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WELCOME TO OUR PRACTICE

Your appointment is on at in the office.
Please arrive 30 minutes prior to your scheduled time. For your first office visit you will need to bring the following:

¢ A list of your medications and Photo [dentification

* Copies ot any laboratory, x-ray reports, original films or hospital reports done in the last year.

¢ Allinsurance cards. If you cannot bring the original cards, please bring a copy of the front and back of all of your medical
cards, including your prescription card. 1f you can not provide the cards or copies of the cards, your appointment will have to be
rescheduled,

MEDICAL RECORDS: Patients are responsible to bring all recards for their initial consultation,
i.e. Relevant medical records including lab results and radiology reports.
IF WE DO NOT HAVE YOUR REPORTS YOUR APPOINTMENT MAY HAVE TO BE RESCHEDULED.

If your insurance requires a copay andfor a referral, they are expected at the time of your visit. Federal regulation mandates that all
copayments must be paid in full and no exceptions can be made for any reason.

If we participate in your insurance plan, we will submit claims for you, If we do not participate in your insurance plan, payment
is expected at the time of service. Any services deemed non-covered or deductibles are your responsibility.

We do not accept patients with an open auto or workers’ compensation claim. {f vou have scheduled your appointment because of your
case, kindly call the office to cancel your appointments. We do not accept Medicaid or Medical Assistance Plans as primary insurance.

For your convenience we accept cash, checks, most major credit cards, and debit cards. In addition, we offer Care Credit.
Information on the Care Credit Plan is included on our website: www.arthritispa.com.

If you are unable to keep this initial appointment, kindly give 48 hours cancellation notice, otherwise you will be charged $100.00
for the 45 minute reserved time.

During your appointment your doctor will take your history and perform a physical examination, concentrating on your muscles, bones,
and joints. He or she will discuss their thoughts about your problem and its treatment. Should you need x-rays or laboratory studies,
our nurses or front desk receptionists will be happy to direct you to the appropriate facility. All test results will be given to you at the
time of your return appointment. Should your tests need attention prior to your return, we will contact you.

The physicians at Rheumatic Disease Associates do not discuss billing issues with their patients. All billing inquires need to be
directed to the Billing Department. For infusion inquiries dial extension 124 or 126. Fer all other inquiries dial extension 125 or 308,

if you have any questions please feel free to call us at 215-657-6776. We look forward to your visit and
sincerely hope that we can help you!

Specializing in Rheumatoid Avthritis. Osteoarthritis, Usteoporosis, Liupus, Lyme Disease

Main (ffice: Other Otfices:

2360 Maryland Road | tuntingdon Yalley The Pavilion

Willow Grove, PA 19090 2301 Huntingdon Pike 599 Wesl State Street

Phone: 215-657-6776 [First Floor Suite 310

Fax; 267-913-5961 Huntingdon Valley, PA i9006 Dovlestown, PA 189G1
Phone: 215-657-6776 Phone: 267-B93-6780

Fax: 215-947-1204 Tax: 267-893-6784



Rheumatic Disease Associates LTD

RESPONSIBLE PARTY INFORMATION

if (hiferent than above

2360 Maryland Road
Willow Grove, PA 18090-1709
(215) 657-6776
NAME |Lusi, First Middis) MRN SSENK BIRTHDATE LANGUAGE SEX
LOCAL ADDRESS CATY, STATE 21 REFERRING PHYSICIAN SECONDARY/BILLING ADDRESS ETHNICITY
HOME PHONE DAY PHONE EMAIL ADDRESS PRIMARY CARE PROVIDER CITY, STATE 2IP RACE
MARITAL STATUS STUDENT 8TATUS SMOKER (Y/N)7 | VETERAN (Y/N)? | EMERGENCY CONTACT NAME CONTACT PHONE -lOM'E PHONE
Dw-tmgm-vm
PR
PRIMARY EMPLOYER SECONDARY EMPLOYER (if Applicatis)
ADDRESS ADDRESS
CITY, 6TATE 2P CITY. STATE 2IP
WDRK PHONE WORK PHONE

