Signature of Witness
Revised 3/07/2024



HIPAA Natice of Privacy Practices
Effective Dale; 9/23/2013

THIS NOTICE DESCRIBES HOW YOUR MEDICAL INFORMATION ABQUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET-
ACCESS TO THIS INFORMATICN,
PLEASE REVIEW T CAREFULLY,

it you have any questions about this netics, please contact HIPAA Comgliance Officer, Tracey Roepke,

QUR OBLIGATIONS:

We are requirad by law to:
-Maintain the privacy of protected health information
-Glve yau this notice of our legal dutles and privacy practices regarding heaith Information about you
-Foliew the terma of our notice that is currentiy In effect

HOW WE MAY USE AND DISCLOSE HEAL TH INFORMATION:

The fallowing deseribes the ways wa may use and disclose heallh information that Identifies you (“Heaith Information”). Except for the purposes .
described below, we will usa and disclose Health infarmation only with yaur wiritten permission. You may revoke such pemnission at any time by wiiting ~
to our practics Privacy Officer.

For Treatment. We may use and disclose Health Information for your treatment and to provide you with treatment-related heaith care services. For
exampile, we may disclose Health Infermaton to daectors, nurses, technicians, or ether personnel, including people cutside our office, who are Invoived In
your medical care and need the infarmatian to provide you with medical care.

For Payment. We may use and disclosa Health Information so that wa or others may bill and recelve payment from you, an insurance company or &’
third party for the treatment and services you recelved. For example, we may give your health ptan information about you so that they will pay for your -
treatment. . '

For Health Care Operations. We may use and disclose Health Information for health care operations purposes, These uses and disclosuras are -
nacessary to make sure that ail of our patients receive quality care and to operate and manags our office. For example, we may use and disclose -
information 1o make sure the obstetrleal or gynecclogical care you raceive Is of the highest quality. We 2lso may share Informatlon with other entities -
that have a relaticnship with you {for example, your health plan) for thelr health care operation activities. "

Appointment Reminders, Treatment Alfernatives and Health Related Benefits and Services. We may use and disclose Heaith Information to
contact you o remind you that you have an appointment with us. We also may use and disclose Health Information 1o tefl you about treatment
siternatives ar 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 Infermation with a person who is Invelved in
your medleal care or payment for your cara, such as yaur famlly of a clase frlend. We also may notify your family about your locatfon or genaral
condition of disclosa such information o an entity assisting in a disaster rellaf effort,

Research. Under certain circumsiances, we may use and disciose Health Information for research. For example, a research project may nvolve
comparing the health of patients who recelved ane treatment to these who recelved another, for the same condition. Before we use or disclose Health .
information for research, the project will go through a special approval precess, Even without special approval, we may permit researchers tolook at
records to help them identify patlents wha may be Included in their research project or for olher slmiar purposes, as long as they do not remove or take
a copy of any Health Information.

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

To Avert a Serious Threat to Health or Safety. We may use and disclose Health Information when necessary to prevent a sarlous threat io your
health and safely or the health and safely of the public or another persen. Disclosures, however, will be made only to someone who may ba able to help

prevent the threat.

Business Assaciates. We may disclose Health Information te our business asscclates that perform functions on our behalf or pravide us with services
i the Information Is necassary for such functions or services, For example, we may use another company lo perfarm billing seivices on our behalf. Al
of our business associates are abiigated ko protect the privacy of your information and are net allowed to use or disclose any informatian ather than as
specified In our contract, .

Organ and Tissue Donatian. If you are an organ donor, we may use ar release Health Information to organizations that handle argan procurement ar
other entlties engaged in presurement, banking or transportation of organs, eyes or tssues to facilitata organ, eye or tissue donatlon and transplantatlan. -

Military and Veterans. |f you are a mamber of the ammed forces, we may release Hedlth Infomation as required by milltary cormmand authorities. We
also may release Health Information to the appropriate foreign military authority if you are a member of a forelgn milltary. .

Workers' Compensation. We may release Health Information for warkers' cornpensation o similar programs. These programs provide benefits for
work-related injuries or fliness. -

Public Health Risks. We may disctase Health Information for pubiic healih activities. These activities generally Include disclosures to prevent or
control diseass, Injury or disability; report births and deaths; report child abuse or neglect; report reactions to medications or preblems with products;
notify people of recalls of products they may be using; a parson wha may have heen exposed to a disease of may be at risk for cantracting or spreading
a disease or condilion; and the appropriate government authority if we believe a patient has been the victim of abuse, neglect or domestic viclence, We
wiil only make this disclosure if you agree or when required or authorized by |law.



