APPLICATION FOR CARE AT GRESHAM FAMILY CHIROPRACTIC

Name: DOE - - Age: o Maleo Female
Address: City: State: Zip:
o Home o Cell: Would you like TextMessage Remindero Noo Yes

If yes, who is your carriers AT&T o Cricketo Sprinto T-Mobile o Verizonao Other:
Statuso Marriedo Divorcedo Widowedao Single E-Mail:

Do you have insurance:Noo Yes Insurance Co:

Insurance ID: SSN: - - * Required fo® party billing
Would you like reports/updates sent to your phgsieo Noo Yes

If yes,: Physician: Physgciamnber:

Employer: Occupation: Work Number:

Spouses Name: . DOE- - # of childrel
Emergency Contact: Phone: Relhtpto you:

What is your smoking status: Current Daily Smokers Current Som Day Smokera Former oNevel
Alcoholic Beverage Consumptiom No o Yes Cafeinated Beverage Consumptico No o Yes

Mark anX on the picture where| What specifically brought you to the offi
you are feeling pain or symptoms:

Date Problem(s) Began:

How Problem(s) Began:

Have you had spinal-Rays, MRI, CT SCAN for your area(s)
complaint:o Noo Yes
If yes, date taken: What area:

Do you feel you condition is:o Improvingo Unchanged Getting wors
Have you lost time from worlo Noo Yes

If yes, for how long: day(s) week(s)  month(s

Can you perform physical activitieo Yeso No

If no, because oo Pain o Weaknesss Stress

What activities of daily living are you having ttade with:

Can you sleep without probleno No o Yes
Do you waken because of pao No o Yes
If yes, where:

Did you have sleep problems befoio No o Yes

Main Complaint: Grade: (1-10)Cameon: o Gradually o Immediatel

Is Getting: o Same o Better o Worse Intensity: o Mild o Moderaten SevereFrequency. 25% 50% 75% 100
Describe the feelingz Dull o Sharp oAching oShooting oSpasmoThrobbing oBurning cNumbing oTingling
oOther:

Please mark all of the following that apply:Mark A for Aggravates oR for Relieves

____Morning Time ___ Afternoon Time ____ Bendingward __ Bending Back __ Bending Left ___ Bendright
__ Twisting Left __ Twisting Right ___ Cougd ____ Sneezing ____ Straining ____ Stan
____Lifting ____Sitting ___Heat___ Ice ___ Rest ___Lying Down ___ Merations
Pain Radiates to:(Please check all that app

~_Head _ Neck __ Shoulder __ Arm Hand Hip Leg Fc




APPLICATION FOR CARE AT GRESHAM FAMILY CHIROPRACTIC
Second Complaint Grade: (1-10)Cameon: o Gradually o Immediately
Is Getting: o Same o Better o Worse Intensity: o Mild o Moderatea SevereFrequency. 25% 50% 75% 100%
Describe the feelinga Dull o SharpoAching oShooting oSpasmaThrobbing oBurning oNumbing oTingling
oOther:
Please mark all of the following that apply:Mark A for Aggravates oR for Relieves
____Morning Time ___ Afternoon Time ____ Bendingward __ Bending Back ___ Bending Left ___ Bendinght

__ Twisting Left _ Twisting Right _ Cougbin ____Sneezing ____ Straining___ Standing
___Lifting ____Sitting ___Heat___ Ice ___ Rest ___LyingDown __ Medications
Pain Radiates to:(Please check all that apply)

__ _Head = Neck __ Shoulder _ Arm _andH Hip Leg Foot

Third Complaint : Grade: (1-10)Cameon: o Gradually o Immediately

Is Getting: o Same o Better o Worse Intensity: o Mild o Moderatea SevereFrequency. 25% 50% 75% 100%

Describe the feelingz Dull o Sharp oAching oShooting oSpasmoThrobbing oBurning cNumbing oTingling
oOther:

Please mark all of the following that apply:Mark A for Aggravates oR for Relieves
____Morning Time ___ Afternoon Time ____ Bendingward __ Bending Back ___ Bending Left ___ Bendinght

__ Twisting Left _ Twisting Right _ Cougbin ____Sneezing ____ Straining___ Standing
____Lifting ____Sitting __Heat _ Ice ____Rest __LyingDown ___ Medications
Pain Radiates to:(Please check all that apply)

~_Head = Neck __ Shoulder = Arm _andd Hip Leg Foot

*IF YOU HAVE MORE THAN 3 COMPLAINTS, LET THE FRONT DESK KNOW AND AN ADDITONAL SHEET
WILL BE HANDED TO YOU.*
Please mark all the following that apply:Mark aP for Personal Histor¥ for Family History oB for Both

____Alcohol/Drug Dependence ____Recent Fever _abd®es ____High Blood Pressure
____Stroke (Date: ) ____ Cortison/Prednisone _Taking Birth Control __ Dizziness/Fainting
____Numbness in Groin/Buttocks __ Osteoporosis pilefsy/Seizures ____ Prostate Problems
____Menstrual Challenges ____Cancer/Tumor ____ riraoblems ____Frequent/Painful Urination
____ Loss of Bladder Control ____ Caolitis ____lrrieaiColon ____ Constipation

____ Digestion Issues ____Hearing Changes ____ Swdallhanges ____Visual Disturbances
____Heart Disease/Chest Pain ____Rapid Heartbeat __ Shortness of Breath ____Heart Problems/Palpitsti
____Morning Pain/Stiffness ____Pain at Night ___e@hatoid Arthritis __ Pain unrelieved by position
___Abnormal weight gain/loss __ Currently Paagn

Surgical History:
Medications: If you have more than 3, please attach or bringst |

Allergies:

| hereby authorize payment to be made directlyries@am Family Chiropractic (GFC) for all benefitsieh may be payable under a
healthcare plan or from any other collateral sasirdeauthorize utilization of this application @spies thereof for the purpose of
processing claims and effecting payments, and durdlcknowledge that this assignment of benefits do¢ in any way relieve me of
payment liability and that | will remain financigltesponsible to GFC for any and all services énex at this office.

Patient Printed Name Patieor Authorized Person’s Signature Dat€ompleted




APPLICATION FOR CARE AT GRESHAM FAMILY CHIROPRACTIC

Dr. Robert W. Ramsey, DC, PC
575 NE 2¢ Street, Gresham, OR 97030
Phone: 503-667-6744 Fax: 503-667-7896

Written Standards for Modalities

Providing therapy to our patients is a very impottaspect of our treatment program. It allows the
patient to relax just before receiving an adjustinaifowing for much more of the patient’s muscular
cooperation during and after the adjustment. Thoggss also helps the patient hold the adjustment
longer, which in turn improves the re-training loéir muscle memory. Along with helping patients fee
better quicker, using therapy helps to shorterledhgth of their treatment program and decreasedke
of their overall treatment program.

Electrical Muscle Stimulation(EMS): This type of therapy is used to an area to sereleutrical
current through the skin into the soft tissues (tas) or to a peripheral nerve or nerves to comiadh,
assist in muscle coordination, reduce muscle spasoiganize newly formed collagen tissue, reduce
inflammation and enhance soft tissue healing. Titensity used is to the patient’s tolerance andbwil
generally be used for 8 minutes.

Ultrasound: This ultrasound machine is designed to send higgjuigncy sound waves deep down into
your tissues. The action of the sound waves créeg¢disilar friction) a rubbing together of the
molecules in your body, which produces heat, thisgases local blood flow to enhance healing. The
intensity generally used is 5-10 Watts for 8 misute

EMS/Ultrasound:This type of therapy combines the use of eledtstmulation and ultrasound. The
electrical stimulation helps reduce muscular spaamashelps us locate where the sensitive areas are
located. The ultrasound produces deep heat, ireseaculation to the injured tissues and enhances
healing.” The intensity used is to the patientleitance with the EMS and 5-10 watts with the
ultrasound for 8 minutes generally.

