Patient Name

MEDICATIONS

DOB Age

Family Physician:

Phone#

Name of Medicine

Date Updated

Allergies




NEW/UPDATE Patient Registration Sheet (PLEASE PRINT)

If you were referred to our office by another Doctor please give us the name and phone. We will send this
physican a progress letter:

DR: (MD, DO, DC)

Phone # Address

e Today’s Date: Social Security #: - - Age:

e PATIENT Name Dateof Birth: / /

e Address: City TX Z1P

e Home #: Work#: Cell#:

e E-mail: Marital Status: (M/S/D/W)  Circle One (M/F)
Race: O Prefer not to answer Ethnicity: O Prefer not to answer

o Employer: Occupation:

e Language: Preferred Pharmacy: Phone#:

¢ Responsible Party: Self/Parent

e Resonsibile Party Employer: Phone #

EMERGENCY CONTACT:

e Name Relationship Phone #

e PLEASE GIVE INSURANCE CARDS AND PICTURE ID TO RECEPTIONIST
For your protection from identity theft we will be unable to see you without a picture ID

e PRIMARY INS: circle one: BC/BS AETNA UHC CIGNA OTHER

e WHO IS THE INSURED? (Self/Spouse/Other? circle one) PPO Yes O NoO HMO Yes [0 No[J

e Insured’s Name: Date of Birth: [/

Insured SS #: - - Employer: Phone :
e SECONDARY INS: BC/BS AEINA UHC CIGNA OTHER

e WHO IS THE INSURED? (Self/Spouse/Other? circle one) PPO Yes [0 NoO HMO Yes 00 No[l

e Insured’s Name: Date of Birth:  / /
Insured SS #: - - Employer: Phone:

e Do you have an attorney? Yes (I No[J if yes give name & phone #

1 HEREBY AUTHORIZE DR. KEITH SCHAUDER OR HIS AGENT TO FURNISH ANY INFORMATION PERTAINING TO
MY MEDICAL REPRESENTATIVE, ATTORNEY, EMPLOYER OR OTHER PROVIDER OF SERVICE. I ALSO AGREE

THAT ALL PAYMENTS MADE BY INSURANCE MAY BE DIRECTED TOWARD MY PHSYCIANS OFFICE.
I UNDERSTAND I AM ULTIMATELY RESPONSIBLE FOR ANY BALANCE ON MY ACCOUNT
AND THAT PAYMENT IN FULL IS EXPECTED AT THE TIME OF SERVICE.

PATIENT SIGNATURE:




MEDICAL HISTORY FORM

e REFERRING PHYSICIAN TODAY’S DATE

e FAMILY DOCTOR —CARDIOLOGIST OR OTHER SPECIALIST

PATIENT’S NAME AGE DOB M/F

Which BODY part are we seeing you for today?

Example — (back — knee) RIGHT or LEFT side if applicable (circle one)
Are you RIGHT or LEFT handed {circle one)

e Was this an injury such as a fall, automobile accident, sports injury? Yes [ No[]
e Date of injury or accident if this was an injury please DESCRIBE how this happened.

If this was not an injury or accident HOW LONG have you had these symptoms?

(Number of days/months/years)

Describe your symptoms (such as pain, swelling, redness, etc.)

Have you seen another physician for this problem? Yes [ No[J Name of physician

Are you seeing a pain management physician? Yes [1 No[d Name of physician

GENERAL HEALTH: Good? Yes [1 No[ Diabetes? Yes [] No[l
High blood pressure? Yes [1 No[J Fever or Chills? Yes [ No[
Night sweats? Yes [1 No[J Shortness of Breath? Yes [ No[
Chest pain? Yes [1 Nol] Unexplained weight gain/loss? Yes [ No[J
Unusual bleeding?  Yes [ No[d Changes in skin/lesions? Yes [1 No[J

e Please list all medical illnesses

e PREVIOUS SURGERIES:

SOCIAL HISTORY:

e Doyousmoke? Yes[lNoll Ifyes, #packs per day , #years . Do you drink alcohol? Yes [J No[]
FAMILY HISTORY: List major medical problems (example, heart or lung disease, cancers)
List age if still living or approximate age of time of death.

