MEDICAL CLINIC Hello,
NORTH TEXAS, PA.

On behalf of the nurses, physicians and staff of Medical Clinic of North Texas
(MCNT), I would like to take this opportunity to welcome you to our group. | am
o _ delighted you chose one of our physicians to care for you or your loved ones. We
Administrative are all personally committed to providing the highest quality care and exceptional
and Business Center customer service for you and your family.

9003 Airport Freeway

Suite 300

N. Richland Hills, TX 76180 Our network of physicians is unique to the Dallas-Fort Worth Metroplex because
we focus on providing primary care through the following specialties: Pediatrics,

Office (817)514-5200 Family Medicine, Internal Medicine, Obstetrics & Gynecology, Psychotherapy,

Fax (817)514-5210 CBO Sports Medicine, Rheumatology, Neurology, Geriatrics, Infectious Diseases, and

Podiatry. This allows us the ability to serve you and your family at every stage of
your lives.

With more than 100 physicians and 37 locations, MCNT physicians are
conveniently located to meet your personal health care needs. In addition, we
strive to be progressive in our use of Information Technologies to include
electronic medical records and on-line services. Our advanced systems provide
you easy access to our physicians for appointments and timely medical advice. For
more information, please review our web site at www.MCNT.com. Again, thank
you for choosing your Medical Clinic of North Texas physician.

Sincerely,
R
¢,

Karen Kennedy
Executive Administrator

www.MCNT.com

Arlington Bedford Burleson Carrollton Cleburne Coppell Cross Roads Dallas Denton Farmers Branch Flower Mound Fort Worth Frisco Irving Las Colinas Mansfield Plano Saginaw



PACNIT

Medical Clinic of North Texas

MEDICAL CLINIC OF NORTH TEXAS, PA.
PATIENT INFORMATION FORM

PHYSICIAN’S NAME

PATIENT’S MAIDEN
FULL NAME NAME:
PHONE NUMBER ( )
ADDRESS EMAIL:
CITY STATE ZIp gﬁffkwﬁﬁf@iiR E ;
JSINGLE [ DIVORCED DATE ’
SEX [IF M MARITAL DOINGLE D DoWVORCED or PATIENT’S SOCIAL SECURITY #
STATUS [otHER BIRTH MM/DD/YY
PATIENT’S EMPLOYER
EMPLOYER’S
ADDRESS
SPOUSE’S/GUARDIAN’S WORK NUMBER  ( ) SOCIAL SECURITY #
NAME DSEE
CELL NUMBER  ( ) BIRTH v
SPOUSE’S EMPLOYER’S ADDRESS
EMPLOYER
IN CASE OF RELATIONSHIP

PHONE # ( )

EMERGENCY CONTACT

ETHNICITY
HISPANIC OR LATINO

NOT HISPANIC OR LATINO

PLEASE SELECT THE RACIAL CATEGORY WITH WHICH YOU MOST CLOSELY IDENTIFY WITH:

AMERICAN INDIAN OR ALASKA NATIVE NATIVE HAWAIIAN

ASIAN OR PACIFIC ISLANDER
PLEASE

BLACK OR AFRICAN AMERICAN SPECIFY:

LANGUAGE PREFERENCE

WHAT IS THE PATIENT’S LANGUAGE OF PREFERENCE?
__ ENGLISH

____ SPANISH

| WOULD PREFER NOT TO PROVIDE THIS INFORMATION.

INSURANCEAUTHORIZATIONANDASSIGNMENT

| authorize the Medical Clinic of North Texas, P.A. to release to my insurance carrier and/or their agents any information necessary to determine benefits payable
for related services. | authorize the payment of medical benefits to the Medical Clinic of North Texas, P.A. | understand that 1 am ultimately responsible for all
services whether covered by insurance or not. | also authorize my physician, based on his/her discretion, to access my chart for utilization management review.

DATE:

SIGNATURE Form.12321(Rev.12/09)




oo s The Fort Worth Clinic
Jung T. Cheng, M.D., Ph.D.
Neurology
909 Ninth Ave., Suite 300, Ft .Worth, Texas 76104
(T ) 817-336-7191 (F) 817-336-1943

What are your present problems or symptoms?

