PATIENT INTRODUCTION FORM

Patient Name: Today's Date:
Mailing Address: Home Telephone:
City/Zip: Cell Phone:

Date Birth: / / Age: Sex: M/F Work Telephone:
Height: Weight: Occupation:

Drivers License No: Employer’s Name:
Marital Status: S M D W Spouse’s Name: Employer’s Address:
Email Address: Social Security No:

Previous Chiropractic Care: [ Yes O No  Chiropractor’s Name:

Name, Address, Relationship, and Telephone Number of your nearest adult relative (for emergencies):

Who may we thank for referring you? :

IS THIS VISIT RELATED TO A:
0 Work Related Injury O Sports or Recreational Injury
[ Car Crash Injury [0 Motorcycle-Bicycle Injury
[0 Home Injury O Pedestrian Injury
[J Check-up Only O School/Employment Physical
[0 Non-Injury Symptoms COOther (Describe):
INSURANCE INFORMATION
Do you have Health Insurance? ] Yes, [1No
If yes, indicate Insurance Company Name (Need copy of card). Name:
Are you the subscriber or dependent? [J Subscriber [J Dependent

If other than yourself, list: Name of Subscriber:
Subscriber’s Employer:
Subscriber’s DOB:

As a courtesy, we will provide insurance billing services in an attempt to collect payment on your behalf.

Insurance benefits quoted to us DOES NOT GUARANTEE PAYMENT. You are ultimately responsible for any
charges incurred. It is your responsibility to pay any deductible amount, co-insurance, and/or any other balances not
paid by your insurance carrier.

I realize that I am responsible for all fees charged by this clinic and that I will pay for all services as they

are performed, X-Rays remain the property of this clinic. A finance charge of 1% per month will be paid by

me on any outstanding balance on the last day of each month. If I suspend or terminate care, any balance for

fees will become immediately due and payable.

‘ PAYMENT IS EXPECTED AND DUE AT THE TIME OF SERVICE

Signature of responsible party (Patient or Parent) Date:

Authorized Workman’s Compensation Cases do not require any payment from patient.

AUTHORIZATION FOR CARE OF MINOR
[ hereby authorize this clinic and the doctor to administer care as they so deem necessary to my child.

Signed: Witnessed: Date:

A |\ [ ——




DR. SEAN JOSEPH

9220 RIDGETOP BLVD. NW, STE 100
SILVERDALE, WA 98383

PATIENT AUTHORIZATION TO RELEASE INFORMATION

Dear Patient: The privacy of your personal information is important to us. We
understand that your medical information is personal and we are committed to
protecting it.

We need your permission to disclose your name, address, and health information about
you to other health care providers who may be taking care of you and/or insurance
companies involved in your care. We will not disclose your personal information for any
purpose other than listed above, without your specific written authorization.

I hereby authorize the release of information necessary for treatment, and/ or billing,

I also request payment of benefits to Dr. Sean Joseph, D.C. for services received in this
office.

Signed: Date:




Name

Date

A = Ache

P = Pins & Needles

Rate the pain you have right mow:

B = Burning

S = Stabbing

Absent Severe
Rate your pain at its best in the past week:

l E
Absent Severe

N = Numbness W = Weakness

O = Other IF = Stifiness

Rate your pain at its worst in the past week:

i |
|
Absent Severe

Rate your average pain in the past weelk:

1 |
|
Absent Severe




GENERAL HEALTH HISTORY

Patient Name:

If you have ever had a listed symptom in the past, please check that symptom in the past column. 1f you are presently
troubled by a particular symptom, check that symptom on the present column.

g

OO000000000O0000000000000000000 OO0oOooOooOooooooooog

this doctor immediately whenever I have changes in

Patient’s Signature:

OOogo0oooonoooooooooooooooononoo ooogoooooooonoon

ast Present Condition

I Bruise Easily
I Heal Slowly
Low Body Temperature (<97.6)
Swelling, Stiffness of Joint(s)
Fainting

Visual Disturbances

Convulsions

Dizziness/Fainting

Headache

Muscular Incoordination

Tinnitus (Ear noises)

Rapid Heart Beat

Muscle Weakness

Loss of Appetite

Anorexia

Abnormal Weight

OGain OLoss

Excessive Thirst

Chronic Cough

Chronic Sinusitis

General Fatigue

Breast Implants

Irregular Menstrual Flow

Profuse Menstrual Flow

Breast OSoreness CILumps
Ovarian Pain

Endometriosis

PMS (Premenstrual Synd.)