Father:
Mother:
Other relative with significant medical problems:

PATIENTS SIGNATURE: Keith S. Schauder MD




INJURY/ACCIDENT REPORT

YOUR INSURANCE COMPANY REQUIRES US TO PROVIDE THEM WITH THE FOLLOWING
INFORMATION ON ALL CLAIMS:

FILL OUT EVEN IF IT IS NOT AN INJURY OR ACCIDENT
(if no accident or injury check No and Sign below)

PATIENT NAME: DOB: AGE:

WAS THIS AN ACCIDENT OR INJURY? Yes [1 No [J

IF YES: Automobile Accident/fall/sports, other, Date of Injury:

**Was this WORK RELATED? Yes [1No [ - IF YES - STOP AND NOTIFY THE FRONT DESK.

*HAVE YOU SEEN ANOTHER PHYSICIAN FOR THIS PROBLEM? Yes [ No []
If yes, we need the name of the physician Phone #

*WHERE DID THE INJURY/ACCIDENT TAKE PLACE?

*HOW DID THE INJURY/ACCIDENT HAPPEN?

*YOUR INSURANCE COMPANY WILL ONLY PAY FOR SERVICES THEY DETERMINE TO BE
REASONABLE AND NECESSARY UNDER YOUR POLICY PROVISIONS.

*[FF YOUR INSURANCE COMPANY DETERMINES THAT A PARTICULAR SERVICE AND/OR
SUPPLY, ETC. IS NOT REASONABLE AND NECESSARY UNDER THEIR POLICY STANDARDS,
YOUR INSURANCE COMPANY MAY DENY PAYMENT FOR THAT PARTICULAR SERVICE.

*YOUR SIGNATURE BELOW WILL ACKNOWLEDGE THAT CERTAIN SERVICES MAY OR MAY
NOT BE COVERED UNDER YOUR POLICY AND THEREFORE YOU WILL ACCEPT
RESPONSIBILITY FOR PAYMENT OF THIS SERVICE REGARDLESS OF INSURANCE COVERAGE.

PATIENT/GUARDIAN SIGNATURE DATE



DISCLOSURE OF HEALTH INFORMATION

PATIENT NAME:

Please provide us a list of people (husband, wife, children, other
family, friends or other doctors) we may share your Private Health
Information with (this also includes appointment times). If you do
not want us to speak with anyone please write NONE in space below.

Effective March 1, 2014 a new Notice of Privacy Practices is posted in
our office and on our website at www.dksmd.com for your review.

Disclosure of personal information to any affiliates will be to the
minimum necessary in order to provide you with the utmost privacy
and best medical care we are able to provide.

This notice is meant to inform you of how we safeguard your nonpublic
personal information. Your trust and confidence are important to us
and we strive to maintain your continued trust.

By signing this notice, you are stating that you are aware of our
privacy practice, and by filling in the blanks above you are allowing us
to disclose information to affiliates that you choose. This notice is
effective March 1, 2014 and will remain in effect until revised or
revoked.

PATIENT/GUARDIAN SIGNATURE DATE

WITNESS SIGNATURE




~ PRESCRIPTION REFILL POLICY

Please note ALL Prescription Refill Requests received from your
Pharmacy
AFTER 12:00 NOON

WILL NOT
be considered or refilled until the next day.

Prescription refills
RECEIVED AFTER 12:00 NOON ON FRIDAY will not be
considered or refilled
until MONDAY.

Please check your prescriptions

Ahead of time so that you
DO NOT RUN OUT.

#* %% ABSOLUTELY NO PRESCRIPTIONS WILL BE
CALLED IN ON WEEKENDS OR HOLIDAYS.*****

Patient signature Date



STATE REQUIRED ETHNICITY AND RACE QUESTION S

' BACKGROUND INFORMATION.

Texas law requires the Texas Health Care Information Collection Subunit to collect
information on the race/ethnic backgrounds of hospital patients. Hospitals are required to
ask patients to identify their own race and ethnic backgrounds.

The data obtained through this process will be used to assist researchers in deter mining
whether or not all citizens of Texas are receiving access to adequate health care.

If patients fail to identify their own race and ethnic backgrounds hospital staff will use its
best judgment in maklng the identification.

HOUESTIONS Y s

Question #1: Ethnic Background
(mark the box that the patient believes most accurately identifies his/her ethnic

background)

Is the patient . . .?

O (1) Hispanic/Latino (21352)
O (2) Not Hispanic/Latino (21865)

Question #2: Race
(mark the box that the patient believes most accurately identifies his/her race)

Is the patient...?

