SPECIALTY ORTHOPAEDICS, P.S.C

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE
REVIEW IT CAREFULLY.

Specialty Orthopaedics, P.S.C. is required by law to maintain the privacy of protected health information
and to provide individuals with notice of its legal duties and privacy practices with respect to protected
health information.

This Notice describes how we may use or disclose your “protected health information™ for various
purposes. It also describes your rights to access and control your protected health information. “Protected
health information” is information about you that my identify you and relates to your past, present or future
physical or mental health or condition and related health services.

Specialty Orthopaedics, P.S.C. is required to abide by the terms of the Notice of Privacy Practices currently
in effect. We reserve the right to change the terms of this Notice and to make the new Notice provision
effective for all protected health information that we maintain. Upon your request, we will provide you
with any revised Notice of Privacy Practices by submitting a written request, or by accessing our website,
www.specialtyorthopaedicspsc.com.

Uses and Disclosures of Protected Health Information Based Upon Your Written Consent

We will ask you to sign a consent form. Once you sign that form, you have consented to the use and
disclosure of your protected health information for treatment, payment and health care operations. Your
protected health information may then be used and disclosed by your physician, our office staff and others
outside of our office that are involved in your care and treatment for the purpose of providing health care
services to you. Your protected health information may also be used and disclosed to pay your health care
bills and to support the operation of this practice.

Following are examples of the types of uses and disclosures of your protected health care information that
the practice is permitted to make once you have signed our consent form. These examples are not meant to
be exhaustive, but to describe the types of uses and disclosure that may be made by our office once you
have provided consent.

Treatment: We will use and disclose your protected health information to provide, coordinate, or
manage your health care and any related services. This includes the coordination or management of your
health care with a third party that has already obtained your permission to have access to your protected
health information. For example, we would disclose your protected health information to other physicians
who may be treating you when we have the necessary permission from you to disclose your protected
health information. For example, your protected health information may be provided to a physician to
whom you have been referred to ensure that the physician has the necessary information to diagnose or
treat you.

In addition, we may disclose your protect health information from time-to-time to another physician or
health care provider (e.g., a specialist or laboratory) who, at the request of your physician, becomes
involved in your care by providing assistance with your health care diagnosis or treatment to your
physician.

Payment: Your protected health information will be used, as needed, to obtain payment for your health
care services. This may include certain activities that your health insurance plan may undertake before it



review activities. For example, obtaining approval for a hospital stay may require that your relevant
protected health information be disclosed to the health plan to obtain approval for the hospital admission.

Healthcare Operations: We may use or disclose, as-needed, your protected health information in order
to support the business activities of this practice. These activities include, but are not limited to, quality
assessment activities, employee review activities, training of medical students, licensing, and conducting or
arranging for other business activities.

For example, we may disclose your protected health information to medical school students that see
patients at our office. In addition, we may use a sign-in sheet at the registration desk where you will be
asked to sign your name and indicate your physician. We may also call you by name in the waiting room
when your physician is ready to see you. We may use or disclose your protected health information, as
necessary, to contact you to remind you of your appointment.

We will share your protected health information with third party “business associates” that perform various
activities (e.g., billing, transcription service) for the practice. Whenever an arrangement between our office
and a business associate involves use or disclosure of your protected health information, we will have a
written contract that contains terms that will protect the privacy of your protected health information.

Uses and Disclosure That Mayv Be Made With Your Written Authorization

Other uses and disclosures of your protected health information will be made only with your written
authorization, unless otherwise permitted or required by law as described below. You may revoke such an
authorization, at any time, in writing, except to the extent that your physician or the practice has taken an
action in reliance on the use or disclosure indicated in the authorization.

Uses and Disclosures That Mayv Be Made Unless You Object

We may also use and disclose your protect health information in the following instances. In these
instances, you have the opportunity to agree or object to the use or disclosure of all or part of your
protected health information. If you are not present or able to agree or object to the use or disclosure of the
protected health information, then your physician may, using professional judgment, determine whether the
disclosure is in your best interest. In this case, only the protected health information that is relevant to your
health care will be disclosed.

Others Involved in Your Healthcare: 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 unable to agree or object to such a
disclosure, we may disclose such information as necessary if we determine that it is in your best interest
based on our professional judgment. We may use or disclose protected health information to notify or
assist in notifying a family member, personal representative or any other person that is responsible for your
care of your location, general condition or death.

