Acknowledgement of Receipt of Notice of Privacy Practices

| acknowledge that | have received Broadway Medical Office Notice of Privacy Practices
on this date as signed below. | understand that the Notice describes the uses and
disclosures of my protected health information by BMO and informs me of my rights
with respect to my protected health information.

Print Patient Name

Signature of Patient / Persaonal Representafive” Date

If personal representative, indicate relationship below:

—

= “Personal Representative” the person has authority to act on behalf of a individual in
miaking decisions related to healthcare (e.g., parents, guardians, persons with power
of attomey, eic.)
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WELCOME TOOUTR €¥FFICI TolkAY 'S DATI

AUTHORIZATION
General Consent To Treatment:
| agree and consant te the performance of diagnostic and therapeutic procedures
deemed necessary by the pafient’'s physician(s). | acknowledge that there are no
guaraniees, expressed or mplied, as to the results of any procedures or medical
treatment.

Release of information:

I authonze BroadwayMedical Office andfor the physicians providing services on behalf
of the patient to release all Giling and medical information (including information
concaming substance abuse, mental health and HIV status, if applicable) to physicians
or institutions providing follow-up care. the Socal Security Administration, Medicare,
Medicaid (or their vanious intermediaries), and the insurance company. health
maintenance organization. employer. person acting on behalf of a preferred prowder
arrangement or third party named on this patient information form (or any of their apents
or representatives), when such information is requested for treatment, payment, worker's
compensation, utilization review, or coverage determination purposes. | undarstand that
this authonzation will remain in effect unkess revoked by me in wrifing and deliverad to
thiz physician's office.

Receipt of Motice of Privacy Practices
| acknowledge receipt of Broadway Medical Office Motice of Privacy Practices.

Azsignment of Insurance or Third Party Coverage

| autherize any third party payor to pay directly to the physicians providing services to
the patiant, all benefits due and payable as a result of services rendered

| authorize assignment o the physician who has provided semvices to the pabient the
insured's rights to penalbes and attemey's fees in the avent that the insurer fads o
timely pay such benefits.

Acknowledgement of Responsibility to Pay For Services

| unoerstand that the physician will. as a courtesy, file claims with insurance carrers and
third party payors. However, | acknowledge and agree that, except as provided by law,
and in consideration of the services provided, | will pay any charges which, for any
reason, are not paid by any third party payor unless there is a specific written agreement
between the physician and the patient or between the physician and the payor

DATE PATIENT S SIGNATURE



Acknowledgement of Receipt of Notice of Privacy Practices

| acknowledge that | have received Broadway Medical Office Notice of Privacy Practices
on this date as signed below. | understand that the Notice describes the uses and
disclosures of my protected health information by BMO and informs me of my rights
with respect to my protected health information

Print Patient Namea

Signature of Pateent / Personal Representative® Date

If parsonal representative, indicate relaticnship below:

= “Personal Representative™ the person has authority to act on behalf of a individual in
making decisions related to healthcare (2.9, parenis, guardians, persons with power
of attorney, etc.)
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NOTICE OF PRIVACY PRACTICES
Effective April 14, 2003

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

OUR COMMITMENT TO YOUR PRIVACY

Chr praciice is dedicated o maintaining the privacy of your protected health information
(PHI). "PHI” means any health information about you that identifies vou dinectly, or could be
used to identify you. In conducting our practice. we will ereate records regarding you and the
treatment and services we provide 0 yow, We are required by law fo maintain the
confidentiality of your PHI. We also are required by law 1o provide you with this notice of
our legal dutics and the privacy practices that we maintain in our practice concerning your
PHL. By federal and state law, we must follow the terms ol the natice of privacy practices
that we have in effect at the time.

We realize that these laws are complicated, but we must provide you with the following
imporant informeation:

«  How we may use and disclose your PHI

o What privacy nights vou have regarding your PHI

=  What ohligations we have 1o maintain vour PHI

= Whom you may contact if you have guestions or if you behieve your privacy rights
have been violated

This Motice refers to Broadway Medical Office and its employees by using the terms
"us”, “we", "our’, or "the practice.”

Amendments to the Notice, The terms of this notice apply to all records containing
your PHI that are created or retained by our practice. We reserve the right to revise
or amend this Notice of Prvacy Praclices, Any rewision or amendment to this notice
will be effective for all of your records thal our practice has created or maintained in
the past, and for any of your records that we may create or maintain in the future.
Our practice will post a copy of our current Notice in our offices in a visible location at
all times, and you may request a copy of our most current Notice at any time. [We
can also provide this Notice via e-mail to any patient or other person who requests it.]