O (1) American Indian/Eskimo/Aleut (10025)

O (2) Asian or Pacific Islander (20289)

O (3) Black (20545)

O (4) White (21063)

U (5) Other Includes all other responses not listed above. Patients who consider themselves as
multiracial or mixed  should choose this category. (21311)




Keith S. Schauder, M.D., P.A.
NOTICE OF PRIVACY PRACTICES

Effective Date: April 1, 2015

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.

If you have any questions about this Notice of Privacy Practices (‘Notice’), please contact:

Privacy Officer : Corrine Starke
Phone Number: 281-331-3100 extension 205

Section A: Who Will Follow This Notice?

This Notice describes Keith S. Schauder, M.D., P.A., (hereafter referred to as ‘Provider’) Privacy
Practices and that of:

Any workforce member authorized to create medical information referred to as Protected Health
Information (PHI) which may be used for purposes such as Treatment, Payment and Healthcare
Operations. These workforce members may include:
e All departments and units of the Provider.
e Any member of a volunteer group.
o All employees, staff and other Provider personnel.
e Any entity providing services under the Provider's direction and control will follow the terms of
this notice. In addition, these entities, sites and locations may share medical information with
each other for Treatment, Payment or Healthcare Operational purposes described in this Notice.

Section B: Our Pledge Regarding Medical Information

We understand that medical information about you and your health is personal. We are committed to
protecting medical information about you. We create a record of the care and services you receive at the
Provider. We need this record to provide you with quality care and to comply with certain legal
requirements. This Notice applies to all of the records of your care generated or maintained by the
Provider, whether made by Provider personnel or your personal doctor.

This Notice will tell you about the ways in which we may use and disclose medical information about
you. We also describe your rights and certain obligations we have regarding the use and disclosure of
medical information.

We are required by law to:

e Make sure that medical information that identifies you is kept private;

e Give you this Notice of our legal duties and privacy practices with respect to medical information
about you; and

e Follow the terms of the Notice that is currently in effect.
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Section C: How We May Use and Disclose Medical Information About You

The following categories describe different ways that we use and disclose medical information. For each
category of uses or disclosures we will explain what we mean and try to give some examples. Not every
use or disclosure in a category will be listed. However, all of the ways we are permitted to use and
disclose information will fall within one of the categories.
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Treatment. We may use medical information about you to provide you with medical treatment or
services. We may disclose medical information about you to doctors, nurses, technicians, health
care students, or other Provider personnel who are involved in taking care of you at the Provider.
For example, a doctor treating you for a broken leg may need to know if you have diabetes
because diabetes may slow the healing process. In addition, the doctor may need to tell the
dietitian if you have diabetes so that we can arrange for appropriate meals. Different
departments of the Provider also may share medical information about you in order to coordinate
different items, such as prescriptions, lab work and x-rays. We also may disclose medical
information about you to people outside the Provider who may be involved in your medical care
after you leave the Provider.

Payment. We may use and disclose medical information about you so that the treatment and
services you receive at the Provider may be billed and payment may be collected from you, an
insurance company or a third party. For example, we may need to give your health plan
information about surgery you received at the Provider so your health plan will pay us or
reimburse you for the procedure. We may also tell your health plan about a prescribed treatment
to obtain prior approval or to determine whether your plan will cover the treatment.

Healthcare Operations. We may use and disclose medical information about you for Provider
operations. These uses and disclosures are necessary to run the Provider and make sure that all
of our patients receive quality care. For example, we may use medical information to review our
treatment and services and to evaluate the performance of our staff in caring for you. We may
also combine medical information about many Provider patients to decide what additional
services the Provider should offer, what services are not needed, and whether certain new
treatments are effective. We may also disclose information to doctors, nurses, technicians,
health care students, and other Provider personnel for review and learning purposes. We may
also combine the medical information we have with medical information from other Providers to
compare how we are doing and see where we can make improvements in the care and services
we offer. We may remove information that identifies you from this set of medical information so
others may use it to study health care and health care delivery without learning a patient's
identity.

Appointment Reminders. We may use and disclose medical information to contact you as a
reminder that you have an appointment for treatment or medical care at the Provider.

Treatment Alternatives. \We may use and disclose medical information to tell you about or
recommend possible treatment options or alternatives that may be of interest to you.