Disaster Relief: We may use or disclose your protected health information to an authorized public or
private entity to assist in disaster relief efforts and to coordinate uses and disclosures to family or other
individuals involved in your health care.

Disclosures That Mayv be Made Without Your Consent, Authorization or Opportunity to Object

We may use or disclose vour protected health information in the following situations without vour consent
or authorization. These situations include:




Required By Law: We mav use or disclose vour protected health information to the extent that the use or
disclosure is required by law. The use or disclosure will be made in compliance with the law and will be
limited to the relevant requirements of the law.

Public Health: We may disclose your protected health information for public health activities and
purposes to a public health authority that is permitted by law to collect or receive the information. The
disclosure will be made for the purpose of controlling disease, injury or disability. We may also disclose
your protected health information, if directed by the public health authority, to a foreign government
agency that is collaborating the public health authority.

Communicable Diseases: We may disclose your protected health information, if authorized by law, to a
person who may have been exposed to a communicable disease or may otherwise be at risk of contracting
or spreading the disease or condition.

Health Oversight: We may disclose protected health information to a health oversight agency for
activities authorized by law, such as audits, investigations, and inspections. Oversight agencies seeking
this information include government agencies that oversee the health care system, government benefit
programs, other government regulatory programs and civil rights laws.

Abuse or Neglect: We may disclose your protected health information to public officials who are
authorized by law to receive reports of abuse, neglect or domestic violence.

Food and Drug Administration: We may disclose your protected health information to a person or
company required by the Food and Drug Administration to report adverse events, product defects or
problems, biologic product deviations, track products; to enable product recalls; to make repairs or
replacements, or to conduct post marketing surveillance, as required.

Legal Proceedings: We may disclose protected health information in the course of any judicial or
administrative proceeding, in response to an order of a court or administrative tribunal (to the extent such
disclosure is expressly authorized), and in certain conditions in response to a subpoena, discovery request
or other lawful process.

Law Enforcement: We may also disclose protect health information for law enforcement purposes.
These law enforcement purposes include (1) legal processes and otherwise required by law, (2) request for
limited information for identification and location purposes, (3) requests pertaining to victims of a crime,
and (4) alerting law enforcement officials when (a) there is suspicion that death has occurred as a results of
criminal conduct, (b) in the event that a crime occurs on the Practice’s premises, or (¢) a medical
emergency exists (not on the Practice’s premises) and it is likely that a crime has occurred.

Coroners, Funeral Directors, and Organ Donation: We may disclose protected health information to a
coroner or medical examiner for identification purposes, determining cause of death or for the coroner or
medical examiner to perform other duties authorized by law. We may also disclose protected health
information to a funeral director, as authorized by law, in order to permit the funeral director to carry out
their duties. We may also disclose such information in reasonable anticipation of death. Protected health
information may be used and disclosed for cadaveric organ, eye or tissue donation purposes.

Research: We may disclose your protected health information to researchers when their research has been
approved by an institutional review board that has reviewed the research proposal and established protocols
to ensure the privacy of your protected health information.

Criminal / Threatening Activity: Consistent with applicable federal and state laws, we may disclose
your protected health information, if we believe that the use or disclosure is necessary to prevent or lessen a
serious and imminent threat to the health or safety of a person or the public. We may also disclose



Military Activity and National Security: When the appropriate conditions apply, we may use or disclose
protected health information of individuals who are Armed Forces personnel (1) for activities deemed
necessary by appropriate military command authorities; (2) for the purpose of a determination by the
Department of Veterans Affairs of your eligibility for benefits, or (3) to foreign military authority if you are
a member of that foreign military services. We may also disclose your protected health information to
authorized federal officials for conducting national security and intelligence activities, including for the
provision of protective services to the President or others legally-established programs.

Workers’ Compensation: Your protected health information may be disclosed by us as authorized to
comply with worker’s compensation laws and other similar legally-established programs.

Inmates: We may use or disclose your protected health information if you are an inmate of a correctional
facility and your physician created or received your protected health information in the course of providing
care to you.

Required Uses and Disclosure: Under the law, we must make disclosures to you and when required by
the Secretary of the Department of Health and Human Services to investigate or determine our compliance
with the privacy standards applicable to your protected health information.

Your Rights Regarding Your Protected Health Information

Following is a statement of your rights with respect to your protected health information and a brief
description of how you may exercise these rights.

