
Hello from the Artheon Family!

We’re excited to support you in managing urinary incontinence with the PureWick™ 

System. Here are a few things to know as you get started (or as a friendly reminder if 

you’re already part of our family):

• You are eligible for 30 catheters every 30 days.

• To receive additional catheters, you will need to contact us at (813) 367-1110 or 

respond to our team member Roni at (813) 578-0833.

• If you ever need us—whether it’s about a shipment, a resupply, or simply a 
question—just give us a call at (813) 367-1110. One of our dedicated team 

members will be happy to help.

You’re never alone in this—welcome (or welcome back!) to the Artheon family.

If Your PureWick™ Device Isn’t Working Properly!
What Should You Do?

We understand that quality control issues can happen. If your PureWick™ System is 

damaged or not functioning properly, don’t worry—just give us a call and we’ll take care 
of it.

Contact Artheon Medical at:

(813) 367-1110

Need help placing your PureWick™ device?

Simply scan the QR code below to visit our website for easy, step-by-step instructions and 

placement videos for the PureWick™ Female and Male External Catheters.

Or, if you prefer, go directly to:

artheonmedical.com

https://www.artheonmedical.com/


Date: 

Dear Patient,

We are pleased to welcome you to ______________________. 

Along with the enclosed care & use instructions, we have included a patient packet for you to review 
and sign.  We need you to complete your demographic information on the intake (page 1) with a 
signature showing you have received and accept the attached forms. Please also complete the 
satisfaction survey and return that to us. 

The forms you are receiving in this packet are: Our welcome letter, 30 Supplier Standards, HIPAA 
HI-TECH PRIVACY NOTICE AND AUTHORIZATION, Warranty & Return policy,Capped Rental P/O 
Letter (if applicable), satisfaction survey and notification of how to voice a complaint or report 
suspected fraud, waste or abuse. Please return this form to us via US Mail, email or fax. 

Address: _______________________________________________
Email: _________________________
Fax: ____________________

We are here for all of your medical equipment needs. Please contact our office at ______________ 
from _____AM-_____PM _________________ through __________________ if you have any 
questions, concerns or complaints. We are here to help!

We thank you for choosing us for your healthcare needs and look forward to supporting you on 
your health journey.

Warm regards,

___________________________
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Ǉ Assignment of Benefits-&orm acceptance

We perform billing of Medicare, Medicaid and other insurances as a service. I certify that the information given to me in applying for payment under title XVII 
of the Social Security act is correct. I authorize any holder of medical or other information about me to release it to the Centers for Medicare/TPL and 
Medicaid Services or its agents any information needed for this or a related Medicare/TPL claim. I request that the payment of authorized benefits be made on 
my behalf.  I assign benefits payable for services to be paid to Provider or authorize Provider to submit a claim to Medicare/TPL for payment to me. 
Assignment of Medicare/TPL claims does not mean that Medicare/TPL pays your entire bill. Patient’s responsibility on assigned Medicare/TPL claims includes 
payment of: Annual Medicare/TPL deductible, 20% co-insurance or TPL copay or deductible on approved services, Non-covered services or Services rendered 
under an ABN, covered, but not paid by Medicare/TPL. For those with Medicare and Medicaid, Medicaid may pay for all approved and covered items that 
Medicare does not pay for. You will never be billed for Medicare/Medicaid approved services that we provide to you unless you have a share of cost 
responsibility.  This notice describes how health information may be used and disclosed and how a patient can get access to their health information. I have 
been advised by Provider to read this document and to forward any questions to their Compliance Officer at the above number. I consent to receiving services 
from this provider and to receiving the following documentation: 30 Supplier Standards, Care & Use paperwork for products I received, Warranty Return 
policy, Capped Rental P/O Letter (if applicable) and notification of how to voice a complaint. I authorize any holder of medical records and/or any information 
necessary to determine benefits and payment on my behalf, to release it to this provider for any request made by them or my insurance carrier. I permit a 
copy of this authorization to be used in place of the original. I authorize and request the disclosure of all protected information for the purpose of review and 
evaluation in connection with a legal claim. I expressly request that the designated record custodian of all covered entities under HIPAA HI-TECH PRIVACY 
NOTICE AND AUTHORIZATION identified above disclose full and complete protected medical information. This protected health information is disclosed for all 
healthcare related purposes. I ĐŽŶƐĞŶƚ ƚŽ ƌĞĐĞŝǀŝŶŐ Ă ĐŽƉǇ ŽĨ ƚŚĞ ,/W�� ,/Ͳd��, WZ/s��z EKd/�� �E� �hd,KZ/��d/KE͕ ǁŚŝĐŚ ŝƐ ŐŝǀĞŶ ŝŶ ĐŽŵƉůŝĂŶĐĞ ǁŝƚŚ ƚŚĞ 
ĨĞĚĞƌĂů ĐŽŶƐĞŶƚ ƌĞƋƵŝƌĞŵĞŶƚƐ͘ dŚĞ ŝŶĨŽƌŵĞĚ ĐŽŶƐĞŶƚ ƌĞƋƵŝƌĞŵĞŶƚƐ ŝŶ ƚŚŝƐ ƉŽůŝĐǇ ĂƌĞ ŶŽƚ ŝŶƚĞŶĚĞĚ ƚŽ ƉƌĞĞŵƉƚ ĂŶǇ ĂƉƉůŝĐĂďůĞ ĨĞĚĞƌĂů͕ ƐƚĂƚĞ͕ Žƌ ůŽĐĂů ůĂǁƐ ǁŚŝĐŚ 
ƌĞƋƵŝƌĞ ĂĚĚŝƚŝŽŶĂů ŝŶĨŽƌŵĂƚŝŽŶ ƚŽ ďĞ ĚŝƐĐůŽƐĞĚ ĨŽƌ ŝŶĨŽƌŵĞĚ ĐŽŶƐĞŶƚ ƚŽ ďĞ ůĞŐĂůůǇ ĞĨĨĞĐƚŝǀĞ͘ EŽƚŚŝŶŐ ŝŶ ƚŚŝƐ ƉŽůŝĐǇ ŝƐ ŝŶƚĞŶĚĞĚ ƚŽ ůŝŵŝƚ ƚŚĞ ĂƵƚŚŽƌŝƚǇ ŽĨ Ă ƉŚǇƐŝĐŝĂŶ 
ƚŽ ƉƌŽǀŝĚĞ ĞŵĞƌŐĞŶĐǇ ŵĞĚŝĐĂů ĐĂƌĞ͕ ƚŽ ŚĞ ĞǆƚĞŶƚ ƚŚĞ ƉŚǇƐŝĐŝĂŶ ŝƐ ƉĞƌŵŝƚƚĞĚ ƚŽ ĚŽ ƐŽ ƵŶĚĞƌ ĂƉƉůŝĐĂďůĞ ĨĞĚĞƌĂů͕ ƐƚĂƚĞ͕ Žƌ ůŽĐĂů ůĂǁ͘ dŚĞ ŝŶĨŽƌŵĂƚŝŽŶ ƌĞůĞĂƐĞĚ ŝŶ 
ƌĞƐƉŽŶƐĞ ƚŽ ƚŚŝƐ ĂƵƚŚŽƌŝǌĂƚŝŽŶ ŵĂǇ ďĞ ƌĞͲĚŝƐĐůŽƐĞĚ ƚŽ ŽƚŚĞƌ ƉĂƌƚŝĞƐ͘ DǇ ƚƌĞĂƚŵĞŶƚ Žƌ ƉĂǇŵĞŶƚ ĨŽƌ ŵǇ ƚƌĞĂƚŵĞŶƚ ĐĂŶŶŽƚ ďĞ ĐŽŶĚŝƚŝŽŶĞĚ ŽŶ ƚŚĞ ƐŝŐŶŝŶŐ ŽĨ ƚŚŝƐ 
ĂƵƚŚŽƌŝǌĂƚŝŽŶ͘ �ŶǇ ĨĂĐƐŝŵŝůĞ ĐŽƉǇ Žƌ ƉŚŽƚŽĐŽƉǇ ŽĨ ƚŚĞ ĂƵƚŚŽƌŝǌĂƚŝŽŶ ƐŚĂůů ĂƵƚŚŽƌŝǌĞ ǇŽƵ ƚŽ ƌĞůĞĂƐĞ ƚŚĞ ƌĞĐŽƌĚƐ ƌĞƋƵĞƐƚĞĚ ŚĞƌĞŝŶ͘ dŚŝƐ ĂƵƚŚŽƌŝǌĂƚŝŽŶ ƐŚĂůů ďĞ ŝŶ 
ĨŽƌĐĞ ĂŶĚ ĞĨĨĞĐƚ ƵŶƚŝů ƌĞǀŽŬĞĚ ďǇ ŵĞ͘ �Ǉ ƐŝŐŶŝŶŐ aďove͕ / ĂĐŬŶŽǁůĞĚŐĞ ƌĞĐĞŝƉƚ ĂŶĚ ĂĐĐĞƉƚĂŶĐĞ ŽĨ ƚŚĞ ŝƚĞŵƐ ůŝƐƚĞĚ ĂďŽǀĞ͘ / ĐŽŶƐĞŶƚ ƚŽ ƌĞĐĞŝǀŝŶŐ ŵǇ ŵĞĚŝĐĂů 

ƐƵƉƉůŝĞƐ ĨƌŽŵ ƚŚŝƐ ƐƵƉƉůŝĞƌ͘ /Ĩ / ŚĂǀĞ ĂŶǇ ƋƵĞƐƚŝŽŶƐ Žƌ ĐŽŶĐĞƌŶƐ͕ / ǁŝůů ĐŽŶƚĂĐƚ ƚŚĞŵ ƚŽ ĚŝƐĐƵƐƐ ŵǇ ŽƉƚŝŽŶƐ͘  

WĂƚŝĞŶƚ �ŵĂŝů �ĚĚƌĞƐƐ
/ƚeŵ;sͿ receŝved 

 Name 

Copy to Patient

 'ender

Wrovŝder Naŵe _____________________________________________ 

Address __________________________________________________ 

WŚone ____________________________________

�Ƶsƚoŵer ^ŝŐnaƚƵre               �aƚe

Werson sŝŐnŝnŐ on ďeŚaůĨ Ɖaƚŝenƚ       ZeaůƚŝonsŚŝƉ ƚo Ɖaƚŝenƚ         �aƚe



Capped Rental /Purchase Option Letter
************************************************************************ 
Patient Name: _______________________________________ DOB:__________________________ 

HCPC: ________________________ 

Capped Rental Option (only when you give patient capped items) I select the: 

Purchase Option __________ Rental Option __________  

Services on or after January 1, 2006. I received instructions and understand that Medicare/TPL 
defines the ____________________ that I received as being either a capped rental or an inexpensive 
or routinely purchased item. 

FOR CAPPED RENTAL ITEMS ONLY: 

Medicare/TPL will pay a monthly rental fee for a period not to exceed 13 months, after which 
ownership of the equipment is transferred to the Medicare/TPL beneficiary.

FOR INEXPENSIVE OR ROUTINELY PURCHASED ITEMS: 

• After ownership of the equipment is transferred to the Medicare/TPL beneficiary, it is the
beneficiary’s responsibility to arrange for any required equipment service or repair.

• Examples of this type of equipment include: Hospital beds, wheelchairs, alternating
pressure pads, air-fluidized beds, nebulizers, suction pumps, continuous airway pressure
(CPAP) devices, patient lifts, and trapeze bars.

• Equipment in this category can be purchased or rented; however, the total amount paid for
monthly rentals cannot exceed the fee schedule purchase amount.

• Examples of this type of equipment include: Canes, walkers, crutches, commode chairs, low
pressure and positioning equalization pads, home blood glucose monitors, seat lift mechanisms,
pneumatic compressors (lymphedema pumps), bed side rails, and traction equipment.