Yes No Yes No
Severe Headaches..................... L L Hearing Loss............ L L
Dizziness.......ccooceeveeveneeennnne. L L Ringing in the ears..... L
Spinning Sensation................... L L Loss of Smell........... L L
Difficulty with Walking............ L L Difficulty Swallowing L
Difficulty with Balance............. o L Chest Pain or Palpitations .
Difficulty with Coordination..... o o Shortness of Breath ........ o o
Tremor or Shaking.................... o o Abdominal Pain........... - -
Muscle Cramp or Twitch........... o o Diarrhea.................... o o
Fainting Spells........ccccoeevvevennne. L L Nausea or Vomiting...... L L
Head Injury.......cccoevevvvveiennn, L L Loss of Bladder Control.. L
Weakness of Arms or Legs.......... L L Loss of Bowel Control.... L
Numbness of Arms or Legs.......... L L Sexual Difficulty........... L L
Numbness of lips or Tongue........ L L Decreased Sex Drive..... L
Change of Speech... e L Impotence................. L L
Do you have trouble concentratlng Excessive Sweating or
Or remembering?..........cccccoeeeeenen. _ L lack of sweating. . _
Fever.....oooooviiiiiiii L L Skin Rash or Itching....... o .
Weight LoSS......ooveieiiiinn o o Sleeping difficulty
(Insomnia, falling, asleep
During the day, snoring,
EtC)eoviviiiin o o
Fatigue..........coooviiiiiiiinin, L L Feeling Depressed
Or AnXious................ o o
Loss of Appetite..................... L L Irritability.................. L L
Visual Loss.......ccoovviiiiinnn. L L Personality Change....... L L
Double Vision........................ _ L Neck Pain.................. o L
Flashing nghts in the Eyes ......... o L Back Pain.................. L _
Blurred Vision.. e—— . Anemia, easy Bruising,
Bleeding Disorder,
Enlarged or Swollen
Paininthe Eyes...................... o o Do you smoke cigarettes? o

Do you drink two or more
Alcoholic drinks a day?

PLEASE CHECK IF YOU NOW HAVE OR HAVE EVER HAD ANY OF THE FOLLOWING:

Diabetes! | Ulcers! | Cancer! Syphilis! Heart Trouble! |
Heart Attack[] Anemial’ Gout[’ Asthmal’] High Blood Pressure!’]
Arthritis[] Stroke! | Nervous Illness! Thyroid Trouble!

Glaucomall Liver Diseasel Kidney Disease(]



The Fort Worth Clinic

If you have any allergies, please list:

List hospitalizations and operations and please indicate date and reason:

What drugs are you taking regularly? (include aspirin, pain pills, laxatives, birth control pills, etc.)

Other medical problems (Not previously covered)

Put an (X) in the appropriate column for
any illness your blood-relatives have now

FAMILY HISTORY: or have had . §
g 2 3
Age L | D 8 8 s 2 E
if Cause of Death and Age g § % % s | £ E % %

Relative Living at Time of Death SISI81812I2I[F1G
Father
Mother
Brother(s) 1

2

3

4
Sister(s) 1

2

3

4
Spouse
Children 1

2

3

4

| authorize payment/release of medical and insurance benefits.

Signature Date




X Medical Clinic of North Texas, P.A.
MEDICAL CLINIC Consent for Treatment

of NORTH TEXAS, PA

By signing this consent, | am authorizing my physician and/or other individuals he or she
deems appropriate to perform and/or order exams, tests, procedures, and any other care
deemed necessary or advisable for the diagnosis and treatment of my medical condition.
This consent is valid for each visit | make to the Medical Clinic of North Texas, P.A.
unless revoked by me orally or in writing.

Please be informed Texas law allows a patient to be tested for possible exposure
to the Human Immunodeficiency Virus (HIV), the virus associated with AIDS, in
the following situations: 1) to screen blood, blood products, organs or tissues to
determine suitability for donation; 2) if another individual is accidentally exposed
to a patient’s blood or body fluids, such as through a needlestick (any such test
shall be conducted pursuant to the Medical Clinic of North Texas, P.A.’s
infectious disease protocol); or 3)if a medical or surgical procedure is to be
performed which could expose health care workers to the patient’s blood or body
fluids. This disclosure is to inform you that you may be tested, at the expense of
the Medical Clinic of North Texas, P.A. if any of these situations occur during
your treatment period.

Patient’s Printed Name Date of Birth

Patient/Legal Representative Signature Date

Relationship to Patient

Witness Date



AUTHORIZATION TO RELEASE MEDICAL INFORMATION
* TO THE MEDICAL CLINIC OF NORTH TEXAS, P.A.
Medical Clinic of North Texas
DATE TODAY:

NAME: D.O.B. AGE:

LAST FIRST M.1.