? You have the right to inspect and copy your protected health information. This means you may
inspect and obtain a copy of protected health information about you that is contained in a designated record
set for as long as we maintain the protected health information. A “designated record se”’ contains medical
and billing records and any other records that your physician and the practice use for making decisions
about you. Under federal law, however, you may no inspect or copy the following records; psychotherapy
notes; information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative
action or proceeding, and protected health information that is subject to law that prohibits access to
protected health information. Depending on the circumstances, a decision to deny access may be
reviewable. In some circumstances, you may have a right to have this decision reviewed. Please contact
our Privacy Contact, if you have questions about access to your medical record.

? You have the right to request a restriction of your protected health information. This means you
may ask us not to use or disclose any part of your protected health information for the purposes of
treatment, payment or healthcare operations. You may also request that any part of your protected health
information not be disclosed to family members or friends who may be involved in your care or for
notification purposes as described in the Notice of Privacy Practices. Your request must state the specific
restriction requested and to whom you want the restriction to apply. Your physician is not required to agree
to a restriction you may request. If your physician does agree to the requested restriction, we may not use
or disclose your protected health information in violation of that restriction unless it is needed to provide
emergency treatment. With this in mind, please discuss any restriction you wish to request. You may
request a restriction by submitted in writing.

? You have the right to request to receive confidential communications from us by alternative means or at
an alternative location. We will accommodate reasonable requests. We may also condition this
accommodation by asking you for information as to how payment will be handled or specification of an
alternative address or other method of contact. We will not request an explanation from you as to the basis
for the request. Please make this request in writing to our Privacy Contact.

? You may have the right to have your physician amend your protected health information. This
means you may request an amendment of protected health information about you in a designated record set



your statement and will provide you with a copy of any such rebuttal. Please contact our Privacy Contact to
determine if you have questions about amending your medical record.

? You have the right to receive an accounting of certain disclosure we have made, if any, of your protected
health information. This right applies to disclosures for purposes other than treatment, payment or healthcare
operations as described in this Notice of Privacy Practices. It excludes disclosures we may have made to you, to
family members or friends involved in your care, or for notification purposes. You have the right to receive
specific information regarding these disclosures that occurred after April 14, 2003. You may request a shorter
timeframe. The right to receive this information is subject to certain exceptions, restriction and limitations.

? You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to
accept this notice electronically.

Making a Complaint

You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have
been violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. We
will not retaliate against you for filing a complaint.

Your may contact our Privacy Contact, at (502) 721-8288 or 6400 Dutchmans Parkway, Suite 215; Louisville,
KY 40205 for further information about the complaint process.

This notice is published and effective on April 1, 2003
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Specialty Orthopaedics, P.5.C.
6400 Dutchmans Parkway, Suite 215
Louisville, KY 40205-3343

502.721.8288

Financi li

Thank you for choosing us as your health care provider. The following is & staterment of our Financial Palicy, which we require
that you read and sign prior to treatment.

O Full Payment is due at the time of service for ali patiants without insurance coverage or proof of insurance coverage.

Claims relating to Motor Vehicle Accidents and other liability insurance cases must be paid at the time of servica. Wa will
file waur claim and have the insurance proceeds go to yvou directly. (This excludes surgical & fracture cases that our
doctors have provided medical care for you at the hospital andior emergency noom)

0 Co-payments are required to be paid at the ime of service as stated in your insuranca policy for any managed care plan
that we participate.

O We expect the payment of your co-insurance and deductible amounts immediately. This also includes elective surgical
cases. (Please note that many orthopaedic sarvices ars considered surgical in nature by the Amencan Medical
Association and your insurance company banefits genarally requira daductible and co-insurance amounts.) Surgical /
fractura care is subject 1o special Global or Surgical "package” rules. The post-operative / global period vanes generally
from 45-90 days. During this period, postoperative visits are included in the surgicalfraciure fee. Subsaquent x-rays,
cast applications and supplies are separately billable.

O Should you incur an overpayment, it will be refunded promptly provided your charges have been processed completely
by your insurance company and there are no outstanding claims.

We accapt Cash, Checks, Visa and Mastercara.

Minor patients. Minors must be accompanied by a parent or legal guardian each visit. The parentiiegal guardian accompanying
thi mincr on the first visit will be assigned as guarantor on the account, accepting full responsibllity for payment of co-pays,
deductible or co-insurance on the miners account.

