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Notice Regarding Privacy of Personal Health Information

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.

Federal regulations developed under the Health Insurance Portability and Accountability Act (HIPPA) require that this practice
Provide you with this Notice Regarding Privacy of Personal health Information. The Notice describes (1) how the practice may use and
disclose your protected health information, (2) your rights to access and control your protected health information in certain circumstances,
and (3) the practice’s duties and contact information.

“Protected health information” is health information created or received by your health care provider that contains information
that may be used to identify you, such as demographic data. It includes written or oral information that relates to your past, present, or
future physical or mental health; the provision of health care to you; and your past, present, or future payment for health care.

l. Uses and Disclosures of Protected Health Information in Treatment, Payment, and Health Care Operations
Your protected health information may be used and disclosed by the practice in the course of providing treatment, obtaining payment for
treatment, and conducting health care operations. Any disclosures may be made in writing, electronically, by facsimile, or orally. The
practice may also use or disclose your protected health information in other circumstances if you authorize the use or disclosure, of if state
or the HIPPA privacy regulations authorize the use or disclosure.

Treatment: The practice may use and disclose your protected health information in the course of providing or managing your
health care as well as any related services. For the purpose of treatment, the practice may coordinate your health care with a third party.
For example, the practice may disclose your protected health information to a vendor to fill a prescription for a supply i.e.: tens unit,
exercise ball, splint. In addition, the practice may disclose protected health information to other physicians or health care providers for
improved coordination of your care and treatment. The practice does not receive financial remuneration from any 3" party vendors for
promoting a product or service to its patients.

Payment:  When needed, the practice will use or disclose your protected health information to obtain payment for its services.
Such uses or disclosures may include disclosures to your health insurer to get approval for a recommended treatment or to determine
whether you are eligible for benefits or whether a particular service is covered under your health plan. When obtaining payment for your
health care, the practice may also disclose your protected health information to your insurance company to show medical necessity of the
care or for utilization review when required to do so by your insurance company. Finally, the practice may also disclose your information
to another provider when that provider is involved in your care and requires the information to obtain payment.

Healthcare Operations: The practice may use or disclose your protected information when needed for the business activities
of the practice. These activities include, but are not limited to, quality assessment activities, employee review and training, licensing,
medical reviews, and business management activities. For instance, the practice may use, as needed, protected health information of
patients to review their treatment course when making quality assessments regarding care or treatment. In addition, we may use a sigh-in
sheet at the registration desk where you will be asked to sign your name. We may also call you by name in the waiting room when the
therapist is ready to see you. We may use or disclose your protected health information, as necessary, to contact you to remind you of
appointments.

1. Additional Uses and Disclosures Permitted Without Authorization or Opportunity to Object

In addition to treatment, payment, and Health care operations, the practice may use or disclose your
protected health information without your permission or authorization in certain circumstances, including: when it is
required by law; in Public Health issues as required by law; in instances of communicable diseases; for health
oversight; to report abuse, neglect, or domestic violence; to meet Food and drug Administration requirements; in
legal proceedings; for law enforcement purposes; to coroners, funeral directors, and organ donation; for research
purposes; in criminal activity; for military activity and national security; for Workers’ Compensation; regarding
inmates; in Required Uses and Disclosures (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
requirements of Section 164.500.)

I1. Uses and disclosures Permitted With an Opportunity to Object

Subject to your objection, the practice may disclose your protected health information (1) to a family member or
close personal friend if the disclosure is directly relevant to the person’s involvement in your care or payment related to your
care; or (2) when attempting to locate or notify family members or others involved in your care to inform them of your
location, condition, or death. The practice will inform you orally or in writing of such uses and disclosures of you protected





health information as well as provide you with an opportunity to object in advance. Your agreement or objection to the uses
and disclosures can be oral or in writing. If you do not object to these disclosures, the practice is able to infer from the
circumstances that you do not object, or the practice determines, in its professional judgment, that it is in your best interests
for the practice to disclose information that is directly relevant to the person’s involvement with your care. In such case, the
practice may disclose your protected health information. If you are incapacitated or in an emergency situation, the practice
may exercise its professional judgment to determine if the disclosure is in your best interest and if such a determination is
made, may only disclose information directly relevant to your care.