, , hereby authorize
(Name of patient or legal representative)

(Name of person/entity who should release records)

(Address of person who should release records)
to release the following information by mail, fax, electronically or orally to:

Medical Clinic of North Texas, P.A. Information is for:
Fort Worth - Internal Medicine, Rheumatology, Q Dr. J. Arnouville QO Dr. E. Isaacs
Geriatrics, Infectious Disease, Neurology, Q Dr. G. Bartholomew Q Dr. G. Kremer
Obstetrics & Gynecology, and U Dr. K. Belfi U Dr. P. Laughton
Podiatric Medicine/ Foot Surgery Q Dr. J. Cheng O Dr. H. Reddy
Address: 909 9th Avenue, Suite 300 Q Dr. K. Belfi Q Dr. H. Shelton
Fort Worth, Texas 76104 U Dr. S. Childers U Dr. L. Speaks
Phone: (817) 336-7191 Q Dr. C. Colquitt

From the health records of:

(Name of person/entity who should release records)
For the purpose of:

U All Records U Mental Health and/or Alcohol and Drug Abuse Treatment
U Statements of Charges or Payments U Progress Notes
U AIDS or HIV Information U Discharge Summary
U History and Physical Examination U Consultation Reports
U Copies of Records of Reports Provided to the Above Named [ Hepatitis Information
(i.e. Hospital, Lab, Clinic, etc.) U Photographs, Videotapes, Digital, or Other Images

U Record of visit for a specific date(s). Specific dates include or are limited to:

U Other (must be specific):

This authorization is given freely with the understanding that:

1. Any and all records, whether written, oral, or in electronic format, are confidential and cannot be disclosed without

my prior written authorization, except as otherwise provided by law.

A photocopy or fax of this authorization is as valid as this original.

3. I may revoke this authorization at any time in writing, except where information has already been released.

4. The Medical Clinic of North Texas, P.A., its employees, officers, and physicians are hereby released from any legal
responsibility or liability for receipt of the above information to the extent indicated and authorized herein.

5. Information used or disclosed pursuant to the authorization may be subject to disclosure by the recipient and may
no longer be protected by this rule.

6. Treatment, payment, enrollment, or eligibility for benefits may not be conditioned on obtaining this authorization.

N

Patient/Legal Representative Signature Date
Relationship to Patient Expiration Date of Authorization
Witness

A-06.Form.Authorization.Release.TO.DOB Rev. (07/10)



MEDICAL CLINIC OF NORTH TEXAS, P.A.
FINANCIAL POLICY

Thank you for choosing the Medical Clinic of North Texas, P.A. (MCNT) as your health care provider. We are committed to
providing excellent health care services to you, our patient. As a part of our professional relationship, it is important that you
have an understanding of our financial policy.

All patients must read and sign this form prior to receiving services.

% Itis your responsibility to provide us with your most current insurance information.

©

If you fail to provide accurate insurance information in a timely manner, your insurance company may deny the claim.
If the claim is denied, you will be financially responsible for services rendered.

We must emphasize that, as medical providers, our relationship is with you, the patient, and not your insurance
company. Your insurance is a contract between you, your insurance company and possibly your employer. It is your
responsibility to know and understand the level of services covered by your insurance company.

We may accept assignment of insurance after verification of your coverage. Please be aware that some or perhaps all of
the services provided may not be covered in full by your insurance company. You are financially responsible

for services not covered by your insurance company.

Before receiving services, you must verify that we are participating providers for your insurance company. It is also
necessary that our primary care physician is listed as your primary care provider with your insurance company, if
required by your contract with your insurance company. In the event we are not participating providers or our
physician is not listed as your primary care provider with your insurance company, we will file the initial claim as a
courtesy. Payment, however, is due in full at the time of service.

We charge what is usual and customary for our area. You are responsible for payment regardless of any insurance
company’s arbitrary determination of usual and customary rates.

Copayments, coinsurance and/or deductibles are due at the time of service. We will estimate the amount you owe based
on information we receive from your insurance company. However, you are responsible for paying the full amount
determined by your insurance company once they have paid your claim — regardless of our estimation.

% It is your responsibility to provide us with your most current billing information.

%

You must provide your most current billing address, all available telephone numbers and any other important contact
information. If your address or contact information changes, it is your responsibility to contact us with the updated
information.