Intersegmental Traction: This machine is a table, which has a system oémelhat rise up through
this hole in the center of the table. When yowheyour back on this table, the rollers gently tgdland
down your spine. This action on your spine helpslémgate the Anterior Longitudinal Ligament of
your spine, providing increased mobilization andenftexibility to each spinal joint. This actionsal
helps reduce adhesions in the spinal joints, tlegsedsing the stiffness of arthritis. The intensity
pressure of the rollers used is to the patientesramce for 8 minutes generally.

Hydroculator Packs — Moist Heat PacksThis type of therapy is used on patients afteraitige phase
or for chronic conditions with no inflammation. fisirpose is to soften scat tissue, relax musclenspa
promote flexibility and increase lymphatic, bloatlachemoreceptor exchange, as well as sedating
damaged nerves.

Cryotherapy: This therapy is used during the initial phasaif@ainflammatory stage) to reduce
capillary leakage, inflammation, pain and myofascit also shrinks the torn capillaries to accater
the clotting process, and reduces nerve conduggtotities in both the in both the motor and sepsor
fibers. This therapy is always used for 20 minebesctly.

Patient Initials: Date:




APPLICATION FOR CARE AT GRESHAM FAMILY CHIROPRACTIC
Financial Policy

The purpose of this agreement is to clarify your financial responsibilities so we can devote our efforts to helping you get the best results in the
shortest period of time.

Fees: Our service fees are based on values determined to be usual and customary for this geographic region. Our fee schedule for the most
common services we provide is available upon request. There is a $20 statement fee. Unpaid balances are subject to an 18% interest fee per
annum (1.5% monthly). There is a $25 fee for all returned checks.

First Visit: Fees for treatment rendered are payable, due in full, and expected at the completion of the first appointment.
Missed Appointment: A $46.00 fee will be posted to your account for any missed or cancelled chiropractic appointment without 24 hour

advance notice being given. A $29.00 fee will be posted to your account for any missed or cancelled massage appointment without 24 hour
advance notice being given. Payment for missed appointment fees is your responsibility and not the responsibility of your insurance company.

Self-Pay Accounts: Payment at the time of service is expected unless prior arrangements have been made. We accept Visa, MasterCard, and
Discover, as well as cash payments and personal checks.

Health Insurance: As a courtesy, we will bill your personal health insurance company should you choose to assign payments directly to the doctor.
Such payments will be applied directly to your account. You are required to pay your co-pay at the time of your visit. Estimated co-insurance
portions and any unpaid deductible, (up to the amount of services rendered for that day, based upon our usual and customary fee schedule,) is due
at the time of your visit. All necessary payments not made at the time of service, as directed above, are subject to a $20.00 statement fee. Any
amount remaining once your insurance company has paid is your responsibility, including any amount that they have denied payment for any
reason. A statement will be sent to you for the remaining balance due on your account. All accounts are due 30 days net. If you do not pay your
balance within 30 days of statement issue, a $20.00 billing charge will be included for each additional 30-day billing cycle that your account remains
unpaid. If you do not choose to assign payment directly to the doctor, your account will be handled as a self-pay account as described above. One
monthly statement will be made available to you per month. Additional statements are $20.00.

Medicare: All Medicare billings will be handled by our account manager if you direct this office to do so. This office has chosen not to accept
assignment. This means all services performed are the responsibility of the patient and due at the time of service. We will bill Medicare for
you and direct them to send payment directly to you. It is also the patient’s responsibility to bill their secondary insurance or Medicare supplement.
Medicare does not provide for payments on: maintenance care, x-rays, examinations, physiotherapy, orthopedic supports or dietary supplements
when provided by a chiropractor. Medicare may deny payments on all or part of any treatment received in this clinic based upon Medicare
guidelines and “medical necessity”. You are still responsible for payment.