Your acknowledgement of the Notice: When you receive the MNotice from the practice, we
will ask vou to sign our "RBeceipt of Notice of Privacy Praciices™ form, The form 15 filed wiath
your medical record. 1 you refuse to sign the fom it is noted in the medical record that vou
were given the Notice and refused to sign the form.
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USES AND DI ESOFP

Our Obligations Regarding Your PHL We will make reasomable efforts 1o assure that PHI
15 only used by and disclosed to persons who have a right 1o the PHI and 10 verify the identity
of those using or receiving your protecied health information.  The PHI requested, used, or
disclosed by the practice for any purpose will be the minimum amount of PHI necessary for
that purpose. ‘

Lises and Disclosures — Nol Requiring Your Authorization

Treatment, Payment, and Health Care Operations. Our practice uses and discloses PHI
for payment, treatment, and health carc operations, Treaiment includes those activities related
to providing services te you for the purposes of disgnosis and treatment.  Treatment also
includes releasing information to other healh care providers involved in vour care, Pavmen
relates 10 all activities associated with getiing reimbursed for services provided. ineluding
submission of claims to insurance companies and any additional information reguested by the
insurance companies so they can determine if they should pay the claim.,  Health care
aperarions include a number of areas, including quality assurance and peer review nctivities.

Business Associates. We imay also disclose PHI o a third panty (business associale) wha
helps the practice receive payment for health care or assist with our operations. or who
provides managemenl, financial, legal or other services. As part of our contract for these
services, we may disclose your medical information 1o our business associates so that they can
perform the job we have asked them to do. To protect your PHI, we require our business
associates to safeguard vour information.

Disclosure to Those Involved in Your Care: For a patient who is unable o make his‘her
own health care decisions {such as most minors, and mentally disabled persons), we will
allow a person authormzed to make health care decisions 0 act as the patient’s permsonal
representative.

We will disclose PHI to those involved i your care when you approve or, when you are not
present or not able 1o approve, when such disclosure is deemed appropriate in our proliessional
judgment,

When you are not present, we will determing whether the disclosure of your PHI is
authorized by law and if 50, disclose only the information relevant to the person's
involverment with your health care.

We do not disclose PHI to o suspected sbuser. if, in our prodessionn] judgment, there is reason
to believe that such a disclosure could cause vou senous ham

Uses and Disclosures Required or Permitted by Law: The law requires us 1o disclose vour
health information in some cases:

FPage 2



For Public Health Activities. We report information 1o public health officials. This includes
reporting of communicable diseases and other conditions. sexcually ransmined disenses, lead
poisoning, Reves Syndrome, and mondsted reports of injury. medical condilions or
procedures, or food-borne illness including but not limied 0 adverse reactions o
immunizations, cancer, adverse pregnuncy outcomes, death, birth,

For Abuse, Neglect, and Domestic Violence, W report information as required by law io
agencies which investigate reports of child abuse, elder abuse. abuse of residents of long term
care facilities, and ubuse of the disabled. Where the law permits. but does not require
reporting. we may report information o government aeencies when you agree w this, or when
the disclosure is necessary to prevent serious harm to you or other potential victims,

For Health Oversight Activities. We may disclose vour health information as required hy
faw for such health oversight activities as awdits, investigations, licensure issues, hospital peer
review. managed care peer review, or Medicaid or Medicare peer review,

For Judicial and Administrative Proceedings. We may disclose medical miormation absut
v as required by law in response woan order ol a coun or administeative tribunal, We also
may disclose medical information in response to a subpoena, discovery request, or other legal
process, but only il we receive assurances that efforts have been made © tell you about the
request or 10 obtan an order protecting the information 1o be disclosed.

For Law Enforcement Purposes. We may disclose medical information about you to a law
enforcement official for law enforcement purposes: as required by law., in response 10 a court,
grand jury, or admimisirative erder, warrant or subpoena: 0 idemtify or locate a suspect,
fugitive, material witness or missing person; or o alert them 1o an actual or suspected victim
of a crime if that person agrees w the disclosure. 1f we are unable o obtain that person’s
agreement, the information may still be disclosed in Lmited circumstances, We may also
disclose PHI w0 alert law enforcement officials 10 a death if we suspect the death may have
resulted from eriminal conduet or about erimes that eccur a1 our office. We may also disclose
PHI in emerpency circumstances to report a ¢rime,

For Decedents. We may disclose health information w o corener or medical examiner and
funeral directors as required by low, The attending physician is required 1o sign the death
certificate and provide the coroner with a copy of the decedent”s PHI.

For Organ, Eye or Tissue Donations. We may provide PHI to organ procurement
organizations to facilitate organ, eye, or tissue donations.

To Avert a Serious Threat to Health or Safety. We may disclose PHI to public
health and other authorities as required by law to avert a serious threat 1o health or

safety.