Loss of Bladder Control

Painful Urination

Frequent Urination

Abdominal Pain
Constipation/Irregular bowel habits
Difficulty in Swallowing
Heartburn/Indigestion
Dermatitis/Eczema/Rash
Depression

Aortic Aneurysm

High Blood Pressure

Angina (Chest Pain)

Heart Attack (date)

Stroke (date)
Asthma
Cancer, Explain

Tumor, Explain

Prostate Problems

Emphysema
Arthritis

Rheumatoid Arthritis
Diabetes

Ulcer

Kidney Stones
Hepatitis

Bladder Infection
Kidney Disease
Colitis

Irritable Colon
HIV/AIDS
Thyroid Problems

Osteoporosis
Tuberculosis
Night Sweats
Other:

Ooo0Oo0OoOoOooOoOooooooooooo
OO000O0oO0Oo0oOoOooooooooon

Epilepsy/Seizure History

Liver / Gallbladder problems

Coma from head injury or other problems

[f a family member has had any of the following, please mark

the appropriate box:

Cancer

Rheumatoid Arthritis
Diabetes

Kidney Disease
Tuberculosis

High Blood Pressure

Ooooooo

EE(EEIS

Epilepsy

Thyroid disorders

Heart Disease/Stroke

Chronic Headaches

Chronic Low Back/Neck Problems
Other

Please check any of the following that apply to you.

Currently Pregnant
Pregnancy, # births

Birth Control Pills, type

Tobacco
Alcohol

OoOooooono

cups/cans per day

Drug or Alcohol Dependence
Coffee/Tea/Caffinated Soft Drinks:

Yes No
O d

Location

Do you have a permanent disability rating?

o o

O 0O Rating Percentage

Date rating received /|

-
%

accurate to the best of my knowledge, I agree to notify
I Certify That the above information is complete and my health condition or health coverage’s in the future.

Date:




GENERAL HEALTH HISTORY (Page 2)

Patient Name:

CHECK RECENT OR CURRENT SYMPTOMS

Please indicate when you first noticed your symptom and how long you’ve had it.

SYMPTOM HOW SYMPTOM HOW
LONG LONG
[0 Headaches/Migraines [ Shoulder Pain/Stiffness
O Neck Pain/Soreness/Stiffness O Arm/Wrist Pain
O Low Back Pain/Soreness/Stiffness O Leg/Foot Pain
[J Upper/Middle Back Pain/Stiffness [J Hip Pain
[J Numbness/Tingling in Arms/Legs [ Other:

i WHAT SYMPTOM PRIMARILY BOTHERS YOU?

Please describe how the injury occurred. Date injury occurred: / /

Can you perform your daily living activities? 0 Yes [0 Yes, only with pain [0 Not at all

How often are your symptoms present? 0 Constantly [ Frequently [ Occasionally [ Intermittently
Since it began, is your problem: O Improving [ Getting Worse 0 No Change
Can you perform your daily work activities? [ Yes, all activities [ Only Some [ not at all
Describe your stress level: 0 Nonetomild [ Moderate [ High
Do you exercise? O Nonetomild [ Moderate [ High
OTHER SYMPTOMS
If you have ever had in the past or present, please check below:
[0 Headache/Migraine [0 Low back Pain/Soreness [0 Upper/Middle back pain
[0 Neck Pain/Soreness/Stiffness [0 Leg pain [J Rib cage pain
[0 Shoulder Pain/Stiffness [0 Leg Numbness/Tingling [0 Hip pain
[0 Arm Pain/Tingling/Numbness [0 Pain shoots down back of leg [0 Knee Pain
[0 Wrist/Hand/Finger Pain/Numbness [0 Pain primarily in front of thigh [0 Ankle/Foot pain
[0 Jaw pain [0 Weakness in Arms/Legs [0 Other

HAS YOUR PAIN BEEN ASSOCIATED WITH:

[0 Excessive fatigue-malaise [0 Bowel or bladder disorders

[0 Weight loss [0 Ovarian pain

[0 Low grade fever [0 Kidney pain or painful urination
[0 Night pain [0 Night sweats

[J Abdominal pain [0 Balance problems/Dizzy

[ Nausea [J Tinnitus (Ringing in ears)

O Vertigo (Room Spinning) O Visual Disturbances

FRACTURES/BROKEN BONES

(I I have never had any broken bones). If you have broken any bones, indicate where and when:

Region Year Region Year
[ Spinal Vertebra 1 Skull
[ Collar bone (clavicle) [1 Rib bone
[0 Arm or hand bone [0 Leg or foot bone
[ Pelvis bone [ Other




GENERAL HEALTH HISTORY (Page 3)

PREVIOUS SURGERIES

(O I have never had any surgical procedure). If you have had any previous surgery, indicate type and when:

Surgery Year Surgery Year
[ Spine Surgery (neck or back) [0 Appendix
[ Disc surgery in neck or back 1 Gallbladder/Stomach/Kidney
[] Heart [J Cancer
[ Tonsillectomy [J Rib/Collar bone
1 Head/Brain | O Hernia
[ Shoulder/Arm/Leg O Other

ARE YOU TAKING ANY MEDICATIONS?