NAME {Laal, Frat Middle} SSNY BIRTHOATE SEX
TOCAL ADDRESS CITY, STATE ZIF BECONDARYBILLING ADDRESS N Applicable)
TIOME PHONE DAY PHONE EMAIL ACDRESS CITY, STATE ZIP
WARITALGTATUS | STUDENT STATUS SMOKER [¥iN)7 | VETERAN {¥/N)7 | FRIMARY CARE PROVIDER HOME PHONE

DFul-tlmo I:’ Prt-ime
RELATIONSHIP TO PATIENT
NAME OF INSURANCE COMPANY POLIGY#
NAME OF INSURED GROUFH
ADDRESS OF INSURANCE COMPANY COPAY AMT
CiTY. STATE 2IP PHONE DEDUCTIBLE

3

RELATIONSHIF TD PATIENT EFFECTIVE DATE EXFIRATION DATE

ONDARY INSURANCE

HAME OF INSURANCE COMPANY POLICYH
NAME OF INSURED GROUPS
ADDRE 5% OF INSURANCE COMPARY COPAY AMT
$
CITY, BTATE ZIP FHONE QECUCTIALE
$
RELATIONSHIP TORATIENT EFFECTWE DATE EXPIRATION DATE

 raquest that paymenl of any and all authorized insurance benefits be made eithar to ma or on my behalf lo Rheumatic Disease Associales, Ltd. for
profassional services rendered. | authorize any holder of medical information about me to release to the Health Care Financing Administration and

s agents any informalion needed to detarmina these benefils payable for refated services.

I undarstand thal, as these services were perlormed for me or my legal depandent, | am financially responsible for all charges whelher or nat paid by
insuranca. Should my account be forwarded to colleclions, | understand and agree as ihe palient or my dependent thal all legal and caflection (ses

are my raspensibility.

{PLEASE TURN PAGE FOR INSURANCE AUTHORIZATIONS)

BIGNATURE OF PATIEN TAGUARDIAN

DATE



AUTHORIZATIONS
ALL PATIENTS

I authorize any holder of medical or other information about me to release this information to my insurance
company, its intermediaries or carriers, to my attomey or another physician’s office.

I hereby authorize direct payment of medical and/or surgical benefits, to include major medical benefits to which I
am entitled, Medicare, Private Insurance, and any other health plan to Rheumatic Disease Associates, L.TD.

1 also permit a copy of this authorization to be used in place of the original. This assignment will remain in effect
until revoked by me in writing,

I understand that, as these services were performed for me or my legal dependent, I am financially responsible for
all charges whether or not paid by insurance.

Signature of patient or responsible party Date

MEDICARE PATIENTS

Irequest that payment of authorized Medicare/Medigap benefits be made to me or on my behalf to Rheumatic Disease
Associates, LTD for any services furnished me by Rheumatic Disease Associates, LTD. I authorize any holder of
medical or other information about me to release to the Health Care Financing Administration and its agents any in-
formation necded to determine these benefits for related services.

Medicare Beneficiary Signature Date

Medicare Number



. .
Rheumatology Seecialty Center

Rheumatic Disease Associates, Ltd.

Patient History Form

Patient Name: DOB:

Primary Care Physician’s name, address, telephone number:

Reason for today's visit:

Current medical conditions:

Current prescription and non-prescription medications:

Past Medications for arthritis or arthritis-related problems:

Past medical history (including surgeries):

Family medical history (please include which famiy member such as parent, sibling):

Medication Allergies:

Women only: Age at menopause Do youdrink milk? Y/N

Do you tnke vitamins and/or calcium supplements? Y /N

Preferred Pharmacy: Phone number:

Address/location:

1 appropriate, would you be interested in participating in Clinical Trials for ncw treatment of your
disease at no cost 1o you? Y/N



Name:

Date:

Select the response which best describes the patient’s usual abilities over the past week

Without Aay Difficulty _ With Some Difficulty _With Much Difficulty

Unable To Do
Is-the patient able to get on and off the toilet? 0 1 2 3
Is the patient able to open car doors? 0 1 2 3
Is the patient able to stand up from a chair? 0 1 2 3
Is the patient able to walk outdoors on flat 0 1 5 3
ground?