Automobile Insurance: If your injuries were sustained in a motor vehicle accident, your medical expenses should be covered by the Personal
Injury Protection (PIP) coverage of the vehicle you were in. Itis our office policy and Oregon Statute to bill medical expenses to the PIP carrier of the
vehicle you were in, not the other driver’s insurance, regardless of fault. If you have any questions regarding this, we can refer you to the office of
the Oregon Insurance Commissioner. You must complete and submit the PIP benefits application supplied by the insurance company in order for
medical expenses to be paid to this office. If you do not submit the PIP benefits application, all medical expenses in this office become your
responsibility and are subject to the above stated policies. If your PIP benefits are denied for any reason, all incurred expenses become your
responsibility. It is our office policy to not carry an account balance past one year of the motor vehicle accident. Representation of an attorney who
has either signed an attorney lien or a letter of protection directing payment to this office out of the settlement is required. A minimum monthly
payment of $ 100.00 will be expected on account balances. A monthly statement fee of $20.00 will apply on each monthly billing.

Worker’s Compensation Insurance: If your injuries were sustained in a work related incident, your medical expenses may be covered by your
company’s Worker's Compensation Insurance. You and your employer must submit documentation of the incident to file a claim for benefit eligibility.
Payments for supports and supplements are the patient’s responsibility. Unaccepted claims are the patient’s responsibility to maintain a zero
account balance until the claim is either accepted or denied. Acceptance of the claim may take as long as 60 working days. During this time, the
patient is responsible for all charges accrued in this clinic. In such a case of claim denial, any and all previously unpaid amounts will become
immediately due in accordance with the above stated account policies. Patients will be refunded all amounts previously paid once this office has
received in writing from the responsible insurance company that the claim has been accepted for the condition the patient was being treated for. If
the claim is accepted for any condition other than the conditions being treated for in this clinic, any portions paid toward the non-accepted condition
will be placed towards a self-pay account and will not be refunded.

Patient Printed Name:

Patient/Guardian Signature: Date:




APPLICATION FOR CARE AT GRESHAM FAMILY CHIROPRACTIC
DR. ROBERT W RAMSEY, DC PC

575 NE 2 Street - GRESHAM, OR 97030
Phone: 503-667-6744 Fax: 503-661-7896

Informed Consent to Care

You are the decision maker for your health caret &faour role is to provide you with informatioa assist you in
making informed choices. This process is oftenrreteto as “informed consent” and involves your enstanding and
agreement regarding the care we recommend, thditseaned risks associated with the care, altereatiand the potential
effect on your health if you choose not to recéhecare.

We may conduct some diagnostic or examination phe@s if indicated. Any examinations or tests caeld will be
carefully performed but may be uncomfortable.

Chiropractic care centrally involves what is knoasa chiropractic adjustment. There may be additismpportive
procedures or recommendations as well. When prayidn adjustment, we use our hands or an instrutbeaposition
anatomical structures, such as vertebrae. Potdetiadfits of an adjustment include restoring norfmiak motion,
reducing swelling and inflammation in a joint, rethg pain in the joint, and improving neurologiéahctioning and
overall well-being.