Health Oversight Activities. We may disclose Health Informatian to a health oversight agency for activities authorized by law, These oversight
aclivities Include, for example, audits, Investigations, inspections, and licensure. These activities are necessary for the gevernment to menitor the health
care system, governmant programs, and compllance with civil rights faws. .

Data Breach Notificaticn Purposes. We may use or disclose your Protecled Health Inforrnation to provide fegally required notices of unaulberized
access to of disclosure of your health information.

Lawsuits and Disputes. If you are involved in a lawsult or a dispute, we may disclose Health Information In response to a court or administrative order,
We also may disclose Health Information in response to a subpeena, discovery request, or other lawful process by someone else Invoived [n the dispute,
but oply if efforls have bean made to tell you about the request or to obtain an order protecting the information requested.

Law Enfercement, We may release Health Information if asked by a law enfarcernent official if the Information is: (1) In response to a court order,
subpoena, warrant, summoens or similar process; (2) limited information to ldentify or locate a suspect, fugitive, materia!witness, or missing persen; (3)
about the victim of a crime even if, under certaln very limited circumstances, we are unable to obiain the parson's agreement; {4) about a death we
bellave may ba the result of crlmina[ conduct; (5} about criminat conduct an our premises; and (8) In an emergency to report a erlme, the location of the
crime or victims, or the identity, description or lecation of the persan who commitied the ¢rime. .

v

Coroners, Medical Examiners and Funeral Directars. We may relaase Health Information to a coroner or medlcal examiner. This may be necessary,
for example, to Identify a deceased person or defermine the cause of death. We also may release Heaith Information to funeral directors as necessary -
for their dutles,

National Security and Intelfigence Activities. We may reieasé Health Information to autherized federal officlals for Intelligence, counter-intelligence,
and other natjonal securlly activities authorized by law,

Protective Services for the President and Others, We may disclose Health Information te authorized federal officlals so they may provide protschon
to the Prasident, other authorized persons or foreign heads of state or to conduct spectal investigations.,

Inmaftes or Individuals in Custody. if you are an Inmate of a correctional Institution or under the cuslody of 4 law enforcement official, we may release
Health Infonmation to the correctional Institution or faw enforcement offictal. This release would be if necessary: (1} for the institution to provide you with
health care; (2) {o protecl your heaith and safety or the health and safely of others; or (3) the safety and security of the correctional fnstifution,

USES AND DISCLOSURES THAT REQUIRE US TO GIVE YOU AN OPPORTUNITY TO OBJECT AND OPT .
Individuals Invoived In Your Care or Payment for Your Care, Unless you object, we may disclosa fo a member of your famlly, a ralative, a clase
friend or any other person you Identify, your Protacted Health information that directly relates to that parson's involvement in your heaith care. If you are
unable to agree or oblect 1o such a disclosure, we may disclose such information as necessary if we determine that & Is in your best interest based on
our professional judgment,

Disaster Reilef, We may disclose your Protectad Health Information to disaster relief organizatlons that seek your Protected Health Infoermation te
coordinate your care, ar notify family and friends of your location or condition in a disaster. We will pravide you with an epportunity to agres or objectto
such a disclosure whenever we practically can do sc,

YOUR WRITTEN AUTHORIZATION IS REQUIRED FOR OTHER USES AND DISCLOSURES
The follawlng uses and disclasures of your Protected Heallh Information will be made only with your weitten autherization:

1. Uses and disclosures of Profecied Healfh Information for markeling purpeses; and
2. Disclosures that constitule a sale of your Protected Hea!th inforrmation

Other uses and disclosures of Protacted Health Informatien not coverad by this Notlce or the Iaws that apply to us will be made only with your written
authorization. If you do glve us an authorizatlon, you may revoke It at any time by submilting a written revacation te 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 reveked
it will not be affected by the revocation.