Is the patient able to wait in a line for 15
. 0 1 2 3
minutes?
Is the patient able to reach and get down a
. . 0 1 2 3
5 pound object from above his or her head?
Is the patient able to.go up 2 or more flights of 0 1 5 3
stairs?
Is the patient able to do outside work? 0 1 2 3
Is the patient able to lift heavy objects? 0 1 2 3
! Is the patient able to move heavy objects? 0 1 2 3

Please circle one rating for your pain

6 %)  [es
4 5 6 7 8 9

Discomforting

ke o~

®) (%)

\—/ N’
2

0 i
No Pain Mild Pain

-
J

Distressing

Intense

Excruciating,




RHEUMATIC DISEASE ASSOCIATES, LTD.

RECEIPT OF NOTICE OF PRIVACY PRACTICES (HIPAA)

I, , have received the Rheumatic Disease Associates
{print patient’s name)

Notice of Privacy Practices. This form wili become a part of my medical record.

Patient’s signature: Date received:

Patient's Date of Birth:

If recelved by another responsible party, please print name and relationship to patient:

Responsible Party's Signature:

IR RS LI LR R R AR RA TRl 2R Rt Rl il s PRyl i Y T e

Permission for release of patient’s private health Iinformation

Rheumatic Disease Associates is permitted to release my Private Health Information to:

(Print name) {relationship)
By means of: {check all that apply)

phone message on answering machine
copies of records in person
And/or to:
(Print name}) (retationship)
By means of: phone message on answering machine

copies of records in person



RHEUMATIC DISEASE ASSOCIATES, LTD.
NOTICE OF PRIVACY PRACTICES

THIS NOT:CE DESCR!BES HOW WE MAY USE AND DISCLOSE PROTECTED HEALTH INFORMATION {PH!] ABOUT
YOU AND HOW YOU CAN OBTAIN ACCESS TO THIS INFORMATION. PLEASE REVIEW CAREFULLY.

July 2013

This notice describes Rheumalic Diseasa Asscclates' privacy practicas. All entities, sites, and locatlons follow the terms of this
nolice. In addition, these entlties, sitas, and locations may share health information with each othar for treatment, payment, or
heallh care operations purposes described In this notice.

Our Pledge Regarding Heaith Informatlon

We undersiand that information about you, your health, and your health care Is parsonal. We are committed to protecling the
sacurity of that information, your pratected health information (PHI}, and to praventing its disclosura without your authorization,
when required.

We creats a record of the care and services you recelve from us. We need this record to provide you with quality care and to
comply with certaln lagal requlrements. This notice applies to all racords of your care generated by this orgenization. This
nolice talis you about the ways in which we may use and disclose your PHI. We also describa your rights fo the PH| that we
keep about you and explain our obligations regarding the use and disclosure of your PHI.

Woe are raquired by law to:

Make sure that health informatlon that identifies you la kept private

Provida you with this notlce of our isgal duties and privacy practices with respect to your PHI

Follow the terms of the nolice that is cumrently in effect

Notify you If there is 8 security breach of protected health informatlon (PHI) except when the PHI is encrypted Is diaposed
of securaly

How Wa May Use and Dlsciose Your PHi
The following categories describe different ways thet we use and disclosa heallh Information. Within each category, we have
provided a list of examples.

For Treatmaent: We may use health Information aboul you lo provide you with heaith care lreatment or services. We may
disclose heallh information about you {o physiclans, nurses, techniclans, health students, or other personnel whao are Involved
in taking care of you. They may work at our offices; at the hospllal if you are hospltalized under our supervision; or at ancther
physiclan's office, lab, pharmacy, or other haalth care provider where we may have referred you for x-rays, iaboratory tasts,
prescriptions, or other treatmenl purposes. For example, a physician treating you for a broken leg may need to know if you
have diabstes bocausa diabetes may slow the heallng process. In addition, the physicien may need to tell the hospital dietitian
about your diabelas so wa cen erranga for appropriate meals, Wa may also disclose health information about you to an enlity
assisting in e disaster rellef effort so that your family can be notifled about your condition, status, and location.