(O T am not taking any medications currently.) Check any of the following that you are taking currently.

[0 Muscle Relaxants [J Aspirin O Anacin

O Anti-inflammatory O Tylenol O Bufferin

[ Narcotics for Pain O Advil/Motrin [J Stroke prevention meds
[0 Heart medications [ Birth control medications [ Other

What treatment have you had for this condition in the past? (surgery, medications, injections, therapy, chiropractic)

Have you had X-rays, MRI, or other tests for this condition? What tests and when?




TERMS OF ACCEPTANCE

When a patient seeks chiropractic care and we accept a patient for such care, it is essential for
both to be working towards the same objective.

Chiropractic has only one goal. It is important that each patient understand both the objective
and the method that will be used to attain it. This will prevent any confusion or disappointment.

Adjustment: The chiropractic procedure used to eliminate or reduce a subluxation. An
adjustment is the specific application of forces to facilitate the body’s correction of vertebral
subluxations, thus restoring proper position, and normal neurological and mechanical function
to the vertebrae and nervous system. Adjustments are vital for the optimal health of the body.

Health: A state of optimal physical, mental and social well-being, not merely the absence of
disease or infirmity. '

Vertebral Subluxation: A Misalignment of one or more of the 24 vertebra that results in an
alteration of nerve function, and normal neurological, and mechanical functions of the body. A
subluxation may not always produce pain and discomfort, but always results in a lessening of
the body’s inborn ability to express its maximum health potential. |

We do not offer to treat any disease or condition other than vertebral subluxations. However, if
during the course of a chiropractic spinal examination, we encounter non-chiropractic or
unusual findings, we will advise you. If you desire diagnosis or treatment for those findings,
we will recommend that you seek the services of a health care provider who specializes in that
area.

Regardless of what the disease is called, we do not offer to treat it. Nor do we offer advice
regarding treatment prescribed by others. OUR ONLY PRACTICE OBJECTIVE is to
eliminate a major interference to the expression of your body’s inborn ability to express health.
Our only method is specific adjusting to correct vertebral subluxations.

I have read and fully understand the above statements.

(print name)

All questions regarding the doctor’s objectives pertaining to my care in this office have been
answered to my complete satisfaction.

I therefore accept chiropractic care for my self/child on this basis.

(signature) (date)



Informed Consent To Care
You are the decision maker for your health care. Part of our role is to provide you with information to assist
you in making informed choices. This process is often referred to as “informed consent” and involves your
understanding and agreement regarding the care we recommend, the benefits and risks associated with the care,
alternatives, and the potential effect on your health if you choose not to receive the care.
We may conduct some diagnostic or examination procedures, if indicated. Any examinations or tests conducted
will be carefully performed, but may be uncomfortable.
Chiropractic care centrally involves what is know as a chiropractic adjustment. There may be additional
supportive procedures or recommendations as well. When providing an adjustment, we use our hands or an
instrument to reposition anatomical structures, such as vertebrae. Potential benefits of an adjustment include
restoring normal joint motion, reducing swelling and inflammation in a joint, reducing pain in the joint, and
improving neurological functioning and overall well-being.
It is important that you understand, as with all health care procedures, results are not guaranteed, and there is no
promise to cure. As with all types of health care interventions, there are some risks to care, including, but not
limited to: muscle spasms, aggravating and/or temporary increase in symptoms, lack of improvement in
symptoms, burns and/or scarring from electrical stimulation and from hot or cold therapies, strains and sprains.
With respect to strokes, there is a rare but serious condition known as arterial dissection that involves an
abnormal change in the wall of an artery that may cause the development of a thrombus (clot) with the potential
to lead to a stroke. This occurs in 3-4 of every 100,000 people, whether they are receiving health care or not.
Patients who experience this condition often, but not always, present to their medical doctor or chiropractor
with neck pain and headache. Unfortunately, a percentage of these patients will experience a stroke. As
chiropractic can involve manually and/or mechanically adjusting the cervical spine; it has been reported that
chiropractic care may be a risk for developing this type of stroke. The association with stroke is exceedingly
rare and is estimated to be related in one in one million to one in two million cervical adjustments.
It is also important that you understand there are treatment options available for your condition other than
chiropractic procedures. Likely, you have tried many of these approaches already. These options may include,
but are not limited to: self-administered care, over-the-counter pain relievers, physical measures and rest,
medical care with prescription drugs, physical therapy, bracing, injections, and surgery. Lastly, you have the
right to a second opinion and to secure other opinions about your circumstances and health care as you see fit.
I have read, or have had read to me, the above consent. | appreciate that it is not possible to consider every
possible complication to care. I have also had an opportunity to ask questions about its content, and by signing
below, I agree with the current and future recommendation to receive chiropractic care as it is deemed
appropriate for my circumstance. I intend this consent to cover the entire course of care from all providers in
this office for my present condition and any future condition(s) for which I seek chiropractic care from this
office.

