Aften Therapy OCenter, PA,

HEALTH HISTORY

Please print the following information:

Name:

Date:

Have you received previous Physical or Occupational Therapy for this condition or injury?

If so, when?

HEALTH INFORMATION:

List ALL health problems, hospitalizations, surgeries, and allergies:

List ALL medications you are currently taking:

Was this injury

auto reloted

Date of injury

How did the injury occur?

employment related other

Are you a diabetic?

Do you have o pacemaker?

Are you pregnant?

yes

no, it yes for how long?

yes

no

yes

Please list other physicians who are freating you and for what condition?

no, if yes how maony months?

To the best of my knowledge the above information is accurate and correcth:

Signature:

Date:




Alien Therapy' Center,

RA. CONSENT FOR TREATMENT

CONSENT FOR TREATMENT AND ADMISSION:

 agree to be admitted fo ALLEN THERAPY CENTER, PA. as an oufpatient, and autherize the therapy staff to
evaluate and treat within the scope of physical and occupational therapy practice and as ordered by the
referring physician.

RELEASE OF INFORMATION:

| hereby aufhorize ALLEN THERAPY CENIER, RA. fo furnish medicat records, via fax or mail, to my refering
physician, insurance carrier and to the physician to whom 1 am referred concerning my evaluation and
treatment.

WORKER'S COMPENSATION PATIENTS RELEASE OF INFORMATION:

| authorize ALLEN THERAPY CENIER, PA. to discuss/forward any relevant vocational information, as related 1o
my rehabilitation, with my worker’s compensation/group insurance carrier/external case manager.

ASSIGNMENT OF BENEHTS:

I hereby assign ali of my right, title, and Intferest to ALLEN THERAPY CENIER, RA. of insurance/heatth and
welfare benefils otherwise payable 10 me, not o exceed the balance due of ALLEN THERAPY CENTER, RA.'s
customary charges for the services provided.

FINANCIAL AGREEMENT:

|, the undersigned, assume financial responsibility for the payment of all charges at the fime of service unless
covered under worker’'s compensation, Medicare, or a specific insurance carrier. insurance carriers will be
bitied directly by ALLEN THERAPY CENTER, PA.. All deductibles, co-insurance portions, including non-covered
services are my financial responstbility. Any account not paid wilt be referred fo a third party collection
agency to include dlf reasonabile collection fess, not limited fo attomey fees, investigative fees, and court
cosfs.

| understand the physician charges are billed separately. Inguiries regarding physician charges should be
directed to my physician.

The undersigned certifies that he/she has read the foregoing and is the patient, the patient’s legal
representative, or s duly authorized by the patient and his/her agent 1o execule the above and accept ifs
ferms. If patient’s condition prohibits writffen consent, agent who is present when verbal consent is given
should sign patient’s name by agent’s name. If patient is unable 1o consent or is a minor, complete the
following.

If patient is a minor, how many years of age?

If patient is unable to give his/her consent, why?

Patient/Relative/Authorized Agent Signature Date

Relationship To Patient (If signdiure is not the patient’s)



Allen Therasny Eenter, PA HealTH INFORMATION PrivacYy NoTICE
HIPAA

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.

1. About Protected Health Information-—"PH|",
In this Nofice, “We,” "Qur” or "Us” means  Aflen Therapy Center ond Our workforce of employees and volunteers. “You™ and "Your” refers to each of Our patients who is
entitled fo o copy of this Notice.

We are required by federal and stole low to protect the privacy of Your health informotion. For example, federal health information privacy regulafions require Us to protect
health information about You in the manner that We describe here, Certain types of health information may specificolly identify You. Because We must profect this heolth
information, We call this Protected Health Information--ar “PHL” In this Notice, We tell You about:

® How We use Your PHI .
. When We may disclose Your PHI to others
. Your privacy rights and how to use them
» Qur privacy dufies
. Who 1o contoct for more information or with a complaind
2. Some of the woys We use or disclose Your Protected Health Information,

We will use Your PHI fo treat You. We will use Your PHE and discleose it to get paid for Your care. We are aliowed 1o use, or disclose Your PHI for certoin activities that We call
“heaith core operations.” Health care operations involve ¢ lot of the administration, education and quolity ossurance aetivities in Our hospital. We will give You exemples of

each of these 1o help exploin them, but space does not permis
a complete list of olf uses or disclosures, That is one reason why You con cortact Us and ask Us guestions.