Insurance Accident Information & Coordination of Benefits. Many orhopaedic services are related to an accident or injury.
Insurance companies will not pay banefits until you inform them of the nature of the injury. Insurance companies are not required
to release banefit payments without this information. & is also equally your responsibility to inform your camier of any other
insurance plans and affective dates that you may be eligible. Please remit any raqueast for information from your insurance
company to tacilitate timely reimbursement for services.

Out of Netwerk Plans. It is vour responsibility to obtain a waiver from you insurance company in order for the doctor 1o provide
out-of-natwork services. If not, you will owe for the services af the time of service and the insurance company will pay thedr

proceeds fo you dirsciby:

Raferrals. |f your managed care plan requires a raferral, you are responsible for netifying your primary care physician to acquire
a referral for your medical visit{s), You will not ba able to be seen at the time of your appointment, if the referral is not available.

Passport and Madicaid.  Patients must be eligible at the time of service. Please notify your caseworker and maintain your
eligibility. Your card is expectad at the time of the visit in order o be seen, and/or written authenzation fram the agancy
acknowledging your eligibility.

Warkers Compensation. It is your responsibility to inform your employer of your injury, in order to file a first claim notice.
Patients are not billed for services that are approved by WC. Any denial in compensability will be billed 1o you directly for
payment. Please supply us with your heatth insurance information, $o a claim can be bitled with the WC denial.

| have read the tinancial policy and | understand and agree to this policy. Date

Eigna’rglé.-;i. F'Ett;Erl‘t;!' Responsible Party Print Name of Patient or Responsible Party
While - Difice Copy Yeliow - Patient Copy



SPECIALTY ORTHOPAEDICS, PSC

S0-5 { Fuire. Do24-105)

8400 Dutchmans Parkway - Suite 215 Phone: {502) 721-8288
Louisville, KY 40205 Fax: (502) 721-7606

Thomas M. Gabriel, M.D. Shari R. Gabriel, M.D. Keith W. Myrick, DPM

PRESCRIPTION MEDICATION POLICY

1. Prescriptions for medications of any type, will not be refilled when the physicians
do not have access to the patient's medical record. These requests need to be
phoned into the office between the hours of 8:00 a.m & 4:00 p.m. Monday through
Friday.

Prescriptions will not be refilled after office hours, weekends, or holidays.

2. Request for prescription refills should be called to your pharmacy.
Please allow at least three working days for our office to process these

requests.

3. Lost, stolen, or discarded prescriptions will not be refilled.

4. Prescriptions will not be refilled if the patient has been discharged from care or is
returning on an as-needed basis.

5. Prescriptions will not be refilled if the patient has cancelled or failed to keep an
appeintment since the last office visit, without a valid reason. No refills will be
given for patients who have cancelled or failed to keep an appointment on two

consecutive occasions.

6. During your treatment with Specialty Orthopaedics, PSC you may be prescribed
narcotics for pain. During the time you are receiving narcotic medications from our
office you must notify us if you are receiving narcotics from another physician for
the same or different problem. Receiving narcotics from another physician without
our knowledge may result in dismissal from our practice.

| HAVE READ THE ABOVE AND UNDERSTAND THE PRESCRIPTION MEDICATION POLICY.

Patient Signature e AL P Date




PARENTAL AUTHORIZATION

Consent to Medical Treatment for Child

I, _ . o

Addrass

iy . 51 Zip e

am the parent or legal guardian having legal custedy of the chitd{ren) listed below.

While being absent from my child{ren). from

mo. __ _ day o N wrtil i, - day wear

| e EI-'IHL.'-SI!E-d his‘hestheir care {o:

Address ks

City =1 | Zip

| authorize the adult(s) listed above to consent to any X-ray examination, anesthetic, medical or surgical diagnosis ar
treatment, and hospital care, 1o be renderad Lo the child{ren) under the gensral or special supervision and on the advice of
any phyzician or sorgeon lcensed fo practice in the Commenwealth of Kentusky andfor state of Indiana.,

CHILD'S MAME DATE OF BIRTH ALLERGIES CURREMT MEMCATIONSE

e
Fartinant
Kedical History _ -~ =

e
Pastinent
Medical Histoey __ ] i

3.

P izt sk
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£|
Parinant
kiedical Histary

Chilkl’'s Dactar Marme: S Phaane #:

riedical Insurance Information: Policy Holder e T - -
Insurance o, e
Policy Mumbar Group #

This autharization shall only be effactive during my absence on the dates sa1 forth above. | agres to be financially
responsible for &ll costs of medical freatment renderad to my child{ren).