V. Uses and Disclosures Authorized by You

Other than the circumstances described above, the practice will not disclose your health information unless you
provide written authorization. You may revoke your authorization in writing at any time except to the extent of action
already taken upon the authorization.

V. Your Rights
Following is a statement of your rights with respect to your protected health information.

- You have the right to inspect and copy your protected health information. For as long as the practice holds your
protected health information, you may inspect and obtain a copy of such information which includes medical and billing
records. You must submit a written request to the practice to inspect and copy your health information. The practice
may charge you a fee for the costs of copying, mailing, or other costs incurred by complying with your request. Under
federal law, however, you may not inspect or copy the following information: information compiled in reasonable
anticipation of, or 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.

- You have the right to request a restriction of your protected health information. This means you may ask this
practice not to use or disclose specific sections of your protected health information for the purposes of treatment,
payment, or health care operations. Additionally, you may request that the practice not disclose your health information
to family members or friends who may be involved in your care or for notification purposes as described in this Notice.
Your request must state the specific restriction requested and to whom you want the restriction to apply. The practice is
not required to agree to a restriction if it is felt that it is in our best interest to permit use and disclosure of your protected
information. You then have the right to use another health care professional.

- You have the right to request to receive confidential communications from us by alternative means or at an
alternative location. The practice will make every effort to comply with reasonable requests.

- You may have the right to request an amendment of your protected health information. The practice may deny
your request in certain instances. However, should the practice deny your request, you have the right to file a statement
of disagreement with the practice and the practice may then prepare a rebuttal to your statement and would provide you
with a copy of such rebuttal.

- You have the right to receive an accounting of certain disclosures the practice has made, if any, of your protected
health information for purposes other than treatment, payment, or health care operations as described in this
Notice. The practice is not required to account for disclosures (1) which you requested, (2) which you authorized by
signing an authorization form, (3) for a facility directory, (4) to family members or friends involved in your care, and (5)
certain other disclosures the practice is permitted to make without your authorization.

- You have the right to obtain a paper copy of this Notice. The practice will provide a separate paper copy at your
request.

VI. The Practice’s Duties
The practice is required to ensure the privacy of your health information and to provide you with this Notice of your
rights and the practice’s duties and procedures regarding your privacy. The practice reserves the right to change the
terms of this Notice and will provide a copy of the revised Notice through regular mail or in-person contact.

VII. Complaints
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 by writing to this office: Rocklin Physical Therapy, 2217 Sunset
Blvd. #711, Rocklin, CA 95765, ATTN: Privacy Officer, or you may call the office at (916) 435-3500, and ask to
speak to the Privacy Officer. You will not be retaliated against for filing a complaint.

VIII.  Effective Date
This Notice was published and becomes effective on/or before April 14, 2003
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PATIENT ACKNOWLEDGEMENT OF 2003

HIPAA NOTICE
(Health Insurance Portability and Accountability Act)

I, , have been given the Notice Regarding Privacy of Personal
Health Information by Rocklin Physical Therapy, Inc. | understand that this notice describes
how medical information about me may be used and disclosed and how I can get access to
this information. | have also been encouraged to review this notice carefully. | am aware
that Rocklin Physical Therapy, Inc. reserves the right to change the terms of this notice and
will at that time also provide a copy of the revised Notice.

Signature Date
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ROCKLIN PHYSICAL THERAPY, INC.
FINANCIAL POLICY/AGREEMENT TO PAY

When you are in the midst of being treated for a medical condition, it’s easy to forget that a physical
therapy office is also a business. We understand that. Yet we also want our patients to understand
that an important part of any business is collecting payments for the services it provides. In the
interest of both good medicine and good business, we believe it’s best to establish a policy to avoid
any misunderstandings later.