For Specialized Government Functions. 17 vou are a member of the armed forces, we may
disclose medical information about you for activities deemed necessary by military command
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authorities.  We may also disclose PHI for veterans activities, national security and
intellipence activities. and other activities as reguired by T,

For Workers' Compensation.  We may disclose medical information aboul vou as needed
to cormply with the workers” compensation and similar laws that provide benefits for work-
refated injury or illness.

In Emergency Situations. We may also use and disclose vour PHI as appropriate 1 provide
treatment in emergency situations. I those instances where we have not previously provided
you with the Notice of Privacy Proctices and you need treatment in an emergency situation,
we will provide the Notice 10 you as soon as practicable (ollowing the provision of the
Emergency treatment,

For Information on Qur Products and Services. We tell our patients about
products and services that describe a health-related product or sarvice provided by
LS or we may encourage our patients to purchase or use a product or service for
treatment. We may also tell our patients about products and services to direci or
recommend alternative treatments, therapies, health care prowders, or settings of
care that might benefit our patients. These activibes are not considered marketing
and are permittad by law.

In addition, we will'will rot contact you with appointment reminders. We will/will
nof contact you with information about treatment allernatives or other heath-related
benefits and services that may be of interast to you

Lses and Disclosures — Requiring Your Authorization

General, Except as described above, we may not make any other uses or
disclosures of your PHI without your authonzation or your personal representative's
authorization. For example, you will nged lo authorize the practice to disclose your
PHI to your employer or for a life insurance application,

Authorization for Specific Situations. [In Hlinods, wath certan exceptions, a specific written
authorization 15 required to disclose or release of mental health treatment. alcoholism
treatment, drug abuse ireatment, or HIV/ Acquired fmmune Deficiency Svndrome (ALDS)
information.

There are also special rules for the release of nformation aboul genetic testing, artificinl

insemination, sexunl pssault. wnd disclosure of records related 1o professional disciplinary

proceedings of the Medical Disciplinary Board,

Revacation of Your Aothorization. You mav prevoke an authorization at any time.  The
revocalion must be in wrting and must be senl to the attention of the practice’™s privacy
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officer. To the exteni practice has iaken action in reliance on the authorization, we will be
able 10 use or diselose the PHI

INDIVIDUAL RIGHTS

Restriction of Disclosures. You have the nght to request that we resinct the uses
or disclosures of medical information aboul you to carry out freatment, payment, or
heallth care operahons. You also have the right to request that we resinct the uses or
disclosures we make [o: (a) a family member, other relative, a close personal friend
or any other person identified by you or (b) public or pnvalte enfities for disaster relief
efforts.

You may request a restriction sl any ltime. The request must be in writing and should be
marked “Attention: Privacy Officer.”  You need 1o tell us: (2) what information vou want 1o
limit: (B} whether you want w limit use or disclosure or both: and. (¢) 10 whom vou want the
limats to apply (for example, disclosures (o vour spouse ).

We are not required to agree to any reguested restriction. However, o we do agree. we will
follow that restriction unless the information i< needed 10 provide emerpency tresfmenl. Even
if we agree to a restriction, either vou or we can later terminate the restriction.

Confidential Communications. You have the right to reguest thal we communicate
with you in a special way. Normally. we may contact you by either telephone or by
mail, at either your home or workplace. At either location, we may leave messages
for you on the answering machine or voice mail notifying you of our attempt to
contact you. We will not leave messages that disclose your protected health
information, such as lab results

A request for confidential communications must be in writing and must specify an
alternative address or other method of contact. As appropriate, we may also require
that you provide information about how payment will be handled. The request must
be in writing and should be marked "Aftention: Privacy Officer " Mo reason for the
request neads to be stated

The practice accommaodates all reasonable reguests. The practice will reject o request i1 no
independently verifiable method of communication such as a mailing address or published
telephone number 15 provided  for commumications, including billing; or if vou have not
provided nformation as o how payment will be handled.

The practice will not refuse a request if you indicate that the communication will
cause endangement to vou,
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Inspection and Copying PHL  You have the right 1o nspect and obtain o copy of vour
records. The practice documents all requests, responds to those requests in a timely fushion,
and informs patients of their appeal rights when o request is rejected in whole or in part. We
may charge a reasonable fee for the copying of records.

We will review your request ina timely fashion and will act on a request for access generally
within 30 days {or 60 days if we have o retieve your records (rom storage). The practice
may have a single extension of 3 days if needed to act on the reguest.