It is important that you understand, as with aliltirecare approaches, results are not guaranteddhare is no promise
to cure. As with all types of health care intervemns, there are some risks to care, including notifimited to: muscle
spasms, aggravating and/or temporary increasempteyns, lack of improvement of symptoms, burns @ansiéarring
from electrical stimulation and from hot or colethpies, including but not limited to hot packs &g fractures (broken
bones), disc injuries, strokes, dislocations, stigand sprains. With respect to strokes, thesgase but serious condition
known as an “arterial dissection” that typicallyceused by a tear in the inner layer of the attesty may cause the
development of a thrombus (clot) with the poterttidiead to a stroke. The best available sciengWidence supports the
understanding that chiropractic adjustment doesaase a dissection in a normal, healthy arterse&se processes,
genetic disorders, medications, and vessel abniti@saihay cause an artery to be more susceptildessection. Strokes
caused by arterial dissections have been associdtedver 72 everyday activities such as sneezinging, and playing
tennis. Arterial dissections occur in 3-4 of ev&dp,000 people whether they are receiving heaité or not. Patients
who experience this condition often, but not alwayresent to their medical doctor or chiropractiahweck pain and
headache. Unfortunately a percentage of thesenpstigll experience a stroke. The reported asiocidetween
chiropractic visits and stroke is exceedingly rame is estimated to be related in one in one mili@one in two million
cervical adjustments. For comparison, the incideridespital admission attributed to aspirin usgfmajor Gl events
of the entire (upper and lower) Gl tract was 12dé&ng¢s/ per one million persons/year and risk otlidas been
estimated as 104 per one million users. It is mgortant that you understand there are treatmgtmrs available for
your condition other than chiropractic procedutgikely, you have tried many of these approachesaaly. These options
may include, but are not limited to: self-adminiet&care, over-the-counter pain relievers, physiwdsures and rest,
medical care with prescription drugs, physical &pgr bracing, injections, and surgery. Lastly, hawe the right to a
second opinion and to secure other opinions abmurt gircumstances and health care as you see fit.

| have read, or have had read to me, the aboveeobrisappreciate that it is not possible to comisilery possible
complication to care. | have also had an opponuniask questions about its content, and by sggh&low, | agree with
the current or future recommendation to receiveoghactic care as is deemed appropriate for mygistance. | intend
this consent to cover the entire course of canma fab providers in this office for my present caioh and for any future
condition(s) for which | seek chiropractic carenfrthis office.

Patient Name: Signature: Date:

Parent or Guardian: Signatur Date:

Witness Name: Signature: Date:




APPLICATION FOR CARE AT GRESHAM FAMILY CHIROPRACTIC
DR. ROBERT W RAMSEY, DC PC
575 NE 2nd - GRESHAM, OR 97030
Phone: 503-667-6744 Fax: 503-661-7896

PARTIAL ASSIGNMENT OF CAUSE OF ACTION, ASSIGNMENT OPROCEEDS, CONTRACTUAL LEIN
AND TREATMENT AGREEMENT.

Consideration: In order to facilitate the ability of the Offide collect its charges directly from various Payand thereby to enhance the patient-
provider relationship, |, the undersigned, as aarsition for the Office’s services, agree to tHiwing and direct all Payers as follows:

Partial Assignment of the Cause of Action, Assignnme of Proceeds, and Contractual Lienl herby assign, insofar as permitted by lawpéliny
rights, remedies, and benefits to the Office, ab agany and all causes of action that | mightehaew or in the future against the Payer to the
extent of my Charges, the right to prosecute sacises of action either in my name or in the Offiagame, and the right to settle otherwise resolve
such causes of action as the Office sees fitrthéun assign my right to receive and proceeds fmognPayer to the Office and further grant a
contractual lien to the Office with any respectrtg charges. | understand that these assignmenight$é and contractual lien may effectuate,
automatically or otherwise, a secured interest utiaeapplicable Uniform Commercial Code. | intdadthis Agreement to effectuate such a lien
and hereby authorize the Office to file the fornt(sjmally filed with the Secretary of State or atgevernmental agency in order to perfect such
lien. Except as provided herein, nothing in thggéement shall be construed as an election or whivéhe Office to a secured interest under any
other statutory lien law. Consistent with thegt$, | hereby direct any and all Payers, to paypttoceeds directly and immediately to, and
exclusively in the name of, the Office in the amboihmy Charges.