Patient Signature: __________________________________ Date: ____________________________

Provider Name _____________________________________________ 
Address __________________________________________________ 
Phone ____________________________________

Copy to Patient
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ƉŽůŝĐŝĞƐ ĂĐĐŽƌĚŝŶŐ ƚŽ ĨĞĚĞƌĂů ĂŶĚ ƐƚĂƚĞ ůĂǁ͘ WůĞĂƐĞ ďĞ ƐƵƌĞ ƚŽ ƉƌŽŵƉƚůǇ ƐŝŐŶ ĂŶĚ ƌĞƚƵƌŶ ƚŚĞ WĂƚŝĞŶƚ /ŶƚĂŬĞͲ�ƐƐŝŐŶŵĞŶƚ ŽĨ �ĞŶĞĨŝƚƐ Ͳ�ŽŶƐĞŶƚ ƚŽ �ŽŵŵƵŶŝĐĂƚĞͲWƌŽŽĨ ŽĨ �ĞůŝǀĞƌǇ 
ĨŽƌŵ ŝŶ ƚŚŝƐ ƉĂĐŬĞƚ͘  zŽƵ ŵĂǇ ŬĞĞƉ Ă ĐŽƉǇ ĂůŽŶŐ ǁŝƚŚ ƚŚĞ ƌĞƐƚ ŽĨ ƚŚĞ ĚŽĐƵŵĞŶƚƐ ĨŽƌ ǇŽƵƌ ŽǁŶ ƌĞĨĞƌĞŶĐĞ͘  

,ĞĂůƚŚĐĂƌĞ ĨƌĂƵĚ ŚĂƐ ďĞĞŶ ŝĚĞŶƚŝĨŝĞĚ ĂƐ Ă ŶĂƚŝŽŶǁŝĚĞ ƉƌŽďůĞŵ ƚŚĂƚ ĐŽƐƚƐ ƚĂǆƉĂǇĞƌƐ ďŝůůŝŽŶƐ ŽĨ ĚŽůůĂƌƐ ĞĂĐŚ ǇĞĂƌ͘ tĞ ǁĂŶƚ ǇŽƵ ƚŽ ŬŶŽǁ ƚŚĂƚ ŽƵƌ ƐƚĂĨĨ ĐŽŶƚŝŶƵĂůůǇ ƵŶĚĞƌŐŽ 
ƚƌĂŝŶŝŶŐ ƐŽ ƚŚĂƚ ƚŚĞǇ ƵŶĚĞƌƐƚĂŶĚ ĂŶĚ ĐŽŵƉůǇ ǁŝƚŚ ŐŽǀĞƌŶŵĞŶƚ ƌƵůĞƐ ĂŶĚ ƌĞŐƵůĂƚŝŽŶƐ ƌĞŐĂƌĚŝŶŐ DĞĚŝĐĂƌĞ͘ tĞ ƐƚƌŝǀĞ ƚŽ ĂĐŚŝĞǀĞ ƚŚĞ ǀĞƌǇ ŚŝŐŚĞƐƚ ƐƚĂŶĚĂƌĚƐ ŽĨ ĞƚŚŝĐƐ ĂŶĚ 
ŝŶƚĞŐƌŝƚǇ ŝŶ ƉĞƌĨŽƌŵŝŶŐ ƐĞƌǀŝĐĞƐ ĨŽƌ ŽƵƌ DĞĚŝĐĂƌĞ ĂŶĚ ƉĂƚŝĞŶƚƐ͘ /ƚ ŝƐ ŽƵƌ ƉŽůŝĐǇ ƚŽ ƉƌŽƉĞƌůǇ ĚĞƚĞƌŵŝŶĞ ĂĐĐƵƌĂƚĞ ĐŽŵƉĞŶƐĂƚŝŽŶ ĨŽƌ ŽƵƌ ƐĞƌǀŝĐĞƐ ŝŶ ĂĐĐŽƌĚĂŶĐĞ ǁŝƚŚ ƚŚĞ 
ŐŽǀĞƌŶŵĞŶƚĂů ƌƵůĞƐ͕ ůĂǁƐ͕ ƌĞŐƵůĂƚŝŽŶƐ ĂŶĚ ĨĞĞ ƐĐŚĞĚƵůĞƐ͘ tĞ ǁĂŶƚ ƚŽ ĞŶƐƵƌĞ ƚŚĂƚ ŽƵƌ ƉƌĂĐƚŝĐĞ ŶĞǀĞƌ ĐŽŶƚƌŝďƵƚĞƐ ŝŶ ĂŶǇ ǁĂǇ ƚŽ ƚŚĞ ŐƌŽǁŝŶŐ ƉƌŽďůĞŵ ŽĨ ŝŵƉƌŽƉĞƌ DĞĚŝĐĂƌĞ 
ĞǆƉĞŶĚŝƚƵƌĞƐ͘ �Ɛ ƉĂƌƚ ŽĨ ƚŚŝƐ ƉůĂŶ͕ ǁĞ ŚĂǀĞ ŝŵƉůĞŵĞŶƚĞĚ Ă �ŽŵƉůŝĂŶĐĞ WƌŽŐƌĂŵ ƚŚĂƚ ǁĞ ďĞůŝĞǀĞ ǁŝůů ŚĞůƉ ƵƐ ƉƌĞǀĞŶƚ ĂŶǇ DĞĚŝĐĂƌĞ ^ĞƌǀŝĐĞ Žƌ ďŝůůŝŶŐ ĞƌƌŽƌƐ͘ KƵƌ ƉŽůŝĐǇ ŝƐ ƚŽ 
ůŝƐƚĞŶ ƚŽ ŽƵƌ ĞŵƉůŽǇĞĞƐ ĂŶĚ ŽƵƌ ƉĂƚŝĞŶƚƐ ǁŝƚŚŽƵƚ ĂŶǇ ƚŚŽƵŐŚƚ ŽĨ ƉĞŶĂůŝǌĂƚŝŽŶ ŝĨ ƚŚĞǇ ĨĞĞů ƚŚĂƚ ĂŶ ĞǀĞŶƚ ŝŶ ĂŶǇ ǁĂǇ ĐŽŵƉƌŽŵŝƐĞƐ ŽƵƌ ƉŽůŝĐǇ ŽĨ ŝŶƚĞŐƌŝƚǇ͘ DŽƌĞ ƐŽ͕ ǁĞ ǁĞůĐŽŵĞ 
ǇŽƵƌ ŝŶƉƵƚ ƌĞŐĂƌĚŝŶŐ ĂŶǇ ďŝůůŝŶŐ Žƌ ƐĞƌǀŝĐĞ ƉƌŽďůĞŵ ƐŽ ƚŚĂƚ ǁĞ ŵĂǇ ƌĞŵĞĚǇ ƚŚĞ ƐŝƚƵĂƚŝŽŶ ƉƌŽŵƉƚůǇ͘  

After Hours / Emergency Service 
^ƵƉƉůŝĞƌ ĞŶƐƵƌĞƐ ďĂĐŬͲƵƉ ĞƋƵŝƉŵĞŶƚ͕ ŵĂŝŶƚĞŶĂŶĐĞ͕ Žƌ ƌĞƉůĂĐĞŵĞŶƚ ǁŚĞŶ ĂŶ ĞƋƵŝƉŵĞŶƚ ŵĂůĨƵŶĐƚŝŽŶ ŽĐĐƵƌƐ͘ /ƚ ĚŽĞƐ ƐŽ ďǇ ƉƌŽǀŝĚŝŶŐ ĂĐĐĞƐƐ ƚŽ ĞŵĞƌŐĞŶĐǇ ƉĞƌƐŽŶŶĞů Ϯϰ ŚŽƵƌƐ 
Ă ĚĂǇ͕ ϳ ĚĂǇƐ Ă ǁĞĞŬ͘ �ƋƵŝƉŵĞŶƚ ŵĂǇ ďĞ ĐŽŶƐŝĚĞƌĞĚ ƐƚĂŶĚĂƌĚ͕ ĞŵĞƌŐĞŶƚ͕ Žƌ ŶŽŶͲĞŵĞƌŐĞŶƚ͘ 

• ^ƚĂŶĚĂƌĚ ĞƋƵŝƉŵĞŶƚ ĂƌĞ ĚĞǀŝĐĞƐ ƚŚĂƚ ĂƌĞ ŶŽƚ ĐŽŶƐŝĚĞƌĞĚ ůŝĨĞ ƐƵƐƚĂŝŶŝŶŐ͖ ŚŽǁĞǀĞƌ͕ ƚŚĞ ĚĞǀŝĐĞ ŝƐ ƵƐĞĚ ŽŶ Ă ĚĂŝůǇ ďĂƐŝƐ͘ /ƚ ŝŶĐůƵĚĞƐ ďƵƚ ŝƐ ŶŽƚ ůŝŵŝƚĞĚ ƚŽ ŚŽƐƉŝƚĂů ďĞĚƐ ĂŶĚ 
ŵĂƚƚƌĞƐƐĞƐ͕ ƉĂƚŝĞŶƚ ůŝĨƚƐ͕ ǁŚĞĞůĐŚĂŝƌƐ͕ ĂŶĚ ǁŽƵŶĚ ƉƵŵƉƐ͘

• �ŵĞƌŐĞŶƚ ĞƋƵŝƉŵĞŶƚ ĂƌĞ ĚĞǀŝĐĞƐ ƚŚĂƚ ĂƌĞ ĐŽŶƐŝĚĞƌĞĚ ůŝĨĞ ƐƵƐƚĂŝŶŝŶŐ ĂŶĚ ŝŶĐůƵĚĞƐ ŽǆǇŐĞŶ͕ ǀĞŶƚŝůĂƚŽƌƐ͕ ƐƵĐƚŝŽŶ͕ W�W ŵĂĐŚŝŶĞƐ ǁŝƚŚ ƌĞƐƉŝƌĂƚŽƌǇ ƌĂƚĞƐ͕ ĐŽƵŐŚ ĂƐƐŝƐƚƐ͕ ĞŶƚĞƌĂů 
ƉƵŵƉƐ ĂŶĚ ƐƵƉƉůŝĞƐ͕ ĂƉŶĞĂ ŵŽŶŝƚŽƌƐ͕ ĂŶĚ ďŝůŝƌƵďŝŶ ůŝŐŚƚƐ͘

• EŽŶͲĞŵĞƌŐĞŶƚ ĞƋƵŝƉŵĞŶƚ ĂƌĞ ĚĞǀŝĐĞƐ ƚŚĂƚ ŵĂǇ Žƌ ŵĂǇ ŶŽƚ ďĞ ƵƐĞĚ ŽŶ Ă ĚĂŝůǇ ďĂƐŝƐ͕ ĂŶĚ ƚŚĞ ƉĂƚŝĞŶƚ ĐĂŶ ǁĂŝƚ ƵŶƚŝů ƌĞŐƵůĂƌ ďƵƐŝŶĞƐƐ ŚŽƵƌƐ ĨŽƌ ƐĞƌǀŝĐĞ͘ dŚŝƐ ŝŶĐůƵĚĞƐ �W�W ͬ 
�ŝW�W ĂŶĚ ƐƵƉƉůŝĞƐ͕ ĂŵďƵůĂƚŽƌǇ ĂŝĚƐ͕ ĐŽŵŵŽĚĞƐ͕ ĚŝĂďĞƚŝĐ ŵĞƚĞƌƐ ĂŶĚ ƐƵƉƉůŝĞƐ͕ ŶĞďƵůŝǌĞƌƐ ĂŶĚ ƐƵƉƉůŝĞƐ͕ ĂŶĚ ŵĞĚŝĐĂů ͬ ƐƵƌŐŝĐĂů ƐƵƉƉůŝĞƐ͘

EŽƚĞ͗ �ǀĞŶ ƚŚŽƵŐŚ ǇŽƵ ŵĂǇ ŚĂǀĞ ƌĞĐĞŝǀĞĚ Ă ĐŽƉǇ ŽĨ ƚŚŝƐ ŝŶĨŽƌŵĂƚŝŽŶ ŝŶ ƚŚĞ ƉĂƐƚ͕ ƚŚĞƐĞ ĚŽĐƵŵĞŶƚƐ ŵĂǇ ŚĂǀĞ ďĞĞŶ ƵƉĚĂƚĞĚ Žƌ ƌĞǀŝƐĞĚ ƐŝŶĐĞ ƚŚĞ ůĂƐƚ ƚŝŵĞ ǇŽƵ ǀŝĞǁĞĚ ƚŚĞŵ͘ 