For Payment: We mey use and disclosa information about trealment and sarvicas wa provided to you for billing purposes.
The Informetlon may Include monles that we have recelved from you, an insurance company, or a third party. For example, wa
may need to ghve your heelth plan Information about your office visit so the plan will elther pay us or reimburse you for the visit.
We may also telf your health plan about a lreatmeant baefora you recaive it so that wa can oblaln prior approval, if raguired, or
determine if your plan wiil cover the treatment. If we provide a servica for which you pay in full cut-of-pocket and you requesat
{hat we not send PHI Lo your Insurance company, we ara obligated to comply with your raquest except whan the information is
neaded to comply with the law.

For Health Care Qperations: We may use and disclose protected health information about you for the operation of our
organization, Theee uses and disclosures are necessary to run Rheumallc Diseaao Associales and to make sura that all our
patiants recelve quality care. For example, wa may use health Informalion in a genaral review of our trealments and servicas
or, mora specifically, to evaluate the performance of our staff in caring for you. We may also combine the haalth information of
many petients to declda what Improvement we could mekae, whet additional services we should offer, what services are not
naeded, or whether cerlein naw ireetmants are effectiva. We may ramove information that identiflas you from this set of health
information so others may use It to study health care delivery withaut leaming the individual Identlfy of specific patients.
Marketing: We will seek and oblain your prior wrilten authorizetion for all written communications (o you regarting treatmant
and heaithcare operatlons where we have received financial ramunarstion from {or on behall of) a third party In exchange for
sending the communicalion; end the communication [e intended to encourage purchase or use of a product or service offered
by the third party. This requirement may apply to eppolntment reminders, lreatment raminders, allerative treatments, and
healthcare products and services. Tha requirement does not epply to face-to-face communications; promalional gifts of

*nominal” valua; prescription refill remindars or other cormmunications about & drug or biolegic that is belng prescribad for you
If tha financia! remunaration received is reesonably related Lo our cost for maeking the communication; communications about
generai health; and communications about govemment or govemment-sponsored programs.

Health-Related Services and Treatment Alternalives: We may usb and disclose protected health Information (PHI) to teli
you about health-related services or recommend possible treatment options or altarmalives thal mey be of interest la you.
Pleasa lot us know If you do not wish us to send you this Information or if you wish us to sand this information to a differant
addrass.

|
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Appolntment Reminders: We may use and disclose protected health Inforrnation 10 contact you as a reminder that you have
an appoinlment or that you missed an appointment and should contacl us to reschedule. Please let us know If you do not wish
fo have us contacl you for this purpose or if you wish us to contact you at a different address.

Fundralsing Activities: From time to tima we may use your protecled health Information (PHI) to contact you In an effort to
ralse money for our not-forprofit operations. We may disclose heslth information to a business associale that may then
conlact you (o ralse money for our practice. We only will release contact Informatlon, such as your namae, address, and phone
number, and tha datea you raceived treatmentl or services from us. In these instances, as weli as in all future fundraising
aclivities, we will give you the option to opt out of the fundraising communication.

Sals: From time to tme we may sell your protected heaith Informatlon (PHI) for financial or other remunaration. For exampie,
a researchar may pay us a fee that exceeds the reasonable cost Lo prepare and lransmit the PHI. We will abtaln your prior
authorizalion for the use and disclosure of protected health information {PHI) for sales purposes.

Research: Undar certain ¢lrcumstances, we may use and disclose health information about you for research purposes. For
example, a research project may involve comparing the health and recovery of all patients who recelved ane medicatlon to
those who recelved another medication for the same conditlon, The physicians of Rheumalic Disease Associates must
approve all research projacts, The physiclans and our research depariment evaluate all potential projects and selact those that
will be of direct or indIrect benefil to our patients and/or community. Their review process also evaluates a proposed research
praject's use of health informatlon, trylng to balance the needs of the research community with patients’ need for privacy. Wa
will obteln your written authorization to use your PHI for research purposes except when our research staff has determined
that:

+ The use or disclosure Involves no moere than a minimal risk ta your privacy based on the following:

— An adequate plan to protect the identifying Information from improper use and disclosure;

-- An adequate plan to destroy the identifying information at the earliest opporiunity consistent with the research {(unless
there |e a health or research justificetion for retaining the identifiers or such retention is otherwise required by law};
and

— Adequale wriften assurances that the PH! will not be reused or disclosed to any other person or enlity (except as
required by law for authorized oversight of the research study, or for other research for which the use or disciosura
would otherwise be permitted);

» The rasearch could not practically be conducled withoul the walver; and

» The research could not practically be conductad without access to and use of ihe PHI.