Farent Signatura: Diate

Witness Signature: Crate
Sty Oehopassiss, PR [50-08 (Flew, 5-10-081]
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PRIVACY CONSENT FOR PURPOSES OF TREATMENT, PAYMENT
AND HEALTHCARE OPERATIONS

I consant to Specialty Orthopaedics, P.S.C. using or disclosing my protected haalth information for ihe
purpose of providing treatment ta ma, obtaining payment for haalth care services randerzd to me or to
carry out the Practice's health care operations.

| understand that Specialty Crihopaedics, P.S.C. may condition its diagnosis or treatment i me upan my
consent 1o allow its usa or disclosure of my protected health information.

| have haen provided a copy of the uses and disclosures of profected health information and acknowledge
1o my right 1o recaive and review the Motice of Privacy Practices, prior 1o signing this consent. Speciakty
Orthopaedics, P.5.C. rasanves the right to change the privacy practices outlines in the Motice of Privacy
Practices. | may oblain a revised copy by submitting a writhen request.

| understand that | have the right to request restictions on how Specialty Orthopaedics, P.5.C. usas and
disclosures of my protected health information for treatmeant, payment or the heallh care operations.
Spacialty Orthapaedics, P.S.C. is nol required to agree to any restriction, but if it doas, the restriction is
binding.

| hawe tha right to revoke this consant in writing except o the extent that Specialty Orinopaadics, PS.C.
has taken acticon in reliance on this consent.

Signature of Palient or Personal Representative Dranie

Mame {print) of Patient u; Personal Flepmscntatiﬁé

Description of Heprésantatlv&’s .ﬁ.utl-]brii-g- (e.g.; parent, gua rdia n, etc.)



SPECIALTY ORTHOPAEDICS, P.S.C

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY
BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

Specialty Orthopaedics, P.S.C. is required by law to maintain the privacy of protected
health information and to provide individuals with notice of its legal duties and privacy
practices with respect to protected health information.

This Notice describes how we may use or disclose your “protected health information” for
various purposes. It also describes your rights to access and control your protected health
information. ‘“Protected health information” is information about you that my identify you and
relates to your past, present or future physical or mental health or condition and related health
services.

Specialty Orthopaedics, P.S.C. is required to abide by the terms of the Notice of Privacy
Practices currently in effect. We reserve the right to change the terms of this Notice and
to make the new Notice provision effective for all protected health information that we
maintain. Upon your request, we will provide you with any revised Notice of Privacy
Practices by submitting a written request, or by accessing our website,
www.specialtyorthopaedicspsc.com.

Uses and Disclosures of Protected Health Information Based Upon Your
Written Consent

We will ask you to sign a consent form. Once you sign that form, you have consented to
the use and disclosure of your protected health information for treatment, payment and



health care operations. Your protected health information may then be used and
disclosed by your physician, our office staff and others outside of our office that are
involved in your care and treatment for the purpose of providing health care services to
you. Your protected health information may also be used and disclosed to pay your health
care bills and to support the operation of this practice.

Following are examples of the types of uses and disclosures of your protected health care
information that the practice is permitted to make once you have signed our consent
form. These examples are not meant to be exhaustive, but to describe the types of uses
and disclosure that may be made by our office once you have provided consent.

Treatment: We will use and disclose your protected health information to provide,
coordinate, or manage your health care and any related services. This includes the
coordination or management of your health care with a third party that has already
obtained your permission to have access to your protected health information. For
example, we would disclose your protected health information to other physicians who
may be treating you when we have the necessary permission from you to disclose your
protected health information. For example, your protected health information may be
provided to a physician to whom you have been referred to ensure that the physician has
the necessary information to diagnose or treat you.

In addition, we may disclose your protect health information from time-to-time to another
physician or health care provider (e.g., a specialist or laboratory) who, at the request of
your physician, becomes involved in your care by providing assistance with your health
care diagnosis or treatment to your physician.

Payment: Your protected health information will be used, as needed, to obtain payment
for your health care services. This may include certain activities that your health
insurance plan may undertake before it approves or pays for the health care services we
recommend for you such as: making a determination of eligibility or coverage for
insurance benefits, reviewing services provided to you for medical necessity, and
undertaking utilization review activities. For example, obtaining approval for a hospital
stay may require that your relevant protected health information be disclosed to the health
plan to obtain approval for the hospital admission.