DĞĚŝĐĂů ĞƋƵŝƉŵĞŶƚ ŵĂŝŶƚĞŶĂŶĐĞ ƐĞƌǀŝĐĞ Žƌ ƌĞƉůĂĐĞŵĞŶƚ ǁŝůů ďĞ ĐŽŵƉůĞƚĞĚ ǁŝƚŚŝŶ Ϯϰ ŚŽƵƌƐ ŽĨ Ă ĐĂůů ǁŚĞŶ ŶŽ ďĂĐŬͲƵƉ ŵĞĚŝĐĂů ĞƋƵŝƉŵĞŶƚ ŚĂƐ ďĞĞŶ ƉůĂĐĞĚ ŝŶ ƚŚĞ ƉĂƚŝĞŶƚ͛Ɛ 
ƌĞƐŝĚĞŶĐĞ͘ �ŵĞƌŐĞŶƚ ŵĞĚŝĐĂů ĞƋƵŝƉŵĞŶƚ ƉƌŽǀŝĚĞĚ ďǇ ŽƵƌ ŽĨĨŝĐĞ ǁŝůů ďĞ ƐĞƌǀŝĐĞĚ Žƌ ƌĞƉůĂĐĞĚ ǁŝƚŚŝŶ ĨŽƵƌ ŚŽƵƌƐ ŽĨ Ă ƌĞƉŽƌƚĞĚ ĞǀĞŶƚ͘ /Ŷ ƚŚĞ ĞǀĞŶƚ ǁĞ ĐĂŶŶŽƚ ŵĞĞƚ ƚŚĞ ĨŽƵƌ ŚŽƵƌ 
ƌĞƐƉŽŶƐĞ ƚŝŵĞ ĨŽƌ ĞŵĞƌŐĞŶƚ ĞƋƵŝƉŵĞŶƚ ĂŶĚ ŶŽ ďĂĐŬ ƵƉ ĞƋƵŝƉŵĞŶƚ ŝƐ ĂǀĂŝůĂďůĞ ŝŶ ƚŚĞ ŚŽŵĞ Žƌ ƚŚĞ ƉĂƚŝĞŶƚ ŶĞĞĚƐ ŝŵŵĞĚŝĂƚĞ ŵĞĚŝĐĂů ŚĞůƉ͕ ƉĂƚŝĞŶƚƐ ǁŝůů ďĞ ĂĚǀŝƐĞĚ ƚŽ ĐĂůů ϵϭϭ Žƌ 
ŐŽ ƚŽ ƚŚĞ ŶĞĂƌĞƐƚ ĞŵĞƌŐĞŶĐǇ ƌŽŽŵ ĨŽƌ ĐĂƌĞ͘ &Žƌ Ăůů ƉĂƚŝĞŶƚƐ ǁŝƚŚ ŽǆǇŐĞŶ ĐŽŶĐĞŶƚƌĂƚŽƌƐ͕ Ă ďĂĐŬͲƵƉ ƐƵƉƉůǇ ŽĨ ŽǆǇŐĞŶ ŝƐ ŐŝǀĞŶ ƚŽ ĞĂĐŚ ƉĂƚŝĞŶƚ ƚŽ ĞŶƐƵƌĞ ŶŽ ŝŶƚĞƌƌƵƉƚŝŽŶ ŝŶ 
ƉƌĞƐĐƌŝďĞĚ ŽǆǇŐĞŶ ƵƐĞ͘ ^ƵƉƉůŝĞƌ ĐŽŶƐŝĚĞƌƐ ŝƚƐ ŵĂǆŝŵƵŵ ƌĞƐƉŽŶƐĞ ƚŝŵĞ ǁŚĞŶ ĞǀĂůƵĂƚŝŶŐ ƚŚĞ ƌĞƋƵŝƌĞĚ ĂŵŽƵŶƚ ŽĨ ďĂĐŬͲƵƉ ŽǆǇŐĞŶ ŶĞĞĚĞĚ͘ ^ƵƉƉůŝĞƌ ǁŝůů ĞŶƐƵƌĞ ƚŚĞ ďĂĐŬͲƵƉ ŽǆǇŐĞŶ 
ƐǇƐƚĞŵ ƉƌŽǀŝĚĞƐ ĐŽŶƚŝŶƵŝŶŐ ƐƵƉƉŽƌƚ ĨŽƌ Ă ŵŝŶŝŵƵŵ ŽĨ ϰ ŚŽƵƌƐ Ăƚ ƚŚĞ ƉƌĞƐĐƌŝďĞĚ ƌĂƚĞ͕ ĨƌĞƋƵĞŶĐǇ͕ ĂŶĚ ĚƵƌĂƚŝŽŶ͘  