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




Our Promise

Dear Patient:

This notice is not meant to alarm you. Quite the opposite! It is our desire to communicate

to you that we are taking seriously Federal law (HIPAA—Health Insurance Portability and
Accountability Act) enacted to protect the confidentiality of your health information.

We never want you to delay treatment because you are afraid your personal health history

might be unnecessarily made available to others outside our office.

Why do we have a privacy policy? Very good question!

The Federal government legally enforces the importance of the privacy of health
information largely in response to the rapid evolution of computer technology and its

use in healthcare. The government has appropriately sought to standardize and protect the
privacy of the electronic exchange of your health information. This has challenged

us to review not only how your health information is used within our computers but also
with the Internet, phone, faxes, copy machines, and charts. We belicve this has been an
important exercise for us because it has disciplined us to put in writing the policies and
procedures we follow to protect your health information when we use it.

We want you to know about thesc policies and procedures which we developed to make
sure your health information will not be shared with anyone who does not require it.

Our office is subject to State and Federal law regarding the confidentiality of your health
information and in keeping with these laws, we want you to understand our procedures and
your rights as our valuable patient.

We will use and communicate your HEALTH INFORAMTION only for the purposes of
providing your treatment, obtaining your payment, conducing health carc operations,

and as otherwise described in this notice.

We must follow the privacy practices described in this Notice while it is in effect. This
Notice takes effect February 16, 2026 and will remain in effect until we replace it.

YOUR RIGHTS
When it comes to your health information, you have certain rights. This section
explains your rights and some of our responsibilitics to help you.

YOUR CHOICES
For certain health information, you can tell us your choices about what we can share.
If you have a clear preference for how we share your information in the situations described
below, talk to us. Tell us what you want us to do, and we will follow your instructions.
In these cases, you have both the right and choice to tell us to:

* Share information with your family, close friends, or others involved in your care

* Share information in a disaster relief situation

* Include your information in a hospital directory

If you are not able to tell us your preference, for example if you arc unconscious, we may share

your information if we believe it is in your best interest. We may also share your information
when needed to lessen a serious and imminent threat to health or safety.
In these cases, we never share your information unless you give us written permission:
* Marketing purposes
* Sale of your information
* Most sharing of psychotherapy notes

In the case of fundraising:
* We may contact you for fundraising efforts, but you can tell us not to contact you again.

Get an Electronic or Paper Copy of Your Medical Record

You can ask to sce or get an electronic or paper copy of your medical record and other
health information we have about you, and we will provide a copy or a summary of
your health information. We may charge a reasonable, cost-based fee.

Ask Us to Correct Your Medical Record
You can ask us to correct health information about you that you think is incorrect
or incomplete.

Request Confidential Communications

You can ask us to contact you in a specific way (for example, home or office phone) or to
send mail to a different address. You may, for example, request that we only communicate
your health information to you privately with no other family members present or through
mailed communications that are sealed. We will say "yes" to all reasonable requests.

Ask Us to Limit What We Use or Share

You can ask us not to use or share certain health information for treatment, payment, or our
operations. We are not required to agree to your request, and we may say "no" if it would
affect your care. If you pay for a service or health care item out-of-pocket in full, you can
ask us not to share that information for the purposc of payment or our operations with your
health insurer. We will say “yes™ unless a, law requires us to share that information.