Healthcare Operations: We may use or disclose, as-needed, your protected health
information in order to support the business activities of this practice. These activities
include, but are not limited to, quality assessment activities, employee review activities,
training of medical students, licensing, and conducting or arranging for other business
activities.

For example, we may disclose your protected health information to medical school
students that see patients at our office. In addition, we may use a sign-in sheet at the
registration desk where you will be asked to sign your name and indicate your physician.
We may also call you by name in the waiting room when your physician is ready to see
you. We may use or disclose your protected health information, as necessary, to contact
you to remind you of your appointment.

We will share your protected health information with third party “business associates”
that perform various activities (e.g., billing, transcription service) for the practice.
Whenever an arrangement between our office and a business associate involves use or
disclosure of your protected health information, we will have a written contract that
contains terms that will protect the privacy of your protected health information.

Uses and Disclosure That Mayv Be Made With Your Written Authorization

Other uses and disclosures of your protected health information will be made only with
your written authorization, unless otherwise permitted or required by law as described
below. You may revoke such an authorization, at any time, in writing, except to the
extent that your physician or the practice has taken an action in reliance on the use or
disclosure indicated in the authorization.

Uses and Disclosures That May Be Made Unless You
Object

We may also use and disclose your protect health information in the following instances.
In these instances, you have the opportunity to agree or object to the use or disclosure of
all or part of your protected health information. If you are not present or able to agree or



object to the use or disclosure of the protected health information, then your physician
may, using professional judgment, determine whether the disclosure is in your best
interest. In this case, only the protected health information that is relevant to your health
care will be disclosed.

Others Involved in Your Healthcare: 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
unable to agree or object to such a disclosure, we may disclose such information as necessary if
we determine that it is in your best interest based on our professional judgment. We may use or
disclose protected health information to notify or assist in notifying a family member, personal
representative or any other person that is responsible for your care of your location, general
condition or death.

Disaster Relief: We may use or disclose your protected health information to an authorized
public or private entity to assist in disaster relief efforts and to coordinate uses and disclosures to
family or other individuals involved in your health care.

Disclosures That May be Made Without Your Consent,

Authorization or Opportunity to Object

We may use or disclose your protected health information in the following situations
without your consent or authorization. These situations include:

Required By Law: We may use or disclose your protected health information to the
extent that the use or disclosure is required by law. The use or disclosure will be made in
compliance with the law and will be limited to the relevant requirements of the law.

Public Health: We may disclose your protected health information for public health
activities and purposes to a public health authority that is permitted by law to collect or
receive the information. The disclosure will be made for the purpose of controlling
disease, injury or disability. We may also disclose your protected health information, if



directed by the public health authority, to a foreign government agency that is
collaborating the public health authority.

Communicable Diseases: We may disclose your protected health information, if
authorized by law, to a person who may have been exposed to a communicable disease or
may otherwise be at risk of contracting or spreading the disease or condition.

Health Oversight: We may disclose protected health information to a health oversight
agency for activities authorized by law, such as audits, investigations, and inspections.
Oversight agencies seeking this information include government agencies that oversee
the health care system, government benefit programs, other government regulatory
programs and civil rights laws.

Abuse or Neglect: We may disclose your protected health information to public officials who
are authorized by law to receive reports of abuse, neglect or domestic violence.

Food and Drug Administration: We may disclose your protected health information to a
person or company required by the Food and Drug Administration to report adverse events,
product defects or problems, biologic product deviations, track products; to enable product
recalls; to make repairs or replacements, or to conduct post marketing surveillance, as required.

Legal Proceedings: We may disclose protected health information in the course of any judicial
or administrative proceeding, in response to an order of a court or administrative tribunal (to the
extent such disclosure is expressly authorized), and in certain conditions in response to a
subpoena, discovery request or other lawful process.

Law Enforcement: We may also disclose protect health information for law enforcement
purposes. These law enforcement purposes include (1) legal processes and otherwise required by
law, (2) request for limited information for identification and location purposes, (3) requests
pertaining to victims of a crime, and (4) alerting law enforcement officials when (a) there is
suspicion that death has occurred as a results of criminal conduct, (b) in the event that a crime
occurs on the Practice’s premises, or (c) a medical emergency exists (not on the Practice’s
premises) and it is likely that a crime has occurred.