�iůůing ĂnĚ WĂyment Woůicies 
KƵƌ ŽĨĨŝĐĞ ǁŝůů ĂĐĐĞƉƚ ĂƐƐŝŐŶŵĞŶƚ ŽĨ ďĞŶĞĨŝƚƐ ĨŽƌ ŵŽƐƚ ƉƌŝŵĂƌǇ ŝŶƐƵƌĂŶĐĞ ĐĂƌƌŝĞƌƐ͕ ŽŶ ďĞŚĂůĨ ŽĨ ƉĂƚŝĞŶƚƐ ĨŽƌ ƐĞƌǀŝĐĞƐ ƉƌŽǀŝĚĞĚ͘ �ůů DĞĚŝĐĂƌĞ WĂƌƚ ͞�͟ ĐůĂŝŵƐ ĂƌĞ ĞůĞĐƚƌŽŶŝĐĂůůǇ 
ƐƵďŵŝƚƚĞĚ ĨŽƌ ƉƌŽĐĞƐƐŝŶŐ͘ KŶĐĞ DĞĚŝĐĂƌĞ ͞�͟ ŚĂƐ ƉĂŝĚ ƚŚĞŝƌ ƉŽƌƚŝŽŶ ŽĨ Ă ĐůĂŝŵ͕ ^ƵƉƉůŝĞƌ ǁŝůů ďŝůů ƐƵƉƉůĞŵĞŶƚĂů ŝŶƐƵƌĂŶĐĞƐ ĂŶĚ ƚŚĞ ƉĂƚŝĞŶƚ ĨŽƌ ĂŶǇ ƵŶƉĂŝĚ ƉŽƌƚŝŽŶ͘ dŚŝƌĚ ƉĂƌƚǇ 
ďŝůůŝŶŐ ŝƐ ŶŽƚ ĂŶ ŽďůŝŐĂƚŝŽŶ ŽĨ KƵƌ ŽĨĨŝĐĞ ďƵƚ ƌĂƚŚĞƌ Ă ƐĞƌǀŝĐĞ ŽĨĨĞƌĞĚ ƚŽ ŽƵƌ ĐůŝĞŶƚƐ ƉƌŽǀŝĚĞĚ ǁĞ ƌĞĐĞŝǀĞ Ăůů ŶĞĐĞƐƐĂƌǇ ĂƉƉƌŽǀĂů ƐŝŐŶĂƚƵƌĞƐ ǁŚĞŶ ƚŚĞ ƐĞƌǀŝĐĞ ďĞŐŝŶƐ͘ DeĚicĂre͗ 
KƵƌ ŽĨĨŝĐĞ ǁŝůů ĂĐĐĞƉƚ DĞĚŝĐĂƌĞ WĂƌƚ ͞�͟ ĂƐƐŝŐŶŵĞŶƚ ĨŽƌ ŵŽƐƚ ƐĞƌǀŝĐĞƐ͕ ďŝůůŝŶŐ DĞĚŝĐĂƌĞ ĚŝƌĞĐƚůǇ ĨŽƌ ϴϬй ŽĨ ƚŚĞ ĂůůŽǁĂďůĞ ĂŶĚ ďŝůůŝŶŐ ƚŚĞ ďĞŶĞĨŝĐŝĂƌǇ Žƌ Ă ƚŚŝƌĚ ƉĂƌƚǇ ĨŽƌ ϮϬй ĐŽͲ
ƉĂǇ ĂŶĚ ĂƐƐŽĐŝĂƚĞĚ ĚĞĚƵĐƚŝďůĞƐ͘ 
DeĚicĂiĚ͗ 
KƵƌ ŽĨĨŝĐĞ ŵĂǇ ƉƌŽǀŝĚĞ ĞƋƵŝƉŵĞŶƚ ƚŽ DĞĚŝĐĂŝĚ ƌĞĐŝƉŝĞŶƚƐ ƵƉŽŶ ǀĞƌŝĨŝĐĂƚŝŽŶ ĂŶĚ ĂƉƉƌŽǀĂů ŽĨ ĐŽǀĞƌĂŐĞ ƐƚĂƚƵƐ ĂŶĚ ŵĞĚŝĐĂů ũƵƐƚŝĨŝĐĂƚŝŽŶ͘ WƌĞƐĞŶƚĂƚŝŽŶ ŽĨ ǇŽƵƌ ^ƚĂƚĞ �ĞŶĞĨŝĐŝĂƌŝĞƐ 
/ĚĞŶƚŝĨŝĐĂƚŝŽŶ �ĂƌĚ ĂŶĚ ƉĞƌƐŽŶĂů ŝĚĞŶƚŝĨŝĐĂƚŝŽŶ ǁŝůů ďĞ ƌĞƋƵŝƌĞĚ͘ 
WrivĂte /nsurĂnce͗ 
KƵƌ ŽĨĨŝĐĞ ŵĂǇ ďŝůů ƉƌŝǀĂƚĞ ŝŶƐƵƌĂŶĐĞƐ ƵƉŽŶ ǀĞƌŝĨŝĐĂƚŝŽŶ ĂŶĚ ĂƉƉƌŽǀĂů ŽĨ ĐŽǀĞƌĂŐĞ ƐƚĂƚƵƐ ĂŶĚ ŵĞĚŝĐĂů ũƵƐƚŝĨŝĐĂƚŝŽŶ͘  dŚĞ ƉĂƚŝĞŶƚͬĐůŝĞŶƚ ŝƐ ƌĞƐƉŽŶƐŝďůĞ ĨŽƌ ƉƌŽǀŝĚŝŶŐ Ăůů ŶĞĐĞƐƐĂƌǇ 
ŝŶƐƵƌĂŶĐĞ ŝŶĨŽƌŵĂƚŝŽŶ͘ WƌĞƐĞŶƚĂƚŝŽŶ ŽĨ ǇŽƵƌ ŝŶƐƵƌĂŶĐĞ ĐĂƌĚ ĂŶĚ ƉĞƌƐŽŶĂů ŝĚĞŶƚŝĨŝĐĂƚŝŽŶ ĂƌĞ ƌĞƋƵŝƌĞĚ ǁŚĞŶ ďŝůůŝŶŐ ƉƌŝǀĂƚĞ ŝŶƐƵƌĂŶĐĞ ĐĂƌƌŝĞƌƐ͘ 
DĂnĂgeĚ �Ăre͗ 
KƵƌ ŽĨĨŝĐĞ ǁŝůů͕ ƵƉŽŶ ĂƉƉƌŽǀĂů ĂŶĚ ĂƵƚŚŽƌŝǌĂƚŝŽŶ ĨƌŽŵ ƚŚĞ ŵĂŶĂŐĞĚ ĐĂƌĞ ƉƌŽǀŝĚĞƌ͕ ĂĐĐĞƉƚ ĂƐƐŝŐŶŵĞŶƚ ŽŶ ŵŽƐƚ ƐĞƌǀŝĐĞƐ ŽĨ ŵĂŶĂŐĞĚ ĐĂƌĞ ĐůĂŝŵƐ ĨŽƌ ƉƌŽĐĞƐƐŝŶŐ ŽŶĐĞ Ăůů 
ĂƉƉƌŽƉƌŝĂƚĞ ŝĚĞŶƚŝĨŝĐĂƚŝŽŶ ŚĂƐ ďĞĞŶ ĞƐƚĂďůŝƐŚĞĚ͘ 
tĂiver of �eĚuctiďůe ĂnĚ �oinsurĂnce͗ 
� ƉĂƚŝĞŶƚ͛Ɛ ĚĞĚƵĐƚŝďůĞ ǁŝůů ŶŽƚ ďĞ ǁĂŝǀĞĚ ƵŶĚĞƌ ĂŶǇ ĐŝƌĐƵŵƐƚĂŶĐĞ͘ � ƐŵĂůů ƉĂǇŵĞŶƚ ĞĂĐŚ ŵŽŶƚŚ ǁŝůů ƐƵĨĨŝĐĞ ŝĨ ĨƵůů ƉĂǇŵĞŶƚ ĐĂŶŶŽƚ ďĞ ŵĂĚĞ Ăƚ ƚŚĞ ƚŝŵĞƐ ŽĨ ƐĞƌǀŝĐĞ͘  
dŚĞ ĐŽŝŶƐƵƌĂŶĐĞ ŵĂǇ ďĞ ǁĂŝǀĞĚ ŽŶůǇ ŽŶ ƌĞŶƚĂů ŝƚĞŵƐ ŝĨ ƚŚĞ ƉĂƚŝĞŶƚ ŚĂƐ ďĞĞŶ ďŝůůĞĚ ŵŽƌĞ ƚŚĂŶ ƚŚƌĞĞ ƚŝŵĞƐ͕ ĂŶĚ ĐĂŶ ĚŽĐƵŵĞŶƚ ƚŚĂƚ ƚŚĞǇ ĂƌĞ Ɛƚŝůů ŝŶ ŶĞĞĚ ŽĨ ƚŚĞ ĞƋƵŝƉŵĞŶƚ ĂŶĚ 
ĐĂŶŶŽƚ ĨŝŶĂŶĐŝĂůůǇ ĂĨĨŽƌĚ ƚŽ ƉĂǇ ĨŽƌ ƚŚĞŝƌ ƐŚĂƌĞ ŽĨ ƚŚĞ ƌĞŶƚĂů͘ � KƵƌ ŽĨĨŝĐĞ ĨŝŶĂŶĐŝĂů ĂƐƐŝƐƚĂŶĐĞ ĨŽƌŵ ŵƵƐƚ ďĞ ĐŽŵƉůĞƚĞĚ ĂŶĚ ůĞƚƚĞƌ ƐƵďƐƚĂŶƚŝĂƚŝŶŐ ƚŚĂƚ ƚŚĞ ƉĂƚŝĞŶƚ ŝƐ ƵŶĂďůĞ ƚŽ ƉĂǇ 
ŵƵƐƚ ďĞ ǁƌŝƚƚĞŶ ĂŶĚ ƐŝŐŶĞĚ ďǇ ƚŚĞ ƉĂƚŝĞŶƚ͘ WĂƚŝĞŶƚƐ ŵƵƐƚ ĂůƐŽ ƵŶĚĞƌƐƚĂŶĚ ƚŚĂƚ ŝĨ Ăƚ ĂŶǇ ƚŝŵĞ ƚŚĞŝƌ ĂďŝůŝƚǇ ƚŽ ƉĂǇ ĐŚĂŶŐĞƐ͕ ƚŚĞǇ ĂƌĞ ŽďůŝŐĂƚĞĚ ƚŽ ĨƵůĨŝůů ƚŚĞŝƌ ĨŝŶĂŶĐŝĂů ŽďůŝŐĂƚŝŽŶ͘ 
Zeimďursement �eĚuctiďůe͗ 
dŚĞ DĞĚŝĐĂƌĞ WĂƌƚ ͞�͟ ĚĞĚƵĐƚŝďůĞ ŝƐ ƚĂŬĞŶ ĨƌŽŵ ĐůĂŝŵƐ ŝŶ ƚŚĞ ŽƌĚĞƌ ƚŚĂƚ DĞĚŝĐĂƌĞ ƉƌŽĐĞƐƐĞƐ ƚŚĞŵ͕ ŶŽƚ ŶĞĐĞƐƐĂƌŝůǇ ŝŶ ƐĞƌǀŝĐĞ ĚĂƚĞ ŽƌĚĞƌ͘ dŚĞ DĞĚŝĐĂƌĞ WĂƌƚ ͞�͟ ĚĞĚƵĐƚŝďůĞ ŝƐ 
ƐĂƚŝƐĨŝĞĚ ďǇ ƵƐŝŶŐ DĞĚŝĐĂƌĞ͛Ɛ ĂůůŽǁĞĚ ĐŚĂƌŐĞƐ͕ ǁŚŝĐŚ ĚŽĞƐ ŶŽƚ ĂůǁĂǇƐ ĞƋƵĂů ƚŚĞ ĂĐƚƵĂů ĐŚĂƌŐĞƐ ďŝůůĞĚ ďǇ ƚŚĞ ƐƵƉƉůŝĞƌ͘ �ƚ ƚŚĞ ďĞŐŝŶŶŝŶŐ ŽĨ ĞĂĐŚ ǇĞĂƌ͕ ǇŽƵ ŵĂǇ ďĞ ƌĞƋƵĞƐƚĞĚ ƚŽ ƉĂǇ 
DĞĚŝĐĂů �ƋƵŝƉŵĞŶƚ ǇŽƵƌ DĞĚŝĐĂƌĞ ĚĞĚƵĐƚŝďůĞ ĂŵŽƵŶƚ͘ KƵƌ ĐůĂŝŵƐ ĂƌĞ ĨŝůĞĚ ƚŚĞ ƐĂŵĞ ĚĂǇ ŽĨ ĞĂĐŚ ŵŽŶƚŚ ĂƐ ůŽŶŐ ĂƐ ƚŚĞ ĞƋƵŝƉŵĞŶƚ ŝƐ ŝŶ ƚŚĞ ŚŽŵĞ͕ ĂŶĚ ĨŽƌ ƚŚŝƐ ƌĞĂƐŽŶ ŽƵƌ ďŝůůƐ 
ĞŶƚĞƌ DĞĚŝĐĂƌĞ͛Ɛ ƐǇƐƚĞŵ ŽĨƚĞŶ ďĞĨŽƌĞ ƚŚĞ ĚŽĐƚŽƌ͛Ɛ ŽĨĨŝĐĞ Žƌ ŚŽƐƉŝƚĂů͘ 
SignĂture ZeƋuirements͗ tĞ ƌĞƋƵŝƌĞ ǇŽƵƌ ƉĞƌŵŝƐƐŝŽŶ ƚŽ ĚŝƐĐƵƐƐ ǇŽƵƌ ƚƌĞĂƚŵĞŶƚ ŽƉƚŝŽŶƐ ǁŝƚŚ ǇŽƵ͘ �Ǉ ĂĐĐĞƉƚŝŶŐ ƚŚŝƐ ĐŽŶƐĞŶƚ ĨŽƌŵ ĞŝƚŚĞƌ ŽŶ ƉĂƉĞƌ Žƌ ƚŚƌŽƵŐŚ ĂŶŽƚŚĞƌ ŵĞĂŶƐ͕ 
ǇŽƵ ĂŐƌĞĞ ƚŚĂƚ ǇŽƵ ŚĂǀĞ ŝŶŝƚŝĂƚĞĚ ĐŽŶƚĂĐƚ ǁŝƚŚ ŽƵƌ ŽĨĨŝĐĞ ƚŽ ƐƉĞĂŬ ƚŽ ƐŽŵĞŽŶĞ ĂďŽƵƚ ƚŚĞ ŽƉƚŝŽŶƐ ĂǀĂŝůĂďůĞ ƚŽ ǇŽƵ͘ dŚŝƐ ŝŶŝƚŝĂů ĐŽŶƚĂĐƚ ďǇ ǇŽƵ ŵĂǇ ŚĂǀĞ ďĞĞŶ ŵĂĚĞ ďĞĐĂƵƐĞ ǇŽƵ 
ƌĞĐĞŝǀĞĚ ŝŶĨŽƌŵĂƚŝŽŶ ƚŚƌŽƵŐŚ ĂŶ ĞŵĂŝů͕ Ă ďƌŽĐŚƵƌĞ ǇŽƵ ƌĞĐĞŝǀĞĚ ŝŶ ƚŚĞ ŵĂŝů͕ Ă ƚĞůĞǀŝƐŝŽŶ ĂĚǀĞƌƚŝƐĞŵĞŶƚ Žƌ Ă ĨĂĐĞ ƚŽ ĨĂĐĞ ƌĞĨĞƌƌĂů ƚŽ ĚŝƐĐƵƐƐ ƚŚĞ ƐƉĞĐŝĨŝĐ ƚǇƉĞƐ ŽĨ ƉƌŽĚƵĐƚƐ 
ĂǀĂŝůĂďůĞ ƚŽ ǇŽƵ ƚŽ ƚƌĞĂƚ ǇŽƵƌ ĐŽŶĚŝƚŝŽŶ͘ dŚĞ ƉĞƌƐŽŶ ǁŚŽ ǁŝůů ďĞ ƐƉĞĂŬŝŶŐ ǁŝƚŚ ǇŽƵ ƚŽ ĚŝƐĐƵƐƐ ǇŽƵƌ ŽƉƚŝŽŶƐ͕ ŝƐ ŝŶ ŶŽ ǁĂǇ ĞŵƉůŽǇĞĚ ďǇ Žƌ ĐŽŶƚƌĂĐƚĞĚ ǁŝƚŚ �D^͕ DĞĚŝĐĂƌĞ Žƌ ƚŚĞ 
&ĞĚĞƌĂů 'ŽǀĞƌŶŵĞŶƚ͘ �Ǉ ƉƌŽǀŝĚŝŶŐ ŵǇ ĞͲŵĂŝů ĂĚĚƌĞƐƐ Žƌ ƚĞůĞƉŚŽŶĞ ŶƵŵďĞƌ͕ / ĂŐƌĞĞ ƚŚĂƚ ŝĨ ŶĞĐĞƐƐĂƌǇ͕ Ă ƌĞƉƌĞƐĞŶƚĂƚŝǀĞ ŽŶ ďĞŚĂůĨ ŽĨ ǇŽƵƌ ŽĨĨŝĐĞ ŵĂǇ ĐŽŶƚĂĐƚ ŵĞ͘ 

KƵƌ ŽĨĨŝĐĞ ŵĂǇ ŽďƚĂŝŶ ĨƌŽŵ ƚŚĞ ƉĂƚŝĞŶƚ ĂŶĚ ƌĞƚĂŝŶ ŽŶ ĨŝůĞ Ă ůŝĨĞƚŝŵĞ ĂƵƚŚŽƌŝǌĂƚŝŽŶ ĨŽƌ ƚŚĞ ƐƵďŵŝƐƐŝŽŶ ŽĨ ĞƋƵŝƉŵĞŶƚ ƌĞŶƚĂů ĂŶĚͬŽƌ ƉƵƌĐŚĂƐĞ ĐůĂŝŵƐ ŝŶ ƚŚĞ ƉĂƚŝĞŶƚ͛Ɛ ďĞŚĂůĨ͘ tŚĞŶ Ă 
ďĞŶĞĨŝĐŝĂƌǇ͛Ɛ ƐŝŐŶĂƚƵƌĞ ŝƐ ƌĞƋƵŝƌĞĚ ĂŶĚ ŚĞͬƐŚĞ ŝƐ ƵŶĂďůĞ ƚŽ ƐŝŐŶ͕ ǁĞ ĐĂŶ ĂĐĐĞƉƚ ƚŚĞ ĨŽůůŽǁŝŶŐ͗ 
ͻ � ĚĞůŝǀĞƌǇ ƚŝĐŬĞƚ͕ ĞĚƵĐĂƚŝŽŶ ŵĂƚĞƌŝĂůƐ͕ ĂƐƐĞƐƐŵĞŶƚƐ͕ Žƌ ŽƚŚĞƌ ĚŽĐƵŵĞŶƚƐ ƐŝŐŶĞĚ ĂŶĚ ǁŝƚŶĞƐƐĞĚ ďǇ ĂŶŽƚŚĞƌ ƉĞƌƐŽŶ͘
ͻ �Ŷ �ĚǀĂŶĐĞĚ �ĞŶĞĨŝĐŝĂƌǇ EŽƚŝĐĞ ;��EͿ ƐŝŐŶĞĚ ďǇ ĂŶŽƚŚĞƌ ƉĞƌƐŽŶ͘ dŚĞ ƉĞƌƐŽŶ ƐŝŐŶŝŶŐ ƐŚŽƵůĚ ƐŝŐŶ ƉĂƚŝĞŶƚ͛Ɛ ŶĂŵĞ͕ ŚŝƐͬŚĞƌ ŽǁŶ ŶĂŵĞ͕ ĂŶĚ ƌĞůĂƚŝŽŶƐŚŝƉ ƚŽ ƚŚĞ ƉĂƚŝĞŶƚ͘
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HIPPA PRIVACY NOTICE 