Health-Related Benefits and Services. We may use and disclose medical information to tell
you about health-related benefits or services that may be of interest to you.

Fundraising Activities. We may use information about you to contact you in an effort to raise
money for the Provider and its operations. We may disclose information to a foundation related
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to the Provider so that the foundation may contact you about raising money for the Provider. We
only would release contact information, such as your name, address and phone number and the
dates you received treatment or services at the Provider. If you do not want the Provider to
contact you for fundraising efforts, you must notify us in writing and you will be given the
opportunity to ‘Opt-out’ of these communications.

Authorizations Required

We will not use your protected health information for any purposes not specifically allowed by
Federal or State laws or regulations without your written authorization, this includes uses of your
PHI for marketing or sales activities.

Emergencies. WWe may use or disclose your medical information if you need emergency
treatment or if we are required by law to treat you but are unable to obtain your consent. If this
happens, we will try to obtain your consent as soon as we reasonably can after we treat you.

Psychotherapy Notes

Psychotherapy notes are accorded strict protections under several laws and regulations.
Therefore, we will disclosure psychotherapy notes only upon your written authorization with
limited exceptions.

Communication Barriers. WWe may use and disclose your health information if we are unable to
obtain your consent because of substantial communication barriers, and we believe you would
want us to treat you if we could communicate with you.

Provider Directory. We may include certain limited information about you in the Provider
directory while you are a patient at the Provider. This information may include your name,
location in the Provider, your general condition (e.g., fair, stable, etc.) and your religious
affiliation. The directory information, except for your religious affiliation, may also be released to
people who ask for you by name. Your religious affiliation may be given to a member of the
clergy, such as a priest or rabbi, even if they do not ask for you by name. This is so your family,
friends and clergy can visit you in the Provider and generally know how you are doing.

Individuals Involved in Your Care or Payment for Your Care. We may release medical
information about you to a friend or family member who is involved in your medical care and we
may also give information to someone who helps pay for your care, unless you object in writing
and ask us not to provide this information to specific individuals. In addition, we may disclose
medical information about you to an entity assisting in a disaster relief effort so that your family
can be notified about your condition, status and location.

Research. Under certain circumstances, we may use and disclose medical information about
you for research purposes. For example, a research project may involve comparing the health
and recovery of all patients who received one medication to those who received another, for the
same condition. All research projects, however, are subject to a special approval process. This
process evaluates a proposed research project and its use of medical information, trying to
balance the research needs with patients' need for privacy of their medical information. Before
we use or disclose medical information for research, the project will have been approved through
this research approval process, but we may, however, disclose medical information about you to
people preparing to conduct a research project, for example, to help them look for patients with
specific medical needs, so long as the medical information they review does not leave the
Provider. We will almost always generally ask for your specific permission if the researcher will
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have access to your name, address or other information that reveals who you are, or will be
involved in your care at the Provider.

As Required By Law. We will disclose medical information about you when required to do so by
federal, state or local law.

To Avert a Serious Threat to Health or Safety. \WWe may use and disclose medical information
about you when necessary to prevent a serious threat to your health and safety or the health and
safety of the public or another person. Any disclosure, however, would only be to someone able
to help prevent the threat.

E-mail Use.
E-mail will only be used following this Organization’s current policies and practices and with your
permission. The use of secured, encrypted e-mail is encouraged.

Section D: Special Situations
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Organ and Tissue Donation. If you are an organ donor, we may release medical information to
organizations that handle organ procurement or organ, eye or tissue transplantation or to an
organ donation bank, as necessary to facilitate organ or tissue donation and transplantation.

Military and Veterans. If you are a member of the armed forces, we may release medical
information about you as required by military command authorities. We may also release medical
information about foreign military personnel to the appropriate foreign military authority.

Workers' Compensation. WWe may release medical information about you for workers'
compensation or similar programs.

Public Health Risks. We may disclose medical information about you for public health activities.

These activities generally include the following:
o to prevent or control disease, injury or disability;

to report births and deaths;

to report child abuse or neglect;

to report reactions to medications or problems with products;

to notify people of recalls of products they may be using;

to notify a person who may have been exposed to a disease or may be at risk for

contracting or spreading a disease or condition; and

o to notify the appropriate government authority if we believe a patient has been the victim
of abuse, neglect or domestic violence. We will only make this disclosure if you agree or
when required or authorized by law.

