SPECTRUM HEALTH CENTER
2121 Curtner Avenue San Jose, CA 95124

Privacy Confidentiality Statement
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.

DISCLOSURE OF INFORMATION

We may disclose information to other healthcare professionals and/or your Insurance carrier for freatment, payment or
healthcare operations. Additional disclosures may be necessary to comply with Workers' Compensation and Public Health Laws
as well as judicial procecdings. We may contact a family member or other authorized person in the event of an emergency. Be
assured that we will not disclose any information without your expressed written consent unless compelled to do so by legal
authority. Further you will be contacted by phone or mail in the event a request for information is made.

APPOINTMENT REMINDER

it is our policy to call your home on the evening prior to your scheduled appointment to remind you of your appointment time.
If you are not at home we leave 2 message on your answering machine or with the person answering the phone. We will not leave
any message that discloscs confidential information. 1f you would like to use an alternate contact number please inform us the
number you would prefer.

FACILITY SET UP

While our examination and treatment rooms are private, this office utilizes an open exercise/rehabilitation setting.  Staff and
doctors will maintain policies to insure privacy, but there may be some inadvertent disclosure to others in the facility at the same
time. [f chere is private information that you need discussed plesse request to have such discussions in a private room.

YOUR RIGHTS

e  Send us a written request to see or procure a copy of the information that we have about you, or amend your personal
information that you believe is incamplete or inaccurste. If we did not create the information, we will refer you to the
source, such as other doctors or hospitals.

¢ Request additional restrictions on uses and disclosures of your health information. We are not required to agree to
these requests and in some instances law may prahibit them.

s Request that we communicate with you about medicsl matters using reasonable alternative means or at alternative
address.

¢ Receive an accounting of our disclosures of your medical information, except when those disclosures are made for
treatment, payntent or health care operations, or the law otherwise restricts the accounting.

¢ You have the right to inspect and have a copy of your health information. There is no cost for the first copy. Any copy
thereafter will be $25.

e You have the right to amend your information. Please note that we have the right to disagree with your amendments.
If there Is disagreement you will be provided with information about our denial of your amendment and how you may
appeal the denial of the amendment.

®  You have the right to a copy of the notice upon request.

COMPLAINTS
Complaints about your privacy rights or how your privacy is handled at this office can be directed to J.R. Fnvacy by calling this
office or directing a letter to his attention. If you are not satisfied with how this office handles your complaint you may submit a
formal complaint to: DHHS (Office of Civil Rights)
200 Independence Ave., S.W.
Room 509F HHH Building
Washingten, D.C. 20201

1 have read this Privacy Notice and understand my rights contained in this notice. By signing this form I provide
authorization and conscnt to use and disclose my protected health information as noted above.

Patient’s Name (print)

Patient’s Signature Date



SPECTRUM HEALTH CENTER
2121 Curtner Avenue
San Jose, CA 95124
(408) 369-1430

Payment Policy & Agreement

Payment is required at the time services are rendered, regardless of the patient’s
insurance coverage. Our billing service will gladly bill your health insurance for
you if you have health insurance coverage. Please provide our office with a copy
of your insurance card.

Our office can not guarantee any insurance benefits or reimbursement, as each
patient’s policy is a specific contract between the patient and his/her carrier, not
the carrier and our office. If the patient wishes to know the benefits of the policy,
it is the responsibility of the patient to contact his/her insurance carrier to verify
such benefits.

Our office reserves the right to charge for a missed or rescheduled appointment
with less than 24-hour notice.

Method of Payment:

O Primary Insurance 0O Cash/Check

O Secondary Insurance 0O Credit

Insurance Name: Policy Number:

! have read and understand the above policies and I agree to comply by these
policies as a patient in this office.

Patient Signature Date

Spectrum Health Center Representative Date



Date

f y
" SS/HIC/Patient 1D #
g

Patient Name

Last Name
First Name Middle Initial
Address
City
State Zip
E-mail
Sex (M [F Age
\ Birthdate
\ [ Married ] Widowed [] Single [T Minor
. []Separated [ Divorced [ Partnered for _____ years
*Occupa(ion
Patient Employer/School

Employer/School Address

i

‘_ Employer/School Phone ( )

b
% Spouse’s Name

~ Birthdate

SS#

Who is responsible for this account?

Relationship to Patient

Insurance Co.

Group #

Is patient covered by additional insurance? []Yes [ No

Subscriber's Name

Birthdate SS#

Relationship to Patient

Insurance Co.

Group #

ASSIGNMENT AND RELEASE
I certify that |, and/or my dependent(s), have insurance coverage with

and assign directly to
Name of Insurance Company(ies)

Dr. all insurance benefits,
it any, otherwise payable to me for services rendered. | understand that | am
financially responsible for all charges whether or not paid by insurance. |
authorize the use of my signature on all insurance submissions.

The above-named doctor may use my health care information and may disclose
such information to the above-named Insurance Company(ies) and their agents
for the purpose of obtaining payment for services and determining insurance
benefits or the benefits payable for related services. This consent will end when
my current treatment plan is completed or one year from the date signed below.

Signature of Patient, Parent, Guardian or Personal Representative

Please print name of Patient, Parent, Guardian or Personal Representative

Date Relationship to Patient

Phone Numbers

11 Home Phone ( )
5’ Cell Phone ( )

T | Best time and place to reach you

4 "IN CASE OF EMERGENCY, CONTACT
Name
Relationship
Home Phone ( )

Work Phone ( )

Accident Information

Is condition due to an accident? [ Yes [] No

Date

Type of accident [] Auto [JWork [[JHome []Other

To whom have you made a report of your accident?
] Auto Insurance [] Employer [_]Worker Comp. []Other

Attorney Name (if applicable)

When did your symptoms appear?

Is this condition getting progressively worse? [ ]Yes [ ] No

Type of pain: [] Sharp ] Dull

[JBurning [ Tingling [] Cramps

How often do you have this pain?

[JUnknown
; Mark an X on the picture where you continue to have pain, numbness, or tingling.
| Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)

[ Throbbing [] Numbness [] Aching
('] Stiffness

[C] Shooting

[ Swelling [] Other

Is it constant or does it come and go?

Does it interfere with your [[] Work

[]Sleep [] Daily Routine

["] Recreation
4"Activities or movements that are painful to perform [] Sitting [] Standing [ Walking [ Bending [] Lying Down
P | - = = "_rmy, T ——

- i =2

-0OVER-=-

#20591 - © 2004 Medical Arts Press® 1-800-328-2179