Your Information. Your Rights. Our Responsibilities. 
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. 
“Protected health information “(PHI) is information about you, including demographic 
information, which may identify you or be used to identify you, and that relates to your past, 
present or future physical or mental health or condition, the provision of health care services, 
or the past, present or future payment for the provision of health care. 
Your Rights Regarding Your PHI 
You have the right to: 
Get a copy of your paper or electronic medical record 
Correct your paper or electronic medical record 
Request confidential communication 
Ask us to limit the information we share 
Get a list of those with whom we have shared your information 
Get a copy of this privacy notice 
Choose someone to act for you 
File a complaint if you believe your privacy rights have been violated 
Our Uses and Disclosures 
We may use and share your information as we: 
Treat you 
Run our organization 
Bill for your services 
Help with public health and safety issues 
Do research 
Comply with laws that may be in place now or in the future 
Your Rights 
When it comes to your health information, you have certain rights. This section 
explains your rights and some of our responsibilities to help you. 
Get an electronic or paper copy of your medical record 
You can ask to see or get an electronic or paper copy of your medical record and other health 
information we have about you. Ask us how to do this.We will provide a copy or a summary of 
your health information, usually within 30 days of your request. We may charge a reasonable, 
cost-based fee. 
Ask us to correct your medical record 
You can ask us to correct health information about you that you think is incorrect or 
incomplete. Ask us how to do this. We may say “no” to your request, but we will tell you why in 
writing within 60 days. 
Request confidential communications 
You can ask us to contact you in a specific way (for example, home or office phone) or to send 
mail to a different address. We will say “yes” to all reasonable requests. 
Ask us to limit what we use or share 
You can ask us not to use or share certain health information for treatment, payment, or our 
operations. We are not required to agree to your request, and we may say “no” if it would affect 
your care. If you pay for a service or health care item out-of-pocket in full, you can ask us 
not to share that information for the purpose of payment or our operations with your health 
insurer. We will say “yes” unless a law requires us to share that information. Get a list of those 
with whom we have shared information 
You can ask for a list (accounting) of the times we have shared your health information for six 
years prior to the date you ask, who we shared it with, and why. 
We will include all disclosures except for those about treatment, payment, and health care 
operations, and certain other disclosures (such as any you asked us to make). We will provide 
one accounting a year for free but will charge a reasonable, cost-based fee if you ask for another 
one within 12 months. 
Get a copy of this privacy notice 
You can ask for a paper copy of this notice at any time, even if you have agreed to 
receive the notice electronically. We will provide you with a paper copy promptly. Choose 
someone to act for you 
If you have given someone medical power of attorney or if someone is your legal guardian, that 
person can exercise your rights and make choices about your health information. 
We will make sure the person has this authority and can act for you before we take any action. 
File a complaint if you feel your rights are violated. You can complain if you feel we have violated 
your rights by contacting us  
You can file a complaint with the U.S. Department of Health and Human Services Office for Civil 
Rights by sending a letter to 200 Independence Avenue, S.W., Washington, D.C. 20201, calling 
1-877-696-6775, or visiting 
www.hhs.gov/ocr/privacy/hipaa/complaints/. 
We will not retaliate against you for filing a complaint. 
Your Choices 
For certain health information, you can tell us your choices about what we share. If ǇŽƵ ŚĂǀĞ Ă 
ĐůĞĂƌ ƉƌĞĨĞƌĞŶĐĞ ĨŽƌ ŚŽǁ ǁĞ ƐŚĂƌĞ ǇŽƵƌ ŝŶĨŽƌŵĂƚŝŽŶ ŝŶ ƚŚĞ ƐŝƚƵĂƚŝŽŶƐ ĚĞƐĐƌŝďĞĚ ďĞůŽǁ͕ ƚĂůŬ ƚŽ ƵƐ͘ 
dĞůů ƵƐ ǁŚĂƚ ǇŽƵ ǁĂŶƚ ƵƐ ƚŽ ĚŽ͕ ĂŶĚ ǁĞ ǁŝůů ĨŽůůŽǁ ǇŽƵƌ ŝŶƐƚƌƵĐƚŝŽŶƐ͘ /Ŷ ƚŚĞƐĞ ĐĂƐĞƐ͕ ǇŽƵ ŚĂǀĞ 
ďŽƚŚ ƚŚĞ ƌŝŐŚƚ ĂŶĚ ĐŚŽŝĐĞ ƚŽ ƚĞůů ƵƐ ƚŽ͗ 
^ŚĂƌĞ ŝŶĨŽƌŵĂƚŝŽŶ ǁŝƚŚ ǇŽƵƌ ĨĂŵŝůǇ͕ ĐůŽƐĞ ĨƌŝĞŶĚƐ͕ Žƌ ŽƚŚĞƌƐ ŝŶǀŽůǀĞĚ ŝŶ ǇŽƵƌ ĐĂƌĞ 
/Ĩ ǇŽƵ ĂƌĞ ŶŽƚ ĂďůĞ ƚŽ ƚĞůů ƵƐ ǇŽƵƌ ƉƌĞĨĞƌĞŶĐĞ͕ ĨŽƌ ĞǆĂŵƉůĞ ŝĨ ǇŽƵ ĂƌĞ ƵŶĐŽŶƐĐŝŽƵƐ͕ ǁĞ ŵĂǇ ŐŽ 
ĂŚĞĂĚ ĂŶĚ ƐŚĂƌĞ ǇŽƵƌ ŝŶĨŽƌŵĂƚŝŽŶ ŝĨ ǁĞ ďĞůŝĞǀĞ ŝƚ ŝƐ ŝŶ ǇŽƵƌ ďĞƐƚ ŝŶƚĞƌĞƐƚ͘ tĞ ŵĂǇ ĂůƐŽ ƐŚĂƌĞ ǇŽƵƌ 
ŝŶĨŽƌŵĂƚŝŽŶ ǁŚĞŶ ŶĞĞĚĞĚ ƚŽ ůĞƐƐĞŶ Ă ƐĞƌŝŽƵƐ ĂŶĚ ŝŵŵŝŶĞŶƚ ƚŚƌĞĂƚ ƚŽ ŚĞĂůƚŚ Žƌ ƐĂĨĞƚǇ͘ 

In these cases, we never share your information unless you give us written permission: Sharing of 
psychotherapy notes 
Our Uses and Disclosures 
IF you give us permission, how would we typically use or share your health information? We 
typically use or share your health information in the following ways. 
Treat you 
We can use your health information and share it with other professionals who are treating you. 
Example: Your physician and I may need to coordinate your care. 
Run our organization 
We can use and share your health information to run our practice, improve your care, and 
contact you when necessary. 
Example: We use health information about you to manage your treatment and services. Bill for 
your services 
We can use and share your health information to bill and get payment from health plans or other 
entities. Example: We give information about you to your health insurance plan so it will pay for 
your services. 
How else can we use or share your health information? 
We are allowed or required to share your information in other ways – usually in ways that 
contribute to the public good, such as public health and research. We have to meet many 
conditions in the law before we can share your information for these purposes. For more 
information see:www.hhs.gov/ 
ocr/privacy/hipaa/understanding/consumers/index.html. 
Help with public health and safety issues 
We can share health information about you for certain situations such as: 
Reporting suspected abuse, neglect, or domestic violence 
Preventing or reducing a serious threat to anyone’s health or safety 
 Do research 
We can use or share your information for health research. 
 Comply with the law 
We will share information about you if state or federal laws require it, including with the 
Department of Health and Human Services if it wants to see that we are complying with federal 
privacy law. 
We can use or share health information about you: 
For workers’ compensation claims 
For law enforcement purposes or with a law enforcement official 
With health oversight agencies for activities authorized by law 
For special government functions such as military, national security, and presidential protective 
services 
Respond to lawsuits and legal actions 
We can share health information about you in response to a court or administrative order 
Our Responsibilities 
We are required by law to maintain the privacy and security of your protected health 
information. We will let you know promptly if a breach occurs that may have compromised the 
privacy or security of your information. We must follow the duties and privacy practices 
described in this notice and give you a copy ŽĨ ŝƚ͘  We will not use or share your information other 
than as described here unless you tell us we can in writing. If you tell us we can, you may change 
your mind at any time. Let us know in writing if you change your mind. 
For more information, see: 
www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html. 
Changes to the Terms of this Notice 
We can change the terms of this notice, and the changes will apply to all information we 
have about you. The new notice will be available upon request. 
�ŽŶĨŝĚĞŶƚŝĂůŝƚǇ͕ �ůĞĐƚƌŽŶŝĐ DĞĚŝĂ͕ ĂŶĚ WƌŽƚĞĐƚĞĚ WĂƚŝĞŶƚ /ŶĨŽƌŵĂƚŝŽŶ ZĞƋƵŝƌĞĚ 'ƵŝĚĞůŝŶĞƐ͗ ,/W�� 
ĂŶĚ �ůĞĐƚƌŽŶŝĐ DĞĚŝĐĂů ZĞĐŽƌĚ �ĐĐĞƐƐ
ͻ Kur office Ɖersonneů ĂssigneĚ to eĂcŚ Ɖroũect/engĂgement Ăre reƋuireĚ to ĂttenĚ ĂnĚ 
Ěocument ĂttenĚĂnce Ăt ƉerioĚic H/WAA ĂnĚ ƉrotecteĚ ŚeĂůtŚ informĂtion Ɖroũect trĂining͘ 
�omƉůy ǁitŚ tŚe H/WAA �omƉůiĂnce WrogrĂm͕ Kur office comƉůiĂnce Ɖoůicies regĂrĚing H/WAA͕ 
WH/͕ EWH/ Ăs ǁeůů Ăs reƉort Ăny vioůĂtions of tŚese to tŚe Ɖroũect comƉůiĂnce coorĚinĂtor 
immeĚiĂteůy ͻ�omƉůy ǁitŚ Ăůů ĚĂtĂ Ɖrotection Ɖoůicies ͻEncryƉt Ăny moďiůe Ěevice tŚĂt contĂins 
confiĚentiĂů ĚĂtĂ ͻEnsure tŚĂt Ăůů WH/ sent over tŚe /nternet is ĂůǁĂys encryƉteĚ ďefore it is sent 
ͻ�estroy Ăny WH/ or W// tŚĂt you ŚĂve ;eůectronic or ŚĂrĚ coƉyͿ from Ăny Ɖrevious cůients unůess 
you neeĚ tŚe WH/ or W// to continue to Ɖerform ǁorŬ for tŚĂt cůientͻAvoiĚ storing Ăny WH/ on 
your ůĂƉtoƉ͕ �ůĂcŬďerry͕ moďiůe ƉŚone͕ or otŚer ƉortĂďůe eƋuiƉment ǁŚenever Ɖossiďůe ʹ for 
current or Ɖrevious cůientsͻ/ncůuĚe ͞WH/͟ Ăt tŚe ďeginning of tŚe fiůe nĂme of Ăůů Ěocuments tŚĂt 
contĂin WH/͕ ĂnĚ ƉůĂce sucŚ Ěocuments in Ă fiůe foůĚer tŚĂtΖs nĂme ďegins ǁitŚ tŚe ůetters ͞WH/͟ 
�ocument eǆĂmƉůe͗ WH/ �H/ AW &iůe ϬϭϭϭϭϬ͘ǆůs &oůĚer eǆĂmƉůe͗ WH/ &iůes :oŚn SmitŚ ͻEever use 
ĂnotŚer Ɖerson͛s ůogon nĂme or creĚentiĂůs to Ăccess cůient or Huron systems Ăt Ăny time ͻhse 
ƉŚysicĂů cĂďůe ůocŬs to ůocŬ Ěoǁn ůĂƉtoƉs Ăt Kur office offices ĂnĚ cůient sites ͻWŚysicĂůůy cĂrry 
your >ĂƉtoƉ ǁitŚ you Ăt Ăůů times if you cĂnnot secureůy tetŚer your ůĂƉtoƉ ǁitŚ Ă cĂďůe ůocŬ to Ă 
secureĚ ĚesŬ or trunŬ of your veŚicůe ͻ>ocŬ our ůĂƉtoƉ ǁitŚ usernĂme/ƉĂssǁorĚ ǁŚen ůeĂving it 
unĂttenĚeĚ HoůĚ tinĚoǁs Ŭey ĂnĚ tĂƉ tŚe > Ŭey �trů͕ Aůt͕ �eů tŚen seůect >ocŬ �omƉuter 
ͻKďtĂin ƉrivĂcy screens tŚĂt ůimit vieǁƉoint ǁŚen trĂveůing or ǁorŬing in oƉen ǁorŬ ĂreĂs 
ͻ�ontĂct /d SuƉƉort immeĚiĂteůy foůůoǁing trĂining if you neeĚ Ă ƉrivĂcy screen ;ƉroviĚe your 
ůĂƉtoƉ moĚeůͿ ͻSŚreĚ Ěocuments ǁŚen no ůonger neeĚeĚ ʹ sŚreĚĚers or ďins ůocĂteĚ in ϮnĚ 
fůoor �SZ office Ăre reƋuireĚ Ăt cůient sites ͻWroũect teĂm memďers must reƉort ůost or stoůen 
tecŚnoůogy immeĚiĂteůy ͻWersonneů must immeĚiĂteůy notify /d SuƉƉort ͻAĚĚitionĂů ƉroceĚures 
mĂy ďe reƋuireĚ Ăfter ůoss/tŚeft Ěiscůosure͘  /f tŚe eƋuiƉment ǁĂs stoůen͕ tŚe emƉůoyee must 
Ăůso notify tŚe ĂƉƉroƉriĂte Ɖoůice Ăgency ĂnĚ ƉroviĚe Ă coƉy of tŚe Ɖoůice reƉort to Kur office 
mĂnĂgement ͻdeĂm memďers must Ăůso immeĚiĂteůy notify tŚeir DĂnĂger͘ 
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Confidentiality Policy regarding protection of Personal Health Information (PHI) and/or Electronic Personal Health Information (EPHI) 