YQOUR RIGHTS:
You have the following rights regarding Heaith Information we have about you:

Right fo 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 bliiing recerds, other than psychotherapy notes. ‘To inspect and copy this Health Information, you must make your request; In
writing, to Harrisonville Famity Medlcine, Inc. We have up to 30 days to make your Protected Health Infarmation available to you and we may charge
you a regsonabie fee {or the costs of copylng, mailing or other supplles associated with your request. We may not charge you 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 benefil program. We may deny your raquest
in certaln limited clrcumstances, If we do deny your request, you have the right to have the denlal reviewed by a licensed healthcare professional who
was not directly involved In the denlal of your request, and we will comply with the cutcome of the review.

Right to an Electronic Copy of Electronlc Med{cal Records. if your Protected Health Informatlon ls malntalned in an electronlc format {(known as an
electrenic meadical record or an electrenic health record), you have the right to requast that an electronic copy of your racord be given te you or
transmitied to ancther individual or entity. We will make every offorl to provide access to your Protected Health Infermation In the form or format you
request, If it Is readily producible in such form or format. I the Protacted Health Informatlon Is not readily praducible In the famm or format yau request
yaur record will e provided In elther cur standard electronic format or If you do not want this form or format, a readable hard copy form. We may charge
you a reascnable, cost-based fee for the labor assoclated with transmitting the electronic medical record.

Right to Get Notlce of a Breach. You have the right to be notified upon & breach of any of your unsecured Protected Health Infomaiion.



Right to Amend. If you fael that Health information we have Is incorrect or incomplete, you may ask us to smend the information. You have the rlght to
request an amendment for as leng as the information is kept by or for our office. Ta request an amendment, you must make your request, in writing, lo
Harrisonviile Family Medicine, Inc.

Right to an Accounting of Disclosures. You have the right to request a st of certaln disclosures we made of Health Informatien for purposes other
than treaiment, payment and health care operations or for which you provided written authorization. To request an accounting of disclosures, you must
make your request, in writing, to Harrlsonville Family Medicine, Inc,

Right to Request Resirictlons. You have the right le request a restriction ar limitation on the Health Infoyrmation we use or disclose for treatment,
payment, or health care operations. You also have the right to raquest a limit on the Health Information we disclose to someone inveived in your care or
tha payment for your care, fike a family member or fiend. For example, you could ask that we net share information about a particular diagnosis or
treatment with your spouse. To request a restriction, you must make your request, In wriling, to Harrlsonville Family Medicine, Inc. We are not required
to agrae to your request unless you are asking us to resirict the use and disclosure of your Protectad Health information to a health plan for payment ar .
health care operation purposes and such information you wish to restrict partains solely to a heaith care item or service for which you have pald us.*out-
of-pocket” In full, 1 we agree, we will comply with your request unless the information Is needed to provide you with emergency lreatment.

Out-of-Pocket-Payments. If you paid out-of-pocket (or In other wards, you have requested that we nat bill your heaith plan) in fuil for a specific item ar
service, you have the right to ask that your Protected Health information with respect to that item or service not be disclesed to a heaith plan for
purposes of payment or health care operatlons, and we will honor that raquest,

Right to Request Canfidential Communications. You have the right to request that we comimunicate with you about medical matters in a cartain way
or at a cerain location. For example, you can ask that we only contact you by mall or at work, To raquest confidential communications, you must make
your request, in writing, to Harrisonville Famlly Medicine, Inc. Your request must specify how or where you wish to be contacted. We will accommodate
reasohable requests,

Right to a Paper Copy of This Notlce. You have the right to a paper copy of this notice, You may ask us to give you a capy of this nolice at any time.
Even if you have agreed to recelve this notlce slectronically, you are still enlitled to a paper copy of this notice. You may obtain a copy of this notfce at
our web stte, www.HarrisonvilleDectors.com. To obtaln 4 paper copy of thls notice, request this at tha front desk of Harrisonville Famiiy Medicine, Ine |

CHANGES TO THIS NOTIGE:

We reserve the tight to change this notice and make the new nolice apply to Health Information we already have as well as any information we receive
in the future, We wilt past a copy of our current notice at our office, The natice will contain the effective date on the flist pags, in the top right-hand .
corner. -

COMPLAINTS: .

If you helieve your privacy rights have been violated, you may file a complaint with our office or with the Secretary of the Depariment of Health and
Human Services. To file a complaint with our office, contact our HIFAA Compllance Officer, Tracey Roepke. All complalnts must be made In writing.
You will not be penalized for filing a complaint.