» How we handle insurance claims:
We will make every attempt to verify eligibility and co-payment amounts prior to your first office
visit; however, please understand that verification of coverage is not a guarantee of benefits. Actual
plan coverage and benefit payment is determined when a claim is received. We will be prompt in
handling any requests for information to facilitate your claim(s).

> You are responsible for paying your bill:
Your insurance coverage is a contract between you and your insurance company.
Our office is not involved in setting your coverage limits, exclusions to your contract, or
waiting periods. That means it’s your responsibility to see that your insurance company
covers your bill. All copayments are due at the time of service. All co-insurance and
deductible balances are due when we receive the explanation of benefits from your insurance
company and post to your account. All patient balances older than 30 days will be subject
to a monthly rebill fee of $20.00 per month. Checks returned by the bank are subject to a
$25.00 charge.

If any payment is made directly to you for services billed by us, you recognize an obligation
to promptly remit same to ROCKLIN PHYSICAL THERAPY. INC.

(The above does not apply for those patients that are considered Worker’s Compensation.
However, be advised as a Workers Compensation patient, you will be held responsible for all
charges incurred in the event that your claim is denied).

» You are required to give our office at least 24 hours notice if you know that you will be unable to keep
your scheduled appointment. In the event that you do not cancel your appointment within the 24 hours,
a $30 late cancellation fee will be assessed to your account. Should you no-show a scheduled
appointment, a $30.00 no-show fee will be assessed to your account. These fees are not billable to the
insurance; therefore you will be responsible for the incurred fees.

» We invite you to discuss our fees or financial policies with us.

We are always happy to answer any questions about costs, insurance claims, billing
questions or financial plans.

I request and authorize ROCKLIN PHYSICAL THERAPY. INC. to provide me with medical care
and treatment. I understand that I am personally responsible for the charges for the services I receive
and agree to the terms and conditions as specified above.

I hereby authorize ROCKLIN PHYSICAL THERAPY. INC. to bill my insurance carrier and any
other persons or parties who may be liable for payment of these services. I authorize my insurance
carrier to make payment directly to ROCKLIN PHYSICAL THERAPY, INC. I agree to pay all
reasonable attorney fees, court costs and collection agency fees (accounts assigned to collections will
also be assessed a $50 collection transfer fee) incurred by ROCKLIN PHYSICAL THERAPY. INC. if
my account is not paid as agreed.

I, hereby, authorize ROCKLIN PHYSICAL THERAPY. INC. to release all information necessary,
including medical records, to secure payment.

Date Signature







ROCKLIN PHYSICAL THERAPY, INC. PATIENT INFORMATION QUESTIONNAIRE

Name: Social Security #

Address: City State Zip

Email Address

Home Phone Cell/Message Phone
Age Birth Date Single Married Driver’s License #
Employer Occupation

Business Phone

Spouse Name Cell/Message Phone

Emergency Contact (other than spouse) Name

Address Relationship
Home Phone Business/Message Phone
Worker’s Compensation Injury? Yes No Auto Injury? Yes No Attorney? Yes Name

How did your injury occur?

Date of Injury Body Part Injured

Referring Physician Phone

How did you hear about Rocklin Physical Therapy? **Check all that apply** | am a Former Patient

M.D. Referral A Friend Referred Me (Name) Advertisement in Mail
Facebook Website Other (please specify)

INSURANCE INFORMATION

PRIMARY INSURANCE

Subscriber (Parent) Birth Date

Subscriber Employed By Business Phone

SECONDARY INSURANCE

Subscriber (Patient, Spouse) Birth Date

Subscriber Employed By Business Phone

I, the undersigned, do hereby agree to give my consent for Rocklin Physical Therapy, Inc. to provide medical care, which is considered
necessary in treating my physical condition.
Signature Date