Return Policy 
KƵƌ ŶƵŵďĞƌ ŽŶĞ ƉƌŝŽƌŝƚǇ ŝƐ ƚŽ ŵĂŬĞ ƐƵƌĞ ŽƵƌ ĐƵƐƚŽŵĞƌƐ ĂƌĞ ƐĂƚŝƐĨŝĞĚ ĂŶĚ ĂƐ ƐƵĐŚ ǁĞ ƚƌǇ ƚŽ ŚĞůƉ ǇŽƵ ŽƌĚĞƌ ƚŚĞ ƌŝŐŚƚ ƉƌŽĚƵĐƚ ĨŽƌ ǇŽƵƌ ŶĞĞĚƐ͘ tĞ ƵŶĚĞƌƐƚĂŶĚ ƚŚĂƚ ŽĐĐĂƐŝŽŶĂůůǇ ǇŽƵ ŵĂǇ ƌĞĐĞŝǀĞ Ă ƉƌŽĚƵĐƚ 
ƚŚĂƚ ĚŽĞƐ ŶŽƚ ǁŽƌŬ ŽƵƚ ĨŽƌ ǇŽƵ͕ ƚŚĞƌĞĨŽƌĞ ŵĞƌĐŚĂŶĚŝƐĞ ŵĂǇ ďĞ ĂĐĐĞƉƚĞĚ ĨŽƌ ĞǆĐŚĂŶŐĞ Žƌ ƌĞĨƵŶĚ ǁŝƚŚŝŶ ϯϬ ĚĂǇƐ ŽĨ ƉƵƌĐŚĂƐĞ ǁŚĞŶ ĂĐĐŽŵƉĂŶŝĞĚ ďǇ ƐĂůĞƐ ƌĞĐĞŝƉƚ͘ dŽ ƌĞĐĞŝǀĞ Ă ƌĞĨƵŶĚ͕ ŝƚĞŵ ŵƵƐƚ ďĞ ŶĞǁ 
ĂŶĚ ŝŶ ƚŚĞ ŽƌŝŐŝŶĂů ƉĂĐŬĂŐŝŶŐ͘ ZĞĨƵŶĚƐ ĂƌĞ ƐƵďũĞĐƚ ƚŽ ŵĂŶĂŐĞŵĞŶƚ ĚŝƐĐƌĞƚŝŽŶ͘ dŽ ĞŶƐƵƌĞ ƚŚĞ ƐĂĨĞƚǇ͕ ŚĞĂůƚŚ ĂŶĚ ǁĞůĨĂƌĞ ŽĨ ŽƵƌ DĞĚŝĐĂů �ƋƵŝƉŵĞŶƚ ƉĂƚŝĞŶƚƐ͖ ŽǆǇŐĞŶ ĐŽŶƚĞŶƚƐ͕ ĞŶƚĞƌĂů ŶƵƚƌŝƚŝŽŶ 
ƉƌŽĚƵĐƚƐ͕ĐƵƐŚŝŽŶƐ͕ ƐŚŽǁĞƌ ĐŚĂŝƌƐ͕ ďĂƚŚ ƉƌŽĚƵĐƚƐ͕ ŚĂŶĚ ĐǇĐůĞƐ͕ ƐŽŵĞ ǁŚĞĞůĐŚĂŝƌƐ͕ ĐƵƐƚŽŵ ǁŚĞĞůĐŚĂŝƌƐ ĂŶĚ ƚƌĂŶƐĨĞƌ ďŽĂƌĚƐ ĂŶĚ ĚŝƐƉŽƐĂďůĞ ŝƚĞŵƐ �Z� EKd ĂĐĐĞƉƚĞĚ ĨŽƌ ƌĞƚƵƌŶ͕ ƌĞĨƵŶĚ͕ Žƌ ĐƌĞĚŝƚ͘ /Ĩ ǇŽƵ 
ƌĞĐĞŝǀĞĚ Ă ƐƵďƐƚĂŶĚĂƌĚ Žƌ ŝŶĂƉƉƌŽƉƌŝĂƚĞ ŝƚĞŵ ƚŚĂƚ ǁĂƐ ĐŽǀĞƌĞĚ ďǇ ǇŽƵƌ ŝŶƐƵƌĂŶĐĞ Ăƚ ƚŚĞ ƚŝŵĞ ŝƚ ǁĂƐ ĨŝƚƚĞĚ͕ ƌĞŶƚĞĚ͕ Žƌ ƐŽůĚ͕ ƉůĞĂƐĞ ĐŽŶƚĂĐƚ ŽƵƌ ŽĨĨŝĐĞ ƚŽ ĂƌƌĂŶŐĞ ĨŽƌ ƌĞƚƵƌŶ Žƌ ƌĞƉůĂĐĞŵĞŶƚ ŽĨ ƚŚĂƚ ŝƚĞŵ͘ 

^ŽŵĞ ŵĂŶƵĨĂĐƚƵƌĞƌƐ ǁŝůů ŶŽƚ ĂůůŽǁ ƌĞƚƵƌŶƐ Žƌ ĞǆĐŚĂŶŐĞƐ Žƌ ŵĂǇ ĐŚĂƌŐĞ Ă ƌĞƐƚŽĐŬŝŶŐ ĨĞĞ ŽŶ ĐĞƌƚĂŝŶ ƉƌŽĚƵĐƚƐ ƐŽ ŝƚ ŝƐ ǀĞƌǇ ŝŵƉŽƌƚĂŶƚ ƚŽ ƐƉĞĂŬ ǁŝƚŚ �ƵƐƚŽŵĞƌ ^ĞƌǀŝĐĞ ŝĨ ǇŽƵ ŚĂǀĞ ĂŶǇ ƋƵĞƐƚŝŽŶƐ ƉƌŝŽƌ ƚŽ 
ƌĞƚƵƌŶŝŶŐ ĂŶǇ ŝƚĞŵ͘ WůĞĂƐĞ ĐĂůů ŽƵƌ ĐƵƐƚŽŵĞƌ ƐĞƌǀŝĐĞ ĚĞƉĂƌƚŵĞŶƚ  ƚŽ ŐĞƚ Ă ZĞƚƵƌŶ �ƵƚŚŽƌŝǌĂƚŝŽŶ ŶƵŵďĞƌ͘ 
Non Damaged Merchandise Return Policy  
dŽ ƋƵĂůŝĨǇ ĨŽƌ Ă ƌĞƚƵƌŶ 
• zŽƵ ŵƵƐƚ ĐŽŶƚĂĐƚ ƵƐ ǁŝƚŚŝŶ ƚŚĞ  ĨŝƌƐƚ ϯϬ ĚĂǇƐ ŽĨ ƌĞĐĞŝǀŝŶŐ ƚŚĞ ƉƌŽĚƵĐƚ͘
• WƌŽĚƵĐƚ ŵƵƐƚ ďĞ ƌĞƚƵƌŶĞĚ ŝŶ ŝƚƐ ŽƌŝŐŝŶĂů ƉĂĐŬĂŐŝŶŐ͘ĂŶĚ ƉĂĐŬĂŐŝŶŐ ŵƵƐƚ ŶŽƚ ďĞ ĚĞƐƚƌŽǇĞĚ ĂŶĚ ƚŚĞ ŝƚĞŵ ŵƵƐƚ ŶŽƚ ďĞ ĚĂŵĂŐĞĚ͘ dŚĞ ƉƌŽĚƵĐƚ ŵƵƐƚ ďĞ ŝŶ ŶĞǁ͕ ƌĞƐĂůĂďůĞ ĐŽŶĚŝƚŝŽŶ͘ /ƚ ŵƵƐƚ ŶŽƚ 

ŚĂǀĞ ĂŶǇ ĐƌĂĐŬƐ͕ ƐĐƌĂƚĐŚĞƐ͕ ĚĂŵĂŐĞ͕Ěŝƌƚ Žƌ ƉĞƌŵĂŶĞŶƚ ŵĂƌŬƐ͘ �ƌĂĐĞƐ ŵƵƐƚ ŶŽƚ ďĞ ǁŽƌŶ͘
• /Ŷ ĐĞƌƚĂŝŶ ĐŝƌĐƵŵƐƚĂŶĐĞƐ͕ ǇŽƵ ŵĂǇ ďĞ ƌĞƐƉŽŶƐŝďůĞ ĨŽƌ ƚŚĞ ƌĞƚƵƌŶ ƐŚŝƉƉŝŶŐ ĐŽƐƚ͘ dŽ ƉƌŽƚĞĐƚ ǇŽƵƌƐĞůĨ͕ ƵƐĞ Ă ĚĞůŝǀĞƌǇ ƐĞƌǀŝĐĞ ƚŚĂƚ ŚĂƐ Ă ƚƌĂĐŬŝŶŐ η ĂŶĚ ŝŶƐƵƌĂŶĐĞ͘ � ƌĞĨƵŶĚ ǁŝůů ŶŽƚ ďĞ ŝƐƐƵĞĚ ŽŶ 

ŵĞƌĐŚĂŶĚŝƐĞ ƚŚĂƚ ŝƐ ŶŽƚ ƌĞĐĞŝǀĞĚ ďǇ ŽƵƌ ŽĨĨŝĐĞ Žƌ ůŽƐƚ ďǇ ƚŚĞ ĐĂƌƌŝĞƌ ĂŶĚ ĐĂŶŶŽƚ ďĞ ƚƌĂĐŬĞĚ͘ �Ğ ƐƵƌĞ ƚŽ ǀĞƌŝĨǇ ǁŚĂƚ ĂĚĚƌĞƐƐ ǇŽƵ ƐŚŽƵůĚ ƌĞƚƵƌŶ ƚŚĞ ŝƚĞŵ ƚŽ ƐŽ ƚŚĞƌĞ ĂƌĞ ŶŽ ŝƐƐƵĞƐ ǁŝƚŚ ůŽƐƚ 
ƉƌŽĚƵĐƚ͘
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�DS DeĚicĂre �urĂďůe DeĚicĂů EƋuiƉment͕ KrtŚotics͕ ĂnĚ SuƉƉůies ;�DEWKSͿ SuƉƉůier StĂnĚĂrĚs   DE�/�AZE �DEWKS ShWW>/EZ SdAE�AZ�S 
�D�WK^ ƐƵƉƉůŝĞƌƐ ŚĂǀĞ ƚŚĞ ŽƉƚŝŽŶ ƚŽ ĚŝƐĐůŽƐĞ ƚŚĞ ĨŽůůŽǁŝŶŐ ƐƚĂƚĞŵĞŶƚ ƚŽ ƐĂƚŝƐĨǇ ƚŚĞ ƌĞƋƵŝƌĞŵĞŶƚ ŽƵƚůŝŶĞĚ ŝŶ ^ƵƉƉůŝĞƌ ^ƚĂŶĚĂƌĚ Ύϭϲ ŝŶ ůŝĞƵ ŽĨ ƉƌŽǀŝĚŝŶŐ Ă ĐŽƉǇ 
ŽĨ ƚŚĞ ƐƚĂŶĚĂƌĚƐ ƚŽ ƚŚĞ ďĞŶĞĨŝĐŝĂƌǇ͘ Ύϭϲ͘ � ƐƵƉƉůŝĞƌ ŵƵƐƚ ĚŝƐĐůŽƐĞ ƚŚĞƐĞ ƐƚĂŶĚĂƌĚƐ ƚŽ ĞĂĐŚ ďĞŶĞĨŝĐŝĂƌǇ ŝƚ ƐƵƉƉůŝĞƐ Ă DĞĚŝĐĂƌĞͲĐŽǀĞƌĞĚ ŝƚĞŵ͘ dŚĞ ƉƌŽĚƵĐƚƐ ĂŶĚͬ
Žƌ ƐĞƌǀŝĐĞƐ ƉƌŽǀŝĚĞĚ ƚŽ ǇŽƵ ďǇ ŽƵƌ ŽĨĨŝĐĞ ĂƌĞ ƐƵďũĞĐƚ ƚŽ ƚŚĞ ƐƵƉƉůŝĞƌ ƐƚĂŶĚĂƌĚƐ ĐŽŶƚĂŝŶĞĚ ŝŶ ƚŚĞ &ĞĚĞƌĂů ƌĞŐƵůĂƚŝŽŶƐ ƐŚŽǁŶ Ăƚ ϰϮ �ŽĚĞ ŽĨ &ĞĚĞƌĂů ZĞŐƵůĂƚŝŽŶƐ 
^ĞĐƚŝŽŶ ϰϮϰ͘ϱϳ;ĐͿ͘ dŚĞƐĞ ƐƚĂŶĚĂƌĚƐ ĐŽŶĐĞƌŶ ďƵƐŝŶĞƐƐ ƉƌŽĨĞƐƐŝŽŶĂů ĂŶĚ ŽƉĞƌĂƚŝŽŶĂů ŵĂƚƚĞƌƐ ;Ğ͘Ő͘ ŚŽŶŽƌŝŶŐ ǁĂƌƌĂŶƚŝĞƐ ĂŶĚ ŚŽƵƌƐ ŽĨ ŽƉĞƌĂƚŝŽŶͿ͘ dŚĞ ĨƵůů ƚĞǆƚ ŽĨ 