Treotment
We use and disclese Your PHE in the course of Your frectment. For example, if You need 1o be referred to anather heolthcare provider, We may send Your freatment notes to the

Physician.

Paoyrnent

After We treat You, We will ask Your insurer 1o pay Us. We may fype some of Your PHI into Cur computers and send a claim to Your Insurer. Here, We use Your PHI to tell Your
insurer what type of heolth problem You had and what We did to treat You. Your insurer may ask Us to give them Your membership number in Your employer’s health plan, or
Yout insurer may want o review Your medicol record to be sure that Your core wos necessary. When We use and disclose Your PH! this way, it helps Us to get paid for Your care

and treatment.

Heoith Care Operotions
We olso vse and disclose Your PHI in Our health core operations. For example, Our therapists meet periodically to study medical records to monitor the quality of core in Our

faciliy. Your medicol record and PHI could be used inthese quality assessments. Sometimes, We train students in Our focility and use the PHI of real patients to test them on their
skills. Cther operotional uses or disclosures may involve business plonning for Our facility, or the resolution of a complaint.

Speciol Uses

We alsa use or disclose Your PHl for purposes that involve Your relationship to Us as a pofiert, We may use or disclose Your PHI io;
. Rémind You that You have an appointiment with Us for treatment.
. Tell You sbout reatment clternatives and options.
s Tell you about Our other health benefits and services.

Your Authorization May Be Required
In many cases summarized here, We moy use or disclose Your PHI either with Your consent or as required or permitted by law. In olf other cases, We must ask for, and You must

agree to give, o written authorization that has specific instructions ard limits on Qur use or disclosure of Your PHL )f You fater change Your mind, You may revoke Your

authorizafion.
3. Cerloin Uses ond Disclosures of Your PHI that ore Required or Permitted by Low.

Many laws and regulations opply to Us that affect Your PHI. These faws and regulations may either require Us or permit Us 1o use or disclose Your PHI. From the federal heolth
information privacy regulations, here is a list describing required or permitted uses and diselosures. :

° if You do not verbolly object, We may share some of Your PH! with o fomily member or friend who is involved in Your care.
. We may use Your PHI in an emergency when You are not able jo express Yourself,
. H We receive certoin assurances thot protect Your privacy, We may use or disclose Your PHI for research.

We may also use or disclose Your PHI:

° When required by low for example, when ordered by a Court to turn over certain iypes of Your PHI, we must do so.

. For public heaith ediviies such as reporting & communicable disease or reporting an adverse drug reaction ta the Food and Drug Admm:stmhon
. To report neglect, abuse or domestic viclence.

» To the government regulators or its ogents to determine whether We comply with applicable rules and regulations.

- In judicicl or edministrative proceedings such as in response to o valid subpoena.

¢ When properly requested by low enforcement officiols (such os reporting gun shot wounds), or for other legal requirements.

i We reasonably believe thot to do so will avert o heolth hazord or to respand 1o o threat 1o public sofety such as an imminent crime cgainst another person.



. T TOU Qre Armeq Farces PErsonnel ana i is deemed NEcessary by appropriate Mifitary CoOMMana aynories.
. In connection with certain types of organ donor progroms.

4. Certain Stricter Requiremenis that We Follow,

Severa! state lows may apply 1o Your PHi that set a siricter siondard than the protections required by the federal heglth privacy regulations. Stricter state law in Texas will, for
example, limit Us from using or disclosing:

- PH!I regarding individuals who ore the subject of HiV reloted informaticn, We may not use or disdese such HIV information except to You, Your doctor, Your
insurer and o small number of odditioncl persons without Your express writlen consent,

. Records that conlain alechol and drug abuse information without Your censent or a coun order i the freatment program is funded by state or local
government.