Accounting of Disclosures of Your Health Information to Receive a List
of Those Whom We’ve Shared Information

With the exception of certain disclosures, you have the right to receive an accounting of
disclosures of your health information in accordance with applicable laws and regulations.
To request an accounting of disclosures of your health information, you must submit your
request in writing to the Privacy Official. If you request this accounting more than once
in a 12-month period, we may charge you a reasonable, cost-based fee for responding to
the additional requests.

Obtain a Copy of This Privacy Notice

You have the right to obtain a copy of this Notice of Privacy Practices directly from our
office at any time, even if you have agreed to reccive the notice electronically.

We will provide you with a paper copy promptly.

Choose Someone to Act on Your Behalf

If you give someone medical power of attorney or if someonc is your legal guardian, that
person can exercise your rights and make choices about your health information. We will
make sure the person has this authority and can act for you before we take any action.

File a Complaint if You Feel Your Rights Are Violated

You can complain if you feel we have violated your rights by contacting us using the
information on page 1. You can file a complaint with the U.S. Department of Health and
Human Services office for Civil Rights by sending a letter to 200 Independence Avenue,
S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting
www.hhs.gov/ocr/privacy/hipaa/complaints/.

Family, Friends and Caregivers

We may share your health information with those you tell us will be helping you with your
treatment, medications, or payment. We will be sure to ask your permission first. In the
case of an emergency, where you are unable to tell us what you want, we will use our best
Judgment when sharing your health information only when it will be important to those
participating in providing your care. If a person has the authority by law to make health carc
decisions for you, we will treat that paticnt representative the same way we would treat you
with respect to your health information.

Authorization to Use or Disclose Health Information

We are required to obtain your written authorization in the following circumstances:

(a) to usc or disclose psychotherapy notes (except when needed for payment purposes

or to defend against litigation filed by you); (b) to use your Protected Health Information
(PHI) for marketing purposes; (c) to sell your PHI; and (d) to use or disclose your PHI
for any purpose not previously described in this Notice. We also will obtain your written
authorization before using or disclosing your PHI when required to do so by (a) state
law, such as laws restricting the usc or disclosure of genetic information or information
concerning HIV status; or (b) other federal law, such as federal law protecting the
confidentiality of substance abuse records. You may revoke that authorization in

writing at any time. In certain circumstances involving sensitive health information,
federal law may require a written attestation prior to disclosure. Upon receipt of the
written of the written revocation, we will stop using or disclosing your health information,
cxcept to the extent that we have already acted in reliance on the authorization.

Dr. Joseph Christman, Dr. Sean Joseph, Dr. Tony Lane
9220 Ridgetop Blvd., NW #100 * Silverdale, WA 98383 ° (360) 308-0930



OTHER USES AND DISCLOSURES

Our Uses and Disclosures

How do we typically use or share your health information? We typically use or share
your health information in the following ways:

Treat You
We can use your health information and share it with other professionals (for example,
pharmacies or other health care personnel who are treating you).

Run Our Organization

We can use and share your health information to run our practice operations, improve your
care, and contact you when necessary. For example, we use your health information to
manage your treatment and services.

Payment

We can use and share your health information to bill and get payment from health plans and
other entities. Payment activities include billing, collections, claims management, and
determinations of eligibility and coverage to obtain payment from you, an insurance
company, or another third party. For example, we give information about you and your
health insurance plan so it will pay for your services.

.How Else Can We Use or Share Your Health Information?
We are allowed or required to share your information in other ways — usually in ways that
contribute to the public good, such as public health and research. We have to meet many
conditions in the law before we can share your information for these purposes. For more
information, see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.

In Patient Reminders

Because we believe regular care is very important to your health, we will remind you

of a scheduled appointment or that it is time for you to contact us and make an
appointment. Additionally, we may contact you to follow up on your care and inform

you of treatment options or services that may be of interest to you or your family.

These communications are an important part of our philosophy of partnering with our
patients to be sure they receive the best care. They may include postcards, folded postcards,
letters, telephone reminders, or electronic reminders such as email. All such communications
are limited to the minimum necessary information and are designed to avoid disclosure of
sensitive clinical details.

Substance Use Disorder Treatment Records

SUD Treatment Information. If we receive or maintain any information about you from a
substance use disorder treatment program that is covered by 42 CFR Part 2 (a “Part 2
Program”) through a general consent you provide to the Part 2 Program to use and disclose
the Part 2 Program record for purposes of treatment, payment or health care opcrations, we
may use and disclose your Part 2 Program record for treatment, payment and health care
operations purposes as described in this Notice. If we receive or maintain your Part 2
Program record through specific consent you provide to us or another third party, we will
use and disclose your Part 2 Program record only as expressly permitted by you in your
consent as provided to us. In no event will we use or disclose your Part 2 Program record,
or testimony that describes the information contained in your Part 2 Program record, in any
civil, criminal, administrative, or legislative proceedings by any Federal, State, or local
authority, against you, unless authorized by your consent or the order of a court after it pro-
vides you notice of the court order.