O O O O O

Health Oversight Activities. \We may disclose medical information to a health oversight agency
for activities authorized by law. These oversight activities include, for example, audits,
investigations, inspections, and licensure. These activities are necessary for the government to
monitor the health care system, government programs, and compliance with civil rights laws.

Lawsuits and Disputes. If you are involved in a lawsuit or a dispute, we may disclose medical
information about you in response to a court or administrative order. We may also disclose
medical information about you in response to a subpoena, discovery request, or other lawful
process by someone else involved in the dispute, but only if efforts have been made to tell you
about the request or to obtain an order protecting the information requested.
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Law Enforcement. We may release medical information if asked to do so by a law enforcement
official:
o inresponse to a court order, subpoena, warrant, summons or similar process;
o to identify or locate a suspect, fugitive, material witness, or missing person;
o about the victim of a crime if, under certain limited circumstances, we are unable to obtain
the person's agreement;
o about a death we believe may be the result of criminal conduct;
about criminal conduct at the Provider; and
o in emergency circumstances, to report a crime; the location of the crime or victims; or the
identity, description or location of the person who committed the crime.

e}

Coroners, Medical Examiners and Funeral Directors. \We may release medical information to
a coroner or medical examiner. This may be necessary, for example, to identify a deceased
person or determine the cause of death. We may also release medical information about patients
of the Provider to funeral directors as necessary to carry out their duties.

National Security and Intelligence Activities. WWe may release medical information about you
to authorized federal officials for intelligence, counterintelligence, and other national security
activities authorized by law.

Protective Services for the President and Others. \WWe may disclose medical information about
you to authorized federal officials so they may provide protection to the President, other
authorized persons or foreign heads of state or conduct special investigations.

Inmates. If you are an inmate of a correctional institution or under the custody of a law
enforcement official, we may reiease medical information about you to the correctional institution
or law enforcement official. This release would be necessary for the institution to provide you
with health care, to protect your health and safety or the health and safety of others, or for the
safety and security of the correctional institution.

Section E: Your Rights Regarding Medical Information About You

You have the following rights regarding medical information we maintain about you:
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Right to Access, Inspect and Copy. You have the right to access, inspect and copy the
medical information that may be used to make decisions about your care, with a few exceptions.
Usually, this includes medical and billing records, but may not include psychotherapy notes. If
you request a copy of the information, we may charge a fee for the costs of copying, mailing or
other supplies associated with your request.

We may deny your request to inspect and copy medical information in certain very limited
circumstances. If you are denied access to medical information, in some cases, you may request
that the denial be reviewed. Another licensed health care professional chosen by the Provider
will review your request and the denial. The person conducting the review will not be the person
who denied your request. We will comply with the outcome of the review.

Right to Amend. If you feel that medical information we have about you is incorrect or
incomplete, you may ask us to amend the information. You have the right to request an
amendment for as long as the information is kept by or for the Provider. In addition, you must
provide a reason that supports your request.
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We may deny your request for an amendment if it is not in writing or does not include a reason to
support the request. In addition, we may deny your request if you ask us to amend information
that:

o Was not created by us, unless the person or entity that created the information is no

longer available to make the amendment;

o Is not part of the medical information kept by or for the Provider;

o Is not part of the information which you would be permitted to inspect and copy; or

o s accurate and complete.

Right to an Accounting of Disclosures. You have the right to request an ‘Accounting of
Disclosures’. This is a list of the disclosures we made of medical information about you. Your
request must state a time period which may not be longer than six years and may not include
dates before April 14, 2003. Your request should indicate in what form you want the accounting
(for example, on paper or electronically, if available). The first accounting you request within a 12
month period will be complimentary. For additional lists, we may charge you for the costs of
providing the list. We will notify you of the cost involved and you may choose to withdraw or
modify your request at that time before any costs are incurred.

Right to Request Restrictions. You have the right to request a restriction or limitation on the
medical information we use or disclose about you for payment or healthcare operations. You also
have the right to request a limit on the medical information we disclose about you to someone
who is involved in your care or the payment for your care, like a family member or friend. For
example, you could ask that we not use or disclose information about a surgery you had. In your
request, you must tell us what information you want to limit, whether you want to limit our use,
disclosure or both, and to whom you want the limits to apply (for example, disclosures to your
spouse). We are not required to agree to these types of request. We will not comply with any
requests to restrict use or access of your medical information for treatment purposes.