Before we use or disclose health information for research, the project wilt have been approved through our research spproval
procass, Howaver, we may disclose health informalion about you to peopie preparing to conduct a research project. For
example, we may help paolential researchers look for patients with specific healih needs, as long as the health information they
review does not leave our facllity,

Organ and Tlssue Donatlon; If you are an organ donor, we may release health information to an organ donation bank or to
organlzations that handle organ procurement or organ, eye, or tissue lransplantation, as necessary to facilitate organ or tissue
donation and transplantation.

As Required by Law: We will disclose heaith informatlon about you when required 1o do 8o by federal, stale, or [ocal law,

To Avert a Serlous Threat to Health or Safety: We may use and disclose health information about you when necessary o
prevent a serious threat to your health and safety or the health and safety of the public or another person, Any disciosure,
however, wolld only be to someone able to help pravent the threat.

Military and Velerans: |f you are a8 member of the armed forces or separated or discharged from military services, we may
release health information about you as required by military command authorities or the Depariment of Velerens' Affairs as
may be applicable. We may also release health informatlon about foreign military personnel to the appropriate foreign military
authorities.

Workers' Compensation: We may releasa haalth Information about you for workers' compansatlon or slmilar programs.
These programs provide benefits for work-related injuries oriliness.

Public Health Risks: We may disclose health informatien abaut you for public health activitles. These activities generally

include the following:

+ The prevention or control of disease, injury, or digability

» The mepoding of births and deaths

+  The reporling of child abuse or neglect

« The reporiing of reactions {o medicalions or problems with praducts

¢ The notificatlon of paople about recalls of producls they may be using

¢ The notification of a person or organization required to recelve information on Food and Drug Adminlatration-regulated

roducts
. “‘Fhe notification of a parson who may have been exposed to a disease or may be at risk for contracting or spreading a
diseasa or condition
¢ The nolification of the appropriate government authorty, if we believe a patiant has been the victim of abuse, neglect, or
domestic violence (we wiil only make this disclosure if you agree or when required or authorized by law}
Heaith Ovarsight Actlvities: We may disclose health information to a health ovarsight agency for actlvities aulhorized by faw.
Thesa oversight actlvities Include, for example, audits, Investigations, Inspections, and licensure. These activilies are
necessary for the government to monitor the health care system, government programs, and compliance with clvil rights laws.

© Satinsky Consulting. LLC, 2013



Lawsults snd Dlsputes: if you are Involved in @ lawsult or a dispuls, we may disclose your haalth informalion In responsa to
a courl or adminlslrative ordar. We may also disclosa heallh information about you in response lo a subpoana, discoveary
raquast, or olhar lawful process by somaone elss Involvaed In the dispute but only If efforts have been made to tall you aboul
the requast or to obialn an order protecting tha information requested.

L aw Enforcement: We may release haaith information if asked to do lhat by a law enforcement official:

s  In reporting certain injuries, a8 required by law: gunshot wounds, bums, dog bites, and injuries to parpetrators of cime

« Inresponse to a courl order, subpoena, warrant, summons, or almilar process

+ Toldentify or locate a suspect, fugitive, material wilnesa, or missing person {(name and address, data of birth or place of
birth, soclal sacurity number, biood type or Rh factor, type of Injury, date and time of treatment andfor death, if applicable,
end a description of distingulshing physical characteristica)

About tha viclim of a crime if, under cerlain limited circumstances, we are unablé (o obtain the person’s agreement

About a death we ballave may be the resull of eriminal conduct

About ciminal conduct at our facity

In emergency clrcumstances to report a crime; Lthe location of a crime or viclime; ar the identlly, descriptlon, or location of
@ person who committed a crime

Coroners, Heslth Examiners, and Funeral Diractors: We may release health information lo a coroner of heaith examiner,
This may be necessary, for axampla, to Idantify a deceased person or determine the ceuse of death. We may also release
heallh informallon about patianis 1o funeral direclors as nacessary to camy out thelr dutles.