Coroners, Funeral Directors, and Organ Donation: We may disclose protected health
information to a coroner or medical examiner for identification purposes, determining cause of
death or for the coroner or medical examiner to perform other duties authorized by law. We may
also disclose protected health information to a funeral director, as authorized by law, in order to
permit the funeral director to carry out their duties. We may also disclose such information in
reasonable anticipation of death. Protected health information may be used and disclosed for
cadaveric organ, eye or tissue donation purposes.

Research: We may disclose your protected health information to researchers when their research
has been approved by an institutional review board that has reviewed the research proposal and
established protocols to ensure the privacy of your protected health information.

Criminal / Threatening Activity: Consistent with applicable federal and state laws, we may
disclose your protected health information, if we believe that the use or disclosure is necessary to
prevent or lessen a serious and imminent threat to the health or safety of a person or the public.
We may also disclose protected health information if it is necessary for law enforcement
authorities to identify or apprehend an individual.

Military Activity and National Security: When the appropriate conditions apply, we may use
or disclose protected health information of individuals who are Armed Forces personnel (1) for
activities deemed necessary by appropriate military command authorities; (2) for the purpose of a
determination by the Department of Veterans Affairs of your eligibility for benefits, or (3) to
foreign military authority if you are a member of that foreign military services. We may also
disclose your protected health information to authorized federal officials for conducting national
security and intelligence activities, including for the provision of protective services to the
President or others legally-established programs.

Workers’ Compensation: Your protected health information may be disclosed by us as
authorized to comply with worker’s compensation laws and other similar legally-established
programs.

Inmates: We may use or disclose your protected health information if you are an inmate of a
correctional facility and your physician created or received your protected health information in
the course of providing care to you.



Required Uses and Disclosure: Under the law, we must make disclosures to you and when
required by the Secretary of the Department of Health and Human Services to investigate or
determine our compliance with the privacy standards applicable to your protected health
information.

Your Rights Regarding Your Protected Health
Information

Following is a statement of your rights with respect to your protected health information
and a brief description of how you may exercise these rights.

? You have the right to inspect and copy your protected health information. This means
you may inspect and obtain a copy of protected health information about you that is contained in
a designated record set for as long as we maintain the protected health information. A
“designated record se” contains medical and billing records and any other records that your
physician and the practice use for making decisions about you. Under federal law, however, you
may no inspect or copy the following records; psychotherapy notes; information compiled in
reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and
protected health information that is subject to law that prohibits access to protected health
information. Depending on the circumstances, a decision to deny access may be reviewable. In
some circumstances, you may have a right to have this decision reviewed. Please contact our
Privacy Contact, if you have questions about access to your medical record.

? You have the right to request a restriction of your protected health information. This
means you may ask us not to use or disclose any part of your protected health information for the
purposes of treatment, payment or healthcare operations. You may also request that any part of
your protected health information not be disclosed to family members or friends who may be
involved in your care or for notification purposes as described in the Notice of Privacy Practices.
Your request must state the specific restriction requested and to whom you want the restriction to
apply. Your physician is not required to agree to a restriction you may request. If your physician
does agree to the requested restriction, we may not use or disclose your protected health
information in violation of that restriction unless it is needed to provide emergency treatment.
With this in mind, please discuss any restriction you wish to request. You may request a
restriction by submitted in writing.

? You have the right to request to receive confidential communications from us by alternative
means or at an alternative location. We will accommodate reasonable requests. We may also
condition this accommodation by asking you for information as to how payment will be handled



or specification of an alternative address or other method of contact. We will not request an
explanation from you as to the basis for the request. Please make this request in writing to our
Privacy Contact.

? You may have the right to have your physician amend your protected health information.
This means you may request an amendment of protected health information about you in a
designated record set for as long as we maintain this information. In certain cases, we may deny
your request for an amendment. If we deny your request for amendment, you have the right to
file a statement of disagreement with us and we may prepare a rebuttal to your statement and will
provide you with a copy of any such rebuttal. Please contact our Privacy Contact to determine if
you have questions about amending your medical record.

? You have the right to receive an accounting of certain disclosure we have made, if any, of
your protected health information. This right applies to disclosures for purposes other than
treatment, payment or healthcare operations as described in this Notice of Privacy Practices. It
excludes disclosures we may have made to you, to family members or friends involved in your
care, or for notification purposes. You have the right to receive specific information regarding
these disclosures that occurred after April 14, 2003. You may request a shorter timeframe. The
right to receive this information is subject to certain exceptions, restriction and limitations.

? You have the right to obtain a paper copy of this notice from us, upon request, even if you
have agreed to accept this notice electronically.