ƚŚĞƐĞ ƐƚĂŶĚĂƌĚƐ ĐĂŶ ďĞ ŽďƚĂŝŶĞĚ Ăƚ ŚƚƚƉ͗ͬͬǁǁǁ͘ĞĐĨƌ͘ŐŽǀ͘ hƉŽŶ ƌĞƋƵĞƐƚ ǁĞ ǁŝůů ĨƵƌŶŝƐŚ ǇŽƵ Ă ǁƌŝƚƚĞŶ ĐŽƉǇ ŽĨ ƚŚĞ ƐƚĂŶĚĂƌĚƐ͘ 

/Ĩ ĂƉƉƌŽǀĞĚ͕ ǇŽƵ ŵƵƐƚ ǁƌŝƚĞ ƚŚĞ Z� ŶƵŵďĞƌ ǇŽƵ ƌĞĐĞŝǀĞ ĨƌŽŵ ŽƵƌ ŽĨĨŝĐĞ ŽŶ ƚŚĞ ŽƵƚƐŝĚĞ ŽĨ ƚŚĞ ƉĂĐŬĂŐĞ ǇŽƵ ĂƌĞ ƌĞƚƵƌŶŝŶŐ͘

Return ^hiƉƉing 
ΎΎWůĞĂƐĞ ŶŽƚĞ ƚŚĂƚ ƌĞƚƵƌŶƐ ŵĂǇ ŐŽ ďĂĐŬ ƚŽ Ă ĚŝĨĨĞƌĞŶƚ ůŽĐĂƚŝŽŶ ƚŚĂŶ ƚŚĞǇ ŽƌŝŐŝŶĂƚĞĚ ĨƌŽŵ͕ ƚŚĞ ůŽĐĂƚŝŽŶ ǁŝůů ďĞ ŝŶĚŝĐĂƚĞĚ ǁŚĞŶ ŽďƚĂŝŶŝŶŐ Ă ZĞƚƵƌŶ �ƵƚŚŽƌŝǌĂƚŝŽŶ ŶƵŵďĞƌ͘ 

ReĨunds 
ZĞĨƵŶĚƐ ǁŝůů ďĞ ŝƐƐƵĞĚ ŽŶĐĞ ƚŚĞ ƉƌŽĚƵĐƚ ŚĂƐ ďĞĞŶ ƌĞĐĞŝǀĞĚ ďǇ ŽƵƌ ŽĨĨŝĐĞ ĂŶĚ ĨŽƵŶĚ ƚŽ ďĞ ŝŶ ƐĂƚŝƐĨĂĐƚŽƌǇ ĐŽŶĚŝƚŝŽŶ ĂƐ ƐƚĂƚĞĚ ǁŝƚŚŝŶ ƉƌŽǀŝĚĞĚ ƚŚĂƚ Ăůů ƉƌŽǀŝƐŝŽŶƐ ŚĂǀĞ ďĞĞŶ ŵĞƚ͘ 

�omƉůĂint/'rievĂnce WroceĚure 
tĞ ĞŶĐŽƵƌĂŐĞ ƉĂƚŝĞŶƚƐ ƚŽ ǀŽŝĐĞ ƚŚĞŝƌ ĐŽŶĐĞƌŶƐ ĂŶĚ ĂůůŽǁ ŽƵƌ ƐƚĂĨĨ ƚŚĞ ŽƉƉŽƌƚƵŶŝƚǇ ƚŽ ƌĞƐŽůǀĞ ĂŶǇ ƉƌŽďůĞŵƐ Žƌ ŐƌŝĞǀĂŶĐĞƐ ƚŚĂƚ ŵĂǇ ĂƌŝƐĞ͘ In our ongoing efforts to systematically improve the 
level of service and manner in which we provide you our services, we have a system for resolution of complaints in accordance with CMS supplier standards and our State. We welcome your 
comments and suggestions and view them as opportunities to improve our overall level of service. You have the right to freely voice grievances/complaints and make recommendations/
suggestions regarding care and/or services without fear of reprisal or unreasonable interruption of service. We want you to always be satisfied with the products and services that you receive 
from our company. If, at any time, you are concerned, have a problem, or wish to voice a grievance you may do so without fear of reprisal.  Please speak with our office manager to make a 
complaint or suggestion. Your complaints/suggestion will be logged (in the required complaint log book) and an incident report will be issued by the office manager and mailed to you within 
24 hours of receipt of complaint. The incident report will describe the incident/complaint or suggestion, describe steps taken to correct it and allow you an opportunity to suggest or request 
additional steps you would like taken to further correct the matter. 

dŚe ŵanaŐer ǁill inǀesƚiŐaƚe ǇŽur Őrieǀance͕ ǁiƚŚin ϳϮ ŚŽurs ŽĨ receiƉƚ and ŵaŬe eǀerǇ reasŽnaďle eĨĨŽrƚ ƚŽ resŽlǀe ƚŚe cŽncern ƚŽ Žur ŵuƚual saƚisĨacƚiŽn͘ te ǁill resƉŽnd ƚŽ all 
ƚeleƉŚŽne calls in Ĩiǀe ;ϱͿ daǇs and aƚƚeŵƉƚ ƚŽ resŽlǀe cŽŵƉlainƚs ǁiƚŚin ĨŽurƚeen ;ϭϰͿ daǇs͘ 

tĞ ƉƌŽŵŽƚĞ ŽƉĞŶ ĐŽŵŵƵŶŝĐĂƚŝŽŶ ďĞƚǁĞĞŶ ƉĂƚŝĞŶƚƐ ĂŶĚ ƐƚĂĨĨ͘ WĂƚŝĞŶƚƐ ĂƌĞ ĨƌĞĞ ƚŽ ǀŽŝĐĞ ƚŚĞŝƌ ĐŽŵƉůĂŝŶƚ ƌĞŐĂƌĚŝŶŐ ƉŽůŝĐŝĞƐ͕ ĐĂƌĞ͕ Žƌ ƐĞƌǀŝĐĞƐ ĂŶĚ ƌĞĐŽŵŵĞŶĚ ĐŚĂŶŐĞƐ ǁŝƚŚŽƵƚ ĐŽĞƌĐŝŽŶ͕ 
ĚŝƐĐƌŝŵŝŶĂƚŝŽŶ͕ ƌĞƉƌŝƐĂů͕ Žƌ ƵŶƌĞĂƐŽŶĂďůĞ ŝŶƚĞƌƌƵƉƚŝŽŶ ŽĨ ĐĂƌĞ Žƌ ƐĞƌǀŝĐĞƐ͘ ^ƵƉƉůŝĞƌ ƌĞĐĞŝǀĞƐ͕ ŝŶǀĞƐƚŝŐĂƚĞƐ͕ ĂŶĚ ƌĞƐƉŽŶĚƐ ƚŽ Ăůů ĐŽŵƉůĂŝŶƚƐ ĂŶĚ ƌĞĐŽŵŵĞŶĚĂƚŝŽŶƐ ƌĞĐĞŝǀĞĚ ĨƌŽŵ ƉĂƚŝĞŶƚƐ͘ dŽ 
ĂƐƐŝƐƚ ŝŶ ĂĐĐŽŵŵŽĚĂƚŝŶŐ ƚŚĞ ŶĞĞĚƐ ŽĨ ŽƵƌ ƉĂƚŝĞŶƚƐ͕ Ă �ƵƐƚŽŵĞƌ �ŽŵŵƵŶŝĐĂƚŝŽŶ >ŽŐ ĨŽƌŵ ŝƐ ůŽĐĂƚĞĚ ďĞůŽǁ͘ We look forward to successfully meeting your needs. If after this process is 
completed you are not satisfied, please ask to speak with the ŵĂŶĂŐĞƌ Žƌ ,/W�� �ŽŵƉůŝĂŶĐĞ KĨĨŝĐĞƌ. If your complaint remains unresolved, you may speak with the vice president of 
operations and/or president. If your complaint remains unresolved, ǇŽƵ ŵĂǇ ǀŽŝĐĞ Ă ĐŽŵƉůĂŝŶƚ ǁŝƚŚ ĂŶǇ ŽĨ ƚŚĞƐĞ ĂŐĞŶĐŝĞƐ ůŝƐƚĞĚ ďĞůŽǁ Ăƚ ĂŶǇƚŝŵĞ͘ dhe DOJ Elder Affairs Locator at 
1-800-677-1116, Visit the Victim Connect Resource Center online, or call the Victim Connect hotline at 1-855-4VICTIM (1-855-484-2846). CMS 800-633-4227. The OIG ŚŽƚ ůŝŶĞ 800-447-8477. 
Our Accrediting Organization is _________________ and you may call them at _______________.   We have an ongoing monitoring system of this policy. 

EecessiƚǇ and ZeasŽnaďleness͗ 
Although an item may be classified as Durable Medical Equipment (DME), it may not be covered in every instance. The equipment must also be necessary and reasonable for treating the 
illness and injury, or must improve the functioning of a malformed body part in order to be considered covered. Payment of equipment that does not reasonably perform a therapeutic 
function for an individual cannot be authorized. Furthermore, when the type of equipment furnished substantially exceeds what is required for the treatment of the illness or injury involved, 
payment will be reduced to the least expensive equipment that will meet the patient’s needs.
Waƚienƚ >iaďiliƚǇ ĨŽr EŽn-CŽǀered ^erǀices͗ 
When assignment is accepted or not accepted on a claim, suppliers may bill beneficiaries for services that are denied as non-covered services. While assignment agreement prohibits suppliers 
from collecting more than their insurance’s allowable charge for covered services, it does not prohibit billing for non-covered services. Billing for non-covered services applies to services that 
are never covered by one’s insurance such as services that are occasionally denied as “not medically reasonable and necessary”. When accepting assignment before furnishing services which 
our office believes is excluded from coverage as not  “reasonable and necessary”, we will inform the beneficiary of the non-covered services. For services rendered prior to receiving 
documentation to determine if services are excluded from coverage, the will then inform the patient of the charge for this item. It will be necessary to have a waiver for liability signed to 
protect the against possible liability for the service under the waiver of liability provision.
Zental �Ƌuipment͗ 
Customers are responsible for routine maintenance and cleaning of rented equipment according to the instructions provided by the initial set-up. Service, parts, and labor are provided free of 
charge on active rental equipment (except in the case of misuse or abuse). If the rental equipment has been damaged through misuse or abuse, the maintenance and repair costs become the 
patient/client responsibility. Rental equipment becomes patient owned once the number of months on rental meet your insurance company’s purchase price. If you are unsure if your 
equipment is still renting, contact our office at the above for more information.
WurcŚased �Ƌuipment͗ 
New or used equipment for purchase or rental covered by an insurance payer is subject to the manufacturer’s warranty from the date of initial set up for the specific patient. Refer to the 
warranty information provided with the item at the time of purchase. Used equipment purchased from our office by an individual versus an insurances has a 90-day warranty. 
^erǀice and Zepair͗ 
Service and repair on equipment purchased from our office that is no longer covered by manufacturer’s warranty will be subject to current labor charges. The customer will be informed of 
their responsibilities regarding the ongoing care and service of the equipment and will be provided with maintenance instructions and how to obtain any necessary services. All service and 
repair must be scheduled by calling our office during regular business hours. 