Natlona! Becurity and Intelligence Activities: We may release heallh information about you to autheorized federal officlals for
Intalligence, counterintalligence, and other natlonal security activities authorized by law.

Protsctive Services for the Presideni and Others: We may disclose heallh information about you 1o authorized federal
officisls 8o thay may conducl spaclal investigations or provide protaction o the Prasident, other authorized persons, or forelgn
heads of state.

Inmates: If you ame an Inmate of 8 corractional Institution or under the cuslody of a law enforcement official, we mey releasa
health Information about you to the comectional institutlon or lew enforcement officlal. This release would be necessary (1) for
tha Institullon to provide you with heallh care; (2) to protect your health and safety or the health and safety of others; or (3) for
the safaly and sacurity of the corractional Institution.

Your Rights Regarding Heaith Information About You

You have the following rights regarding health informalion we maintain about you:

Right 1o Inspact and Copy: You have the right to inspect and copy health information such as medical and billing records
that may be usad to make dacisions about your cara.

in order to request Inspaction and copylng of health information that may be used to make decisions about you, submil a
written request (o our Medical Records Departmeant which can be reached at 215-857-6778 extansion 134, If you requast a
copy of the information, we may charge a fee for the costs of copying, mailing, or other supplies and services assoclated with

your requesl.

We may deny your request lo inspect and copy In caraln very limited circumstances. If you are denled access o health
information, you may request revisw of the denlal. This review will be conducted by ancther licanssd health care professional
chosen by our onganization, in most cases one of our physicians. The persan conducling the review wlil not be the person who
denled your requesl. This practice will comply with the outcome of the review.

Right to Request information in & Form of Your Choosling: You have the right to request the provision of protected health
information {PHI) In a form of your cholce such as papar or electronic. We will grent or dany the request within 30 days, and
we may at imes request a 30-day extension period. if eny of the prolected health information (PHI) is slored of-site, we will
reapond 1o your request within 80 days. We may charge you a reasanable, cosl-based fes for preparing the information that
you request.

fight to Reguest that We Send Information to Othar Designated Partins: You havae the right to request that we send
coples of your protecled heslth Information {PHI} to other designated partles, provided thal you submil a wrillen signed
request, designating the name, identity, and comect address of the deslgnated reciplent,

Right to Amand: if you belleve that health information ws have about you is incormect or Incomplete, you may ask us to
amand the Infarmmetion. You hava the right to requast an amendment for as long a8 we keep the Informaton. To raquest an
amandmant, your request must be made in writing on the Request for Correction/Amendmeant of Prolectad Heelth Information
form and submilted to “Medical Recards Depariment, Rheumalic Disease Assogiates, 2360 Maryland Road, Willow Grove, PA
19080". On the form you must include Information supporting and the reasons for your request.

We may dany your request for an emendment if It ie nol In writing or does not include a reason for the request. In addition, we
may deny your request If you esk us to amand information that:

* Was not created by us, unless the person or entity that craated the information is no longer evailable to make tha
amendmant

« 1{s not part of the health information kept by or for our praclice

« (s not part of tha information that you would be permitied to Inspact and copy

¢ Is accurale and compiale

© Satinsky Coneulting, LLC, 2013



Any amendment wa make to your health information will be disclosed to those with whom we disclose information as
previously epecifled.

Right to an Accounting of Discliosures: You have the right to request a fist of the disclosures of your heaith Information we
have made, excapt for uses and dlsclosures for trealment, paymant, end heaith care operations, as praviously des¢ribed.