Each request will be accepted or denied and you will be notified in writing, A request may be
denied in certain situations such as the requested information includes psvehotherpy notes,
the information was complied in anticipation of, or use in a civil, commal. or administration
action or proceading. or information was obtained from someone other than a healthcare
provider under o promise of confidentiality, and disclosure would reveal the souree of the
information

If we deny your request, we will inferm you of the basis for the denial, whether and
how you may have our denial reviewed, and how you may register your complaint,
Any review of our denial will be done by a icensed health care professional
designated by us, who was not directly involved in the demial. We will comply with
the cutcome of that review.

llincis law prohibits charges that exceed the following: $20.48 handling fee plus 77
cents each for pages 1-25, 51 cents each for pages 26-50, and 26 cents each for
pages 51 to end; plus actual expenses related to the copying of x-rays, CAT scans,
and similar records. The practice limits charges for records to the amounts allowed
under [llinois law.]

Requests for the inspection of records or oblaining copies of records must be sent 1o the
praciice i wriling. I should be marked ~Atiention: Privacy Officer.”

Amendment to Your PHL You have the nght to request that we amend the PHI maintained
i medical record or billing record, We will docament oll requests. respond 1o those requests
in a timely fashion. and inform patients of their appeal fdghis when a request is denied in
whole orin part.

If the practice accepts the request, in whole or in part, to amend the PHI in your medical
record, we will make the requested smendment by, al a minimum, identifving the portion of
the medical record or billing record being amended and inserfing the amendment into the
record. The practice will not under any circumstances, delete or destroy. any portion of the
medical record. The practice will simply amend the medical record by the addition of notes,

Generally we will act on a request for amendment no |ater than 60 davs afier receipt of the
request. 1 we cannot act on the amendment within 60 days. we may extend the time for such
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action by 30 days and, within the 6(-day time limit. provide you with a writien statement of
the reasons for the delay and the date by which we will complete action on the request. Only
one such extension s allowed.

If we deny the request, in whole or in part, we will provide you with a written denial in
a timely fashion. We allow you to submit a written statement disagreeing with the
denial of all or part of the initial request.  The statement mus! include the basis of the
disagreement. The practice limits the length of a statement of disagreement to one

page.

The practice may deny a request to amend your PHI if the information was not
created by the practice, unless you provide a reaseonable basis to believe that the
originator of the PHI is no longer available to act on the reguested amendment: the
amendment refates to information that is not part of the medical or billing records: the
information would not be available for inspection; or the information is accurate and
complete

We accept requests o amend the PHI maiitained by the practice, The requests must be in
writing and should be marked " Attention: Privacy Officer,”

Accounting for DHsclosures of PHI. You have the right 1o receive an accounting of the
disclosures of your PHI, We track all disclosures of your PHI (a) for purposes other than
treatment. payment, and health care operations, (b) that are not made to you or 1o a person
mvolved in care. (¢) that are not made as a result of your puthorization, and (d) that are nol
made for national security or intelligence purposes or 10 comectional instinntions or law
enforcement officials,

If you wanl 1o request an accounting for diselosures, vou must provide vour request in writing
and mail or send it 0 the practice. It should be marked “Attention: Privacy Officer.” You can
request an accounting of disclosures for a pericd of up o six years prior 1o the date of the
request.  However, you may only request an sccounting of disclosures made on or after April
14, 2043,

We will respond 1o all requests for an accounting of disclosures within 60 days of receipt of
the request. If we intend to provide the accounting for disclosures and cannot do so within 60
days, we will inform you and provide a reason for the delay and the date the request is
expected to be fulfilled. Only one 30-day extension is permitted.

You may request one accounting within a I 2-month period free of charge. The practice may
charge a reasonable fee for more freguent sccounting requests.

The charge will be 25 cents per page. See page 6 above for charges allowable under
IHinois law.)

Paper Copy of our Notice. You may obtain a paper copy of our Notice at any time.
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Waiver of Rights.  We do not require you to waive any of vour rights os a condition for the
provision of treatment. except under very limited circumstances allowed under law.

CONTACT PERSON

The practice has a privacy officer that serves as the contact person for all issues related to the
Privacy Rule. The privacy officer is Tan Duong MD_. If you have any questions ubout this
Notice, please contact Dr Duong

OMPLAINTS

You may file a complaimt with us and/or with the United States Secretarv of Health and
Human Services if vou believe we have violated your privacy rights. Complainis to both
must be in writing, must describe the acts or omissions that are the subject of the complaint,
and must be filed within 180 days of the time vou became aware or should have become
aware of the violation. We will not retaliate against vou il you file a complaint.

Complaints must be addressed 1o the attention of the practice™s privacy officer at the
prectice’s address.  T'he practice investigates each complaint and may, at its diseretion, reply
B vou oF your.agent.

Complainis 10 the Secrestary of the Department of Healh and Human Services must be
addressed in care oft Office for Civil Rights, U8, Department of Health and Human Services,
233 N, Michigan Avenue, Suite 240, Chicago, inois 60601, Your complaimt may be sent by
FAX (312) 886-1807 or you may communicate by TIXD (312) 353-56493
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