To Business Associates

We have contracted with one or more third partics (referred to as a business associate)
to use and disclose your health information to perform services for us, such as billing
services. We will obtain cach business associate’s written agreement to safeguard your
health information.

To Avert a Serious Threat to Health or Safety
We may disclose your health information to reduce a risk of serious and imminent harm to
another person or to the public including preventing disease, helping with product recalls,
reporting adverse reactions to medications, reporting suspected abuse, neglect, or domestic
violence as well as preventing or reducing a serious threat to anyone's health or safety.
Public Health Activities:
We may disclose your health information for public health activities,
including disclosures to:

* Prevent or control disease, injury or disability;

* Report child abuse or neglect;

* Report reactions to medications or problems with products or devices;

* Notify a person of a recall, repair, or replacement of products or devices;

* Notify a person who may have been exposed to a disease or condition; or

* Notify the appropriate government authority if we believe a patient has been the

victim of abuse, neglect, or domestic violence.

Patient Acknowledgment

Patient Name(s):

Thank you very much for taking time to review how we are carefully using your
health information. If you have any questions, we want to hear from you. If not,
we would greatly appreciate your acknowledging the receipt of our policy

by signing this form.

Do Research

We may disclose your PHI to researchers when their research has been approved by an
institutional review board or privacy board that has reviewed the research proposal and

established protocols to ensure the privacy of your information.

Comply With the Law

We will share information about you if state or federal laws require it, including with the
Department of Health and Human Services if it wants to see that we’re complying with
federal privacy law.

Respond to Organ and Tissue Donation Requests
We can share health information about you with organ procurement organizations.

Work With a Medical Examiner or Funeral Director
We can share information with a coroner, medical examiner, or funeral director when an
individual dies.

Address Workers’ Compensation, Law Enforcement, and Other
Government Requests
We can use or share health information about you:

* For workers’ compensation claims

* For law enforcement purposes or with a law enforcement official

« With health oversight agencics for activities authorized by law

* For special government functions such as military, national security, and

presidential protective services '

Workers’ Compensation Purposes
We may disclose your health information as required or permitted by State or Federal
workers’ compensation laws.

For Law Enforcement

As permitted or required by state or federal law, we may disclose your health information to

a law enforcement official for limited law enforcement purposes. Disclosures will be lim-
ited to the minimum necessary and will exclude information protected from disclosure
under applicable federal or state law.

]
To The U.S. Department of Health and Human Services (HHS)
We will share information about you if state or federal laws require it, including with
the Department of Health and Human Services if it wants to see that we're complying
with federal privacy law. )

Respond to Lawsuits and Legal Actions

We may disclose your health information in an administrative or judicial proceeding in
response to a subpoena, court order, or other lawful process, provided that applicable legal
requirements are met and disclosure is not otherwise prohibited by federal or state law.

Incidental Uses and Disclosures
We may use or disclose your health information in a manner which is incidental to the uses
and disclosures described in this Notice.

OUR RESPONSIBILITIES
= We will notify you following a breach of unsecured protected health information
as required by law.
* We are required by law to maintain the privacy and security of your protected health
information.
* We must follow the duties and privacy practices described in this notice and
give you a copy of it.
* We will not use or share your information other than as described here unless you tell
us we can in writing. If you tell us we can, you may change your mind at any time.
Let us know in writing if you change your mind.
For more information see:
www.hhs.gov/ocriprivacy/hipaa/understanding/consumers/noticepp. html
Changes to the Notice
We are required by law to maintain the privacy of your health information
and to provide to you or your personal representative with this Notice of our Privacy
Practices. We are required to practice the policies and procedures described in this notice
but we do reserve the right to change the terms of our Notice. If we make material changes
to this Notice, we will revise it and make the updated Notice available in accordance with
applicable law.

Effective Date: 02/16/26. This notice reflects current federal HIPAA requirements
and will remain in effect until replaced.

Patient Signature

Signing this acknowledgment confirms receipt of this Notice of Privacy
Practices and does not constitute consent to use or disclose health information.
Date / /

For additional information about the matters discussed in this notice, please contact
our Privacy Officer.
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