Other Terms: | understand that | remain personally respondiinleny Charges. Consistent with law or contraetgiee to pay the full amount of
my Charges to the Office upon its demand. Unlessiatly agreed in writing, the receipt and procegsifpartial payments by the Office shall not
constitute a waiver of the Office’s right to rea@payment-in-full upon demand and shall not camstian accord and satisfaction of my Charges,
irrespective of any restrictions indicated on aayments. | understand that at any time, | can rcaieopy of my total Charges. | hereby waive any
statute of limitation, which may apply to the cetien of my Charges.

In the eventthat | retain one or more attorneys to assistmmllecting any proceeds, | direct each attormegsue an irrevocable letter of
protection to the Office regarding my Charges.riffar direct (and the Office hereby requests) edfdrney to provide immediate notice to the
Office regarding any Proceeds received by theratgrto promptly pay the Office in-full out of suBtnoceeds, and to provide a full accounting of
such Proceeds to the Office.

| authorize and direct the Office to submit my charges to amy all Payers, including, without limit, my healibnefit plan. | understand, however
that in the event that my charges are submitteddie than one Payer, | hereby authorize and dinecOffice to apply any Proceeds received from
one Payer to any reductions, write-offs or disceussued by another.

| authorize the Office to endorse or sign my name on any dinthacks listing me as a payee, which are recebyethe Office for payment of
Charges incurred by me, my spouse or my dependentsher authorize the Office to apply any crdmiiances on my Charges to any other
outstanding Charges still owed by me, my spouseyodependents regardless of whether these otheg€$ are related to my condition.

This Agreementshall not be modified or revoked without the mlituatten consent of the Office and myself. | herebvoke the terms of any
previously signed documents to the extent thosegeonflict with the terms of this Agreement.

This Agreementshall be governed under the laws of the state evtier Office is located and performable in the ¢pwhere the Office is located.

| hereby consent to personal jurisdiction and vesfueny court in said county and waive all objectidbased on improper jurisdiction, venue, or
forum non-convenes.

| agreethat each and every provision of this Agreemen¢asonable necessary for the protection of thegignd interest of the Office and myself.
However, should any provision of this Agreemenfdaend to be “invalid, illegal or unenforceable,for any reason cease to be binding on any party
hereto, all other portions and provisions of thgggement shall, nevertheless; remain in full faed effect”

Definitions: For the purpose of this Agreement, the followiegns shall have the following meaning: “Office’adlirefer to Gresham Family
Chiropractic located at 575 NE%Street Gresham, OR 97030. “Payer” shall refewtthout limit, any insurance carrier, health benpfan
administrator and fiduciary, health maintenanceanization, preferred and independent provider argdion, attorney, at fault party, tortsfeasor,
individual, and any other entity, which may elexbe obligated to payer disburse Proceeds to rtreaiow or in the future, for any reason.
“Proceeds” shall include, without limit the procedtom any settlement, judgment, or verdict, thecpeds from any promise to payer reimburse,
and the proceeds relating to the following bengfitans, or coverage: individual and group heatthdfits, Medicare, Medicaid, Worker's
Compensation, disability, uninsured and underirguanetorist, no-fault, medical payments benefitgsppal injury protection, lost wages, lost
services, property damage, and malpractice; “Clséigieall include, without limit, the full fees féine Office’s services (including, without limit,
treatment, medical equipment, supplies, supplemaatsative reports, depositions, and testimonyy, @ollections Costs incurred by the Office,
18% interest on outstanding Charges, and any @harges incurred by me at the Office; “Collectioms@” shall include, without limit, any pre and
post judgment court costs, filing fees, servicprmicess charges, attorney fees, and any othera@ostdiection incurred by the Office in any effort
or action to collect my Charges either from meror Rayer.