Copy to Patient



WƌŽǀŝĚĞƌ EĂŵĞ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 
�ĚĚƌĞƐƐ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 
WŚŽŶĞ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

If you or someone you know are a victim of abuse or neglect� please contact the appropriate agency listed below

State Elder Abuse Hotline
Alabama 1-800-458-7214
Alaska 1-800-478-9996
Arizona 1-877-767-2385
Arkansas 1-800-482-8049
California 1-800-231-4024
Colorado 1-844-264-5437
Connecticut 1-888-385-4225
Delaware 1-800-223-9074
Florida 1-800-962-2873
Georgia 1-888-774-0152
Hawaii 1-808-832-5115
Idaho 1-877-456-1233
Illinois  -800-252-8966
Indiana 1-800-992-6978
Iowa 1-800-362-2178
Kansas 1-800-922-5330
Kentucky 1-877-228-7384
Louisiana 1-800-898-4910
Maine 1-800-624-8404
Maryland 1-800-917-7383
Massachusetts 1-800-922-2275
Michigan 1-855-444-3911
Minnesota 1-844-880-1574
Mississippi 1-800-222-8000
Missouri 1-800-392-0210
Montana 1-844-277-9300
Nebraska? 1-800-652-1999
Nevada 1-888-729-0571
New Hampshire 1-800-949-0470
New Jersey 1-877-582-6995
New Mexico 1-866-654-3219
New York 1-800-342-3009
North Carolina 1-800-662-7030
North Dakota 1-855-462-5465
Ohio Contact local county Department of Job and Family Services
Oklahoma 1-800-522-3511
Oregon 1-855-503-7233
Pennsylvania 1-800-490-8505
Rhode Island 1-401-462-0555
South Carolina 1-888-CARE4US (1-888-227-3487)
South Dakota 1-877-244-0864
Tennessee 1-888-277-8366
Texas 1-800-252-5400
Utah 1-800-371-7897
Vermont 1-800-564-1612
Virginia 1-888-832-3858
Washington 1-866-363-4276
West Virginia 1-800-352-6513
Wisconsin Contact local county Department of Human Services
Wyoming 1-800-457-3659



Watient ZigŚts  
dŚe folloǁing is a summary of your applicaďle rigŚts under federal laǁ  
•You have the right to freely choose a facility, physician or other health care provider.
•You have the right to obtain the name and specialty of the doctor or other person responsible for your care or the coordination of your care.
•You have a right to confidentiality of all records and communications concerning your medical history and treatment to the extent provided by law.
•You have the right to have all reasonable requests responded to promptly and adequately.
•You have the right to receive an explanation as to the relationship, if any, of our facility to any other health care facility or education institution insofar as our relationship 
relates to your care or treatment. 
•You have the right to receive a copy of any rules or regulations of this facility which may apply to your conduct as a patient.
•You have a right to receive and request information about financial assistance and free health care.
•You have a right upon request to inspect your medical records, request an amendment to, or receive an accounting of your disclosures regarding personal health information, 
and for a reasonable fee, receive a copy of your record.
•You have a right to receive a free copy of your medical record if you show that your request is to support a claim or appeal under any provision of the Social Security Act in 
any federal or state financial needs-based benefit program. 
•You have a right to refuse to be examined, observed or treated by any facility staff as long as this does not jeopardize your access to care. 
•You have a right to personal dignity and to privacy during medical treatment or other rendering of care within the capacity of this facility.
•You have a right to informed consent to the extent provided by law.
•You have a right upon request to receive a copy of an itemized bill or other statement of charges submitted to any third party by our facility for your care and to have a copy of 
said itemized bill or statement sent to your physician. 
•You have a right to be informed, both orally and in writing, in advance of service/care being provided, of the charges, including payment for service/ care expected from third 
parties and any charges for which you may be responsible. 
•You have a right to receive appropriate service/care without discrimination in accordance with your physician’s orders.
•You have a right to be informed of our facility’s policies and procedures regarding the disclosure of clinical records (please see Notice of Privacy Practices).
•You have a right to be able to identify visiting staff members of our facility through proper identification.
•You have a right to be informed of any financial benefits when referred to an organization.
•You have a right to be fully informed of your responsibilities.
•You have a right to be informed of our facility’s service/care limitations.
•You have a right to voice grievances /complaints regarding your treatment or care, lack of respect of property or recommend changes in policy, staff or service/care 
without restraint, interference, coercion, discrimination, or reprisal. 
•You have a right to have grievances/complaints regarding treatment or care that is (or fails to be) furnished, or lack of respect of property investigated.

Patient Responsibilities 
•Responsibility as a customer/patient of to inform us of any changes to your address, telephone, physician, prescription, and payor or insurance 
information/eligibility. This is important to ensure timely receipt of orders and to prevent any interruption in service or care. It is also important that you inform us of any 
changes to your insurance coverage or eligibility.
•Responsibility to call each month to place your order if refills are needed. We suggest you call at least a week ahead to ensure that you do not run out of your supplies. We 
strive for timely processing of all orders, however, please allow 2-3 business days for delivery of orders. 
•Responsibility to request the necessary paperwork and/or prescriptions from your doctor. We will do our best to work with you and your physician in obtaining all required 
paperwork, however, we ask that you initiate a request so that we are not held liable to accusations of soliciting or making unqualified requests. 
•Responsibility to provide accurate and complete information about present complaints, past illnesses, hospitalizations, medications, and other matters relating to his or her 
health. To report perceived risks in their care and unexpected changes in his or her condition. To follow the care, treatments, and services as planned. 
•Responsibility to obtain and retain the name and specialty of the doctor or other person responsible for your care or the coordination of your care. 
•Responsibility to provide accurate and complete information about present complaints, past illnesses, hospitalizations, medications, and other matters relating to his or her 
health. 
•Responsibility to report perceived risks in their care and unexpected changes in his or her condition.
•Responsibility to help Our office understand his or her environment by providing feedback about service needs and expectations.
•Responsibility to ask questions when he or she does not understand care, treatments, and services or expectations.
•Responsibility to follow the care, treatments, and services as planned.
•Responsibility for the outcomes if he or she does not follow Our office care, treatments, and services.
•Responsibility to follow Our office rules and regulations.
•Responsibility to be considerate of Our office staff and property.
•Responsibility to meet any financial obligation agreed to with Our office. 

WƌŽǀŝĚĞƌ EĂŵĞ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 
�ĚĚƌĞƐƐ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 
WŚŽŶĞ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
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EPerJenc\ Preparedness
The supplier has an emergency-preparedness plan to provide continuing care or services in the event of an emergency that interrupts patient care or services 
and encourages you to do the same.  

<our emergency-preparedness planning should include: 
• Having someone designated to check on you if an emergency situation occurs;
• Determine a primary evacuation route and alternatives;
• Arrange for a friend or relative in another town to be a communications contact for the extended family;
• Make a habit of tuning in to daily weather forecasts and be aware of changing conditions;
• )ind out where the main utility switches are and assign someone to turn them off in an emergency or disaster;
• Have a flashlight nearby and extra batteries for power outages;
• .eep extra blankets on hand if the heat goes off;
• Try to keep a back-up supply of medications on hand and rotate them so they don’t expire;If you have oxygen or other medical equipment, be 

sure you have a back-up source in case of a disaster;
• Always keep a list of emergency phone numbers on hand, including the number for our office.

InIection Control in the HoPe 
*HQHUDO IQIRUPDWLRQ

• Contact with infected body fluids, such as blood, urine, feces, mucus, or the droplets that are sprayed into the air when a person coughs or sneezes can 
spread illness from one person to another. Sometimes infections are spread through items that have been contaminated by drainage from infected sores, 
or discharge from the nose, mouth, or eyes. 

• Controlling the spread of infections means interrupting the way illness can travel from one person to another. Maintaining a clean environment and 
good personal hygiene helps to keep infections under control. *ood hand washing is the single most important way to control infections. 

Maintaining Personal Hygiene: 

• :ash or bathe daily.
• :ash your hair at least once per week.
• Brush your teeth and rinse your mouth after every meal and 

at bedtime.
• .eep your nails trimmed and clean.
• :ear clean clothes and underwear.
• Change dirty clothes and bed linens as soon as you notice 

soiling.
*ood Hand :ashing/:ash <our Hands )requently: 

• Before preparing, eating, and serving food.
• After using the toilet, contact with body fluids, or outside activities.
• :et your hands with plenty of soap and water.
• :ork up lather in your hands and wrists.
• Scrubbing for at least 1� seconds or singing the Happy Birthday song while you wash is

the recommended wash time.
• Briskly rub your hands together on the front and back.
• Clean under your nails.
• Rinse your hands thoroughly.
• Dry your hands thoroughly.

.eep <our Home Clean: 
• Avoid clutter.
• .eep your kitchen and restrooms clean.
• Mop, sweep and/or vacuum your floors weekly and when spills occur.
• Add a teaspoon of vinegar to each quart of water or saline used for respiratory equipment humidifiers 

and dehumidifiers.
• :ear gloves when cleaning bird cages, litter boxes, and aquariums. Be sure to clean and sanitize these 

regularly.

Provider Name _____________________________________________ 
Address __________________________________________________ 
Phone ____________________________________

%\ Phone
1-�00-MEDICARE 
(1-�00-633-�22�) 
TT<: 1-���-��6-20��

An\one suspectinJ healthcare Iraud� Zaste or aEuse is encouraJed to report it� Find out hoZ and Zhere to report� Start E\ 
choosinJ the option that Eest descriEes \our situation:
Health 	 HuPan SerYices OIIice oI the Inspector *eneral 
1-�00-HHS-TIPS (1-�00-���-����) TT<: 1-�00-3��-���0

MHGLFDUH PDUWV A 	 %
%\ Mail  
Office of Inspector *eneral ATTN: OI* 
HOTLINE OPERATIONS 
P.O. Box 23��� 
:ashington, DC 20026 
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Please Return Survey to the Address Below 

 CUSTOMER SATISFACTION SURVEY 

The information you provide will never be used for sales purposes. This is one way we are able to make improvements and provide better service to our 
customers. We would greatly appreciate it if you could take just a few minutes to complete the questions below and return it in the 
self-addressed stamped envelope we have provided.  

Provider Name _____________________________________________
Address __________________________________________________
Phone ____________________________________

Copy to Patient

Patient Satisfaction Survey

Patient Name (Optional):_____________________

Please rate the following areas of service:

(Use a scale of 1 to 5: 1 = Poor, 5 = Excellent)

1. **Ease of Ordering Equipment
☐ 1 ☐ 2 ☐ 3 ☐ 4 ☐ 5

2. **Timeliness of Delivery
☐ 1 ☐ 2 ☐ 3 ☐ 4 ☐ 5

3. **Condition and Cleanliness of Equipment
☐ 1 ☐ 2 ☐ 3 ☐ 4 ☐ 5

4. **Courtesy and Professionalism of Staff
☐ 1 ☐ 2 ☐ 3 ☐ 4 ☐ 5

5. **Knowledge of Staff (Ability to Answer Questions)
☐ 1 ☐ 2 ☐ 3 ☐ 4 ☐ 5

6. **Education Provided on Equipment Use and Safety
☐ 1 ☐ 2 ☐ 3 ☐ 4 ☐ 5

7. **Ease of Contacting the Company for Questions or Service
☐ 1 ☐ 2 ☐ 3 ☐ 4 ☐ 5

8. **Overall Satisfaction with Services Provided
☐ 1 ☐ 2 ☐ 3 ☐ 4 ☐ 5

Additional Comments:

Would you recommend our company to others?

☐ Yes ☐ No
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