. Your records without Your consent or o court order if they contain information relating o i npaotient mental health treatment or involuntary outpatient mental

health trectment. There may be exceptions for certain government officials,
5. Your Privacy Rights and How $o Exercise Them.
You have specific rights under Our federally required privacy program. Each of them is summarized here.
Your Right 1o Reauest Limited Use or Disclosure

You have the right to request thot We do nol use or disclose Your PHi in o particular way. However, We are nof required 1o abide by Your request. If We do agree to Your requess,
We must abide by the ogreement.

Your Right to Conlidentiol Communicotion
You hove the right to receive confidential communicotions from Us ot o location that You provide. We require that You make Your reguest in writing, provide us with the other
cddress, ond explain fo Us if the request will interfere with Your method of payment for Your care.

Your Right 1o Revoke Your Cansent or Authorization
i You have granted Us Your consent or autherization fo use or disclose Your PHI, You may revoke the consent or authorization in writing. However, if We have relied on Your

consent or authorization, we may use or disclose Your PHI to that exiend.

Your Right to Inspect and Copy

You have the right to inspect and copy Your PHI. We may refuse to give You access fo Your PHI if We think it moy couse You harm but We have o explain why and give You
someone to contact about Our deeision who will how and when to get o review of Our refusal.

Your Rights to Amend Your PHI

1 You disagree with what Your PHI in Our records soys about You, You have the right to request in writing that We amend Your PHI when it is in o record that Wa create or have
maintained for Us. We are nof required fo respend 1o Your request if the records You ore asking about are not Our records. We may refuse to make Your requested omendment,
Then, You will heve o right to submit o written slaternent about why You discgree. f We stl] disagree, We may prepare o counter-siatement. Your statement and Our counter-
stgtement must be made part of Qur record about You, :

Your Right to Know Who Eise Sees Your PHJ

You hove the right to requast an accounting of ceriain disclosures that We have made of Your PHI over the past six years. You cannot ask for disclosures before Dec. 15,2003
We do nof have to account for ail disclosures, including those involving freatment, payment and health care operations as described above. There is no charge for an ennual
accounting but there may be for odditicnal accountings. We will teli You if there is o charge for Your accounting and You will have the right to withdraw Your request, or 1o pay
fo proceed,

Your Rights to Compluin

H you believe that Your privocy rights have been violated, You have the right to make a complaint to Us, or to the Secretary of Health ond Human Services. We will not retaliste
ogainst You if You file ¢ complaint aboui Us. To fife o complaint, You should submit it in wrifing to the confact person identified in this Notice {7, befow). Your complaint should
provide ¢ reasonable amount of specific defail to enchie Us to investigate o potential problem,

6. Some of Our Privacy Obligations and How We Perform Them

We are required fo comply with the federal health informotion privacy regulations. Those rules require Us 1o protect Your PHL. Those rules also require Us 1o give You Notice of
Our privacy proctices. This document is Our Notice. i You did not gt o paper copy of this Notize, You may hove ane. We will abide by the privacy practices set forth in this
Nolice. However, We reserve the right to change this Notice and Our privacy practices when permitied or as required by law.

11'\We change Dur Notice of privacy practices, We will provide Our revised Notice to You when You next seek freatment from us. You may also obtain Our most recent Notice from
Our web site,

7. Contact Information

if You have questions about this Notice, or if You have o complaint, plesse contact:

Narme: Teresa Mogan

Title: Human Resources

Address: 5228 W. Plano Parkway
Plano, Texas 75093

Phone: 9722505700

8. tffective Date

This Notice fakes effect on Decerber 15, 2003.



()

Allern Therapy Center,

BA.

HIPAA PHI ACKNOWLEDGEMENT

1223 McDermott Drive, Suite 50
Allen, TX 75013

Ph 972.359.1288

Fx 972.359.9652

on today’s date

, have received the Privacy Notice of Allen Therapy Center, PA.

Patient Signature

Date

Witness Signature

Date
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