Patient Name (please print)

Patient Signature Date

Name of Custodial Parent or Legal Guardian, on Betfidhe Patient (please print)

Parent/Guardian Signature: Date




APPLICATION FOR CARE AT GRESHAM FAMILY CHIROPRACTIC

DR. ROBERT W. RAMSEY, DC PC
575 NE 29 St
GRESHAM, OR 97030
(503) 667-6744

ACKNOWLEDGEMENT OR RECEIPT OF NOTICE OF PRIVACY PRACTICES:

This Notice is in effect as of April 14, 2003.

| acknowledge that | was provided a copy of theidéobdf Privacy Practices and that | have read
them or declined the opportunity to read them amdeustand the Notice of Privacy Practices. |
understand that this form will be placed in my eatifile and maintained for seven years.

Patient Name (Please print)

Patient Signature

Signature (minor) Date
Parent, Guardian or Patient’s legal representative

ACKNOWLEDGEMENT OR RECEIPT OF NOTICE OF APPOINTMENT REMINDERS:

| acknowledge that | was provided a copy of theidéobf Appointment Reminders and that |
have read them or declined the opportunity to thath and understand the Notice of
Appointment Reminders. | understand that this faithbe placed in my patient file and
maintained for seven years.

Patient Name (Please print)

Patient Signature

Signature (minor) Date
Parent, Guardian or Patient’s legal representative



APPLICATION FOR CARE AT GRESHAM FAMILY CHIROPRACTIC

NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH IN FORMATION
(This notice describes how medical information @lymw may be used and disclosed and how you cascgess to this
information.)
The effective date of this notice is January 22,620
PLEASE REVIEW IT CAREFULLY!
In this notice we use the terms “we”, “us”, “
V.
I. Uses and Disclosures
A. We may use and disclose your protected health nrddon without your written consent, written
authorization or oral agreement for the followinggoses:
Treatment:Example: We may use your health information witbur offices to provide health care services to
you or we may disclose your health information n@ther provider if it is necessary to refer youtiem for
services. Should you ever be hospitalized, we mayige the hospital staff with the health infornaati
required to provide you with effective treatment.
Payment:Example: We may disclose your health informatioratthird party such as an insurance carrier, an
HMO, a PPO, or your employer, in order to obtaigmant for services provided to you.
Health Care OperationsEExample: We may use your health information todeam internal quality assessment
and improvement activities for business managemetitgeneral administrative activities.
B. We may use or disclose your protected health inddion without your written consent, written
authorization or oral agreement, under the foll@guircumstances:
- If we provide services to you while you are ingsat
- If we provide services to you in an emergencgtireent situation.
- If we are required by law to provide serviceytn and we are unable to obtain your consent aftempting
to do so.
- If there are substantial barriers to communicatamd we determine, in the exercise of our prodesdi
judgment, that you intend us to treat you.
-If we need to notify or assist in the notificatioha family member, personal representative otlargoerson
responsible for your care of your location, geneaaddition, or death.
-If we are required by law to disclose your heattformation to a public health authority that istearized to
receive information for the purposes of preventingontrolling disease, injury or disability.
-If we are required by law to disclose your heattformation to a public health or other governmauthority
that is authorized to receive reports of abuselesegehild abuse, or domestic violence.
-If we are required to disclose your health infotimato the Food and Drug Administration.
-If we are required to disclose your health infotima to your employer to evaluate whether you haweork-
related injury or illness.
-If we are required to disclose your health infotiora to a health oversight agency for oversightivast
required by law.
-If we are required to disclose your health infotimain response to a court order or a subpoena.
-If we are required to disclose your health infotimato a coroner, medical examiner or funeral coe
-For research purposes: If we, in good faith, dvaithat the use or disclosure of your health médron is
necessary to prevent a serious threat to the heatthfety of others.
-If we are authorized by law to disclose your heafiformation to comply with laws established tmyide
benefits for work-related injuries or ilinesses.

oumich Gresham Family Chiropractic (GFC) as noted otige

With the exception of the above circumstances, any use and disclosure of your health information will be
made only with your written authorization. Your written authorization may be revoked, in writing, at any
time except to the extent that we have provided services or taken action in reliance on your authorization.
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II. Your Rights

Right to Request Restrictiongou have the right to request restrictions onasertises and disclosures of your
health information. However, we are not requiredgecee to the requested restrictions. Your regodsnit the
use and/or disclosure of your health informatiorstihe made in writing to our Privacy Official.