To request thia liat of dlecloauras, you must submit your request in writing to “Medical Records Degartment, Rheumatic
Disease Assoclates, 2360 Maryland Road, Willow Grovs, PA 18090". Your request must state a time period that may not ba
longer than 8 years and may not Include dates bafora April 14, 2003, The first list you request within a 12-month period will be
free. 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 chooss o withdraw or madify your request at that time bafore any cosls are Incurred, We will mail you e list of disclosures
In writing within 30 days of your request. if we are unabie to provide yau with this Information within 30 days, we wili notify you
of that fact and Inform you of the dale by which wa can supply the list. This date will not be mora than 80 days from the date
you made the request.

Right to Requaest Restrictions: You have the right o mequest a restriction or limitation on the health information we use ar
disciose about you for lreatment, paymant, or heakth care operetions. You also have tha right to request a iimit on the heaith
informatlon we disclose about you t¢ someone who is Involved in your care or the payment for your care, such as a family
member or friend. For example, you could ask thal we withhold your Information from e specified nurse or that we not disclosa
information to your spouse about a surgery you had.

We are not required to agree to your request for restrictions if It is not feasibie for us to ensure our compliance or balieve it wiil
nagatively affect the care wa provide you.

If wa do agrae, wa will compiy with your request, unlass the information is nesded to provide you emargency treatment. To
request a8 restriction, you must make your request In writing to thie office's “Medical Racords Department, Rheumatic Disease
Assodiales, 2360 Maryland Road, Willow Grove, PA 18090 (o Request Reslrictions on the Use and Disclosure of PHI form, In
your request, you must tell us what informatlon you want fo iimit and to whom you want the limits to apply.

Right to Request Confidentlal Communications: You have the right to requast Lhat we communicats with you about health
mattars |n a certaln way or at a cartain location. For exampie, you can ask that we only contact you at work or by mail to a post
offica box.

To requast confidential communteations, you must make your request in writing to this office’s “Medical Records Departmant,
Rheumatic Disease Associates, 2360 Maryland Road, Willow Grove, PA 18090" on the To Request Confidential Handling of
Specified Haalth Information form, We wili not ask you the reason for your raquest. We will accommodate all reasonable
requesta. Your request must spaecify how or where you wish us to contact you,

Right to Request Withhalding of Discicsures Heaith Plans: If you pay out-of-pocket in full for & servica that wa provide,
you may request that we withhold from the payer disclosure of informalion on that service. YWe are obligated to comply with
that requast unless non-disclosure is required by law.

Right to Reguest Withhelding of Use and Disclosure of Psychotherapy Notes: You may request that we withhold use
and disclosure of psychaotherapy noles related to care we provide for you.

Right to Ba Notifled Should there Be a Braach: You hava the right to receive notice from us ragarding a bmach in
disclosure of protected health Information {PHI}.

Right te a Papar Copy of This Notics: You have the right to obtain a paper copy of this notica at any time. To obtain a copy,
please request it from this office’s Madica! Records Department at 215-857-67768 extension 134.

Changas to This Notics

Wae resarve the right to change this notice. Wa resarve the right to make the revised or changed notica effactive for health
information we glready have about you as well as any Information we receive in the fulure. We will post a copy of the currant
notica at each of our sites and on our wabsite. The notice will contain on the first pags, at the fop, the effective data. You may
requast a copy of our most current notice et any tima.

Complaints

If you belleve your privacy rights have been violated, you may file a complaint with us or with the Secralary of the Department
of Haalth and Human Sarvices In Washington, DC. To file a complaint with us, complete our Patiant Commaenl and Privacy
Complaint Form. All compiaints must be submitted in writing. You will not be penalized for filing 8 complaint.

Other Uses of Health Information

Other usas and disclosures of haalth Information not coverad by this notice or the laws that apply to ua will be made only with
yaur written parmission. If you provide us permission to use or disclose haalth information about you, you may revoke that
permiseion, in writing, at any tima, If you ravoke your parmission, we will no [onger use or disclose protected health information
{PHLI} about you for the reasons covered by your written authodzation. We cannot revoke any disclosures thel we have already
made with your permiasion, Ye are required to retain our records of the cara that wa provided to you.

Acknowladgment of Recelpt of This Notice
Wae will raquast that you aign a separate form acknowiedging that you have raceived a copy of this nolica. Iif you choosa, or
are not able o sign, a slaff member will sign his or her name and date. This acknowledgment will be filed with your records,
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