You also have the right to restrict use and disclosure of your medical information about a service
or item for which you have paid out of pocket, for payment (i.e. health plans) and operational (but
not treatment) purposes, if you have completely paid your bill for this item or service. We will not
accept your request for this type of restriction until you have completely paid your bill (zero
balance) for this item or service. We are not required to notify other healthcare providers of these
restrictions, that is your responsibility.

Right to Receive Notice of a Breach. We are required to notify you by first class mail or by
email (if you have indicated a preference to receive information by email), of any breaches of
Unsecured Protected Health Information as soon as possible, but in any event, no later than 60
days following the discovery of the breach. “Unsecured Protected Health Information” is
information that is not secured through the use of a technology or methodology identified by the
Secretary of the U.S. Department of Health and Human Services to render the Protected Health
Information unusable, unreadable, and undecipherable to unauthorized users. The notice is
required to include the following information:

o a brief description of the breach, including the date of the breach and the date of its
discovery, if known;

o a description of the type of Unsecured Protected Health Information involved in the
breach;

o steps you should take to protect yourself from potential harm resulting from the breach;
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o a brief description of actions we are taking to investigate the breach, mitigate losses, and
protect against further breaches;

o contact information, including a toll-free telephone number, e-mail address, Web site or
postal address to permit you to ask questions or obtain additional Information.

In the event the breach involves 10 or more patients whose contact information is out of date we
will post a notice of the breach on the home page of our website or in a major print or broadcast
media. If the breach involves more than 500 patients in the state or jurisdiction, we will send
notices to prominent media outlets. If the breach involves more than 500 patients, we are
required to immediately notify the Secretary. We also are required to submit an annual report to
the Secretary of a breach that involved less than 500 patients during the year and will maintain a
written log of breaches involving less than 500 patients.

« Right to Request Confidential Communications. You have the right to request that we
communicate with you about medical matters in a certain way or at a certain location. For
example, you can ask that we only contact you at work or hard copy or e-mail. We will not ask
you the reason for your request. We will accommodate all reasonable requests. Your request
must specify how or where you wish to be contacted.

« Right to a Paper Copy of This Notice. You have the right to a paper copy of this Notice. You
may ask us to give you a copy of this Notice at any time. Even if you have agreed to receive this
Notice electronically, you are still entitled to a paper copy of this Notice. You may obtain a copy
of this Notice at our website. www.dskmd.com

To exercise the above rights, please contact the individual listed at the top of this Notice to obtain a copy
of the relevant form you will need to complete to make your request.

Section F: Changes to This Notice

We reserve the right to change this Notice. We reserve the right to make the revised or changed Notice
effective for medical information we already have about you as well as any information we receive in the
future. We will post a copy of the current Notice. The Notice will contain on the first page, in the top right
hand corner, the effective date. In addition, each time you register at or are admitted to the Provider for
treatment or health care services as an inpatient or outpatient, we will offer you a copy of the current
Notice in effect.

Section G: Complaints
If you believe your privacy rights have been violated, you may file a complaint with the Provider or with

the Secretary of the Department of Health and Human Services;
http://www.hhs.gov/ocr/privacy/hipaa/complaints/index.html

To file a complaint with the Provider, contact the individual listed on the first page of this Notice. All
complaints must be submitted in writing. You will not be penalized for filing a complaint.

Section H: Other Uses of Medical Information

Other uses and disclosures of medical information not covered by this Notice or the laws that apply to us
will be made only with your written permission. If you provide us permission to use or disclose medical
information about you, you may revoke that permission, in writing, at any time. If you revoke your
permission, we will no longer use or disclose medical information about you for the reasons covered by
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your written authorization. You understand that we are unable to take back any disclosures we have
already made with your permission, and that we are required to retain our records of the care that we
provided to you.

Section I: Organized Healthcare Arrangement

The Provider, the independent contractor members of its Medical Staff (including your physician), and
other healthcare providers affiliated with the Provider have agreed, as permitted by law, to share your
health information among themselves for purposes of treatment, payment or health care operations.
This enables us to better address your healthcare needs.

Revision Date: March 03, 2013, to be compliant with HIPAA Omnibus Privacy Rules.

Original Effective Date: April 14, 2003.
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