Right to Receive Confidential Communicatio&u have the right to receive confidential comneations
concerning your health information. Your requestréceive confidential communications must be made i
writing to our Privacy Official. We will accommodaall reasonable requests by you to receive yoaltthe
information at a place other than your home addoe$y means other than regular mail.

Right to Inspect and/or Copy.ou have the right to inspect and/or copy certealth information for as long
as that information remains in your record. Youquest to inspect and/or copy your health inforrmatiaust be
made in writing to our Privacy Official. If you agg, we will give you a summary or explanation ofiry®HI
instead of providing copies. We may charge youeafde the copies, summary or explanation. If we'tlbave
the record you asked for, but we know who doesywlidgell you who to contact to request it.

Right to AmendYou have the right to request that we amend cehealth information for as long as that
information remains in your record. Your requesaitoend your health information must be made iningito
our Privacy Official and you must provide a reasorsupport the requested amendment. We may deny you
request for an amendment if it is not in writingdmes not include a reason to support the request.

Right to Receive an Accountinyfjou have the right to receive an account of oscldsures of your health
information made six years prior to the date ofryamguest. We will provide you with the first acoding in
any 12 month period at no charge. There will bea ¢harged for any subsequent request. Your reguest
receive an accounting must be made in writing to Pxivacy Official. This accounting will not incledthe
following disclosures:

Disclosures made to carry out treatment, paymethhaalth care operations;

Disclosures made to you;

Disclosures made in our facility directory;

Disclosures made to individuals involved with ycare;

Disclosures made for national security or intelige purposes;

Disclosures made to correctional institutions @r &nforcement officials; and

Disclosures made prior to the compliance date ®HHPAA Privacy Rule.

Right to Receive Notice: You have the right to reee paper copy of this Notice upon request.

[ll. Our Duties

We are required by law to maintain the privacy aftpcted health information and to provide you wititice

of our legal duties and privacy practices with extgo your protected health information.

We must abide by the terms of this Notice whilésiin effect. However, we reserve the right to gethe
terms of this Notice and to make the new Noticevigions effective for all of the protected healtifiormation
that we maintain. If we make a change in the tesfrthis Notice, we will notify you in writing andrpvide you
with a paper copy of the new Notice, upon request.

IV. Complaints

You may complain to us and to the Secretary of tHemhd Human Services if you believe your privaghts
have been violated. You may file a complaint withhy writing to our Privacy Official at the addrdsged
below. We will not take any action against youfiing a complaint.

V. How to Contact US

If you would like further information about our pacy practices, please contact:

Gresham Family Chiropractic
575 NE 2¢ Street
Gresham, OR 97030
503-667-6744



APPLICATION FOR CARE AT GRESHAM FAMILY CHIROPRACTIC

Dr. Robert W. Ramsey
Gresham Family Chiropractic
575 NE 2 ST, Gresham, OR 97030
Ph: 503-667-6744 | Fx: 503-661-7896

Notice of Appointment Reminders

We, the Doctor and Employees of Gresham Family
Chiropractic (GFC), may use and disclose infornmatroyour
medical record to contact you as a reminder thathave an
appointment at GFC. This reminder will be via ctdkt, or
e-mail, and will include the date and time of #ppointment(s).
If a call is made and not answered, we will leaveessage
stating the date and time. If the call is madeyndare
unavailable we will leave a message with the irdirai who
answers the phone. However, you may request,itmg/rthat
we provide such reminders only in a certain waggdain place,

or to certain people.

Please send such request(s) to:
Gresham Family Chiropractic
575 NE ?' St, Gresham, OR 97030