Making a Complaint

You may complain to us or to the Secretary of Health and Human Services if you believe
your privacy rights have been violated by us. You may file a complaint with us by
notifying our privacy contact of your complaint. We will not retaliate against you for
filing a complaint.

Y our may contact our Privacy Contact, at (502) 721-8288 or 6400 Dutchmans Parkway,
Suite 215; Louisville, KY 40205 for further information about the complaint process.

This notice is published and effective on April 1, 2003
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Personal / Family History
Please answer every question

H = =
PLEASE PRINT PATIENT’S LAST NAME

Marking Instructions

Please use a # 2 pencil
Fill in the complete oval as shown...

Referring Doctor:

Eff" PLEASE PRINT PATIENT'S FIRST NAME

Ve

PATIENT'S DATE OF BIRTH

MIDDLE Year

INITIAL

Month Day

Primary Doctor:

Occupation:

Language Preferred:

. CURRENT PROBLEM

What is the reason for today’s visit?

Were you injured?

Was this a work related accident?

Is this the result of an auto accident?

Are you represented by an attorney?
If yes, who?

Yes
Yes
Yes
Yes

Date your symptoms / problems began or how you were injured?

No
No
No
No

Current severity on a scale of 1 - 10:
2! 2 3 4

TREATMENTS

Were you treated at another hospital or by another physician for this problem?

If yes, by whom and when?

(1=less painful 10 = more painful )
5 6 7 8 9 10

Yes

Have you had any of the following for this problem?

X-Rays MRI
Injections

Other

Physical Therapy

CT Scan
Occupational Therapy

Ultrasound EMG

Where and when?

Did you have surgery performed?

If yes, date and type:

Yes

CURRENT MEDICATIONS

Please list any medications you are currently taking.

No

No

Name of Medication

Dosage Frequency Name of Medication Dosage

Frequency
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Print in Color or Grayscale Only

Using Adobe Acrobat Reader 8.0 or later Please answer every question

= H = H |
SOCIAL HISTORY
Race:
American Indian or Alaskan Native Asian
Hawaiian or other Pacific Islander White Other
Ethnicity:
Hispanic or Latino Unknown

Non-Hispanic or Latino
Level of Education:

Less than 9" Grade

Bachelor's Degree
Marital status:

9" to 12" Grade
Master's Degree

Single Married Divorced Widowed
Do you have children? Yes No
Do you live alone? Yes No
If female, are you pregnant? Yes No

TOBACCO
What is your cigarette smoking status?

Current (every day) Current (some days)
How many packs of cigarettes do you (or did you) smoke daily?

<% Y % : | 1%
If you smoke (or did smoke), how
10 20
many years have you smoked? Example: -
21 is marked 1 2

(If you smoked intermittently, add
the years that you smoked.)

If you smoked previously, when did you stop smoking? (In months)

<2 2-6 6-12 12-24 >24
ALCOHOL
Alcoholic drinks per day:

Occasional 1 2 3 >3
If you drink, what type of alcohol?

Beer Liquor Wine
DRUGS

Have you ever been addicted to or dependent on drugs or pain medication?

Are you on a special diet? Yes

Are you at risk for AIDS? (e.g. sexual orientation, drug abuse, previous blood transfusion)

FAMILY HISTORY

Please indicate if your family has a history of the following:
(Only include parents, grandparents, siblings and children.
If there is a history, be sure to indicate which relative on the line provided.)

Family History Unknown Diabetes

Bleeding Tendency Heart Attack

Blood Clots Heart Disease
Cancer High Blood Pressure
Depression Osteoarthritis

www.MyPatientLink.com

Page 2 of 4

Personal / Family History

Black or African American

Unknown

Associate Degree
Professional

If yes, how many?

Previous Never

10 20 30 40 50 60 .70 80 80

1 2 Fiodnel 6 el 8 9

None None, but | used to

Yes No

No
Yes No

Rheumatoid Arthritis
Stroke

Tuberculosis

NONE

Copyright © PatientLink Card 307 (Rev. 2/15/2011)







	Slide 1
	Slide 2
	Slide 3
	Slide 4
	Slide 5
	Slide 6
	Slide 7
	Slide 8
	Slide 9
	Slide 10
	Slide 11
	Slide 12
	Slide 13
	Slide 14
	Slide 15
	Slide 16
	Slide 17
	Slide 18
	Slide 19
	Slide 20
	Slide 21
	Slide 22