We will send a statement (to the billing address you provide) notifying you of any balances you may owe. If you have
any questions or dispute the validity of this balance, it is your responsibility to contact our business office within 30-
days after receipt of the initial statement. You can call (817)514-5200 or 1-800-555-1429.

Payment in full is due upon receipt of the statement. Patient balances not paid in full within 30 days of
the statement issue date are deemed past due. Past due accounts may be subject to a $5.00 monthly late fee and may
be referred to a professional collection agency and/or attorney for further collection activity. You will be
responsible to pay all collection costs incurred, including attorney’s fees and court costs if applicable.

If you are not able to pay the balance due in full, you must contact our billing office to discuss a payment schedule.
Any late fees already incurred on past due balances will be included in any mutually agreed upon arrangements. If you
fail to make payments as agreed upon, your account may be referred to a professional collection agency and/or attorney.
You will be responsible for all collection costs incurred, including attorney’s fees and court costs if applicable.

If your account is assigned to a professional collection agency, you will be notified by certified mail that you will no
longer be able to receive services from any of the physicians at the Medical Clinic of North Texas, P.A. Failure to
accept this certified letter (and/or to pick it up at the post office) serves as notice of termination of services.

In the event you submit payment by check and the bank returns the check unpaid for any reason, we will add $25.00 to
your original balance. In addition, we may seek all additional legal remedies provided to us under Texas law.

We may charge you a “No Show” fee if you fail to cancel or reschedule your appointment at least 24 hours prior to your
appointment date.

Failure to keep your account balance current may require us to cancel or reschedule your
appointment.

Full payment is due at the time of service. We accept cash, checks and credit cards. | have read and understand this Financial

Policy.
Signature of Responsible Party Date
Patient Name: Patient Date of Birth:

financial policy patient form.11-23-04.FINAL.doc EPM Medical Record Number:




MERIUAL CLINIC
of
NORTH TEXAS, P.A.

www.MCNT.com

To be completed by the person whose name appears on the Form of Payment:

1, , give permission for,

, to use my Medical

(Printed name of patient)
Flex card, personal credit card, or personal check to pay for the services that they receive

at the Medical Clinic of North Texas.

Please provide the last 4 digits of the card number or bank account that will be used for
transactions.

FlexMed card: Expiration year:

Credit card: Expiration year:

Bank account:

I understand that the information provided in this document will remain in effect until
expiration dates indicated above or until written letter is provided to the Medical Clinic of
North Texas to either void or terminate this agreement.

Dependent’s Name:

Guarantor’s Signature:

Guarantor’s Printed Name:

Date:

Witness:

form.MCNT.Red.Flag.Payment.Permission.doc



Medical Clinic of North Texas, P.A.
Is excited to offer NextMD

MEDICAL CLINIC

—of ———
NORTH TEXAS, P.A.
W i\'.h‘[ CN T.L' lllll

What is NextMD?

NextMD is a patient portal service that eliminates time-consuming phone calls and allows
you, the patient, on-line access to your physician’s office. All requests or questions will
be answered within 24 hours. With respect to system security, unlike emails that use
multiple servers over the internet, the NextMD technology allows your doctor to use a
single server secured by both a firewall and 128-bit encryption to safeguard your privacy.
This secured system operates by a password protected log-in that you receive upon
registering for the service. Only you will have access to your information. Each family
member will receive their own log-in code and password. If the patient is under 18 years
of age, the responsible parent will receive the enrollment code and password information.

Benefits of NextMD

With NextMD, you can access a wealth of general health information online, view new
messages from the practice or take advantage of these many powerful benefits:
e Access and request personal or general information.
e Request a non-urgent appointment or confirm an appointment. For all urgent
issues, we ask that you call our office.
e Request medication refills.
e Receive documents from your doctor such as immunization records, return to
work/school forms, lab result cards, and visit summaries.
e Receive important notifications such as drug recalls or guidance, tailored to your
specific health plan, chronic conditions, and disease management.
e Many new features, such as the ability to view all lab results, fill out forms and
pre-visit questionnaires, and online doctor visits are on the horizon.
e No health information is sent via email. When a message is sent from the doctor’s
office, you receive an email stating you have a new message from Medical Clinic of
North Texas and are directed to log in to NextMD to review.

How Do | Sign Up?

At check in, tell the office staff that you would like to register for NextMD.

Provide your email address to the office staff.

You will be given a temporary enrollment code.

You will then be given the website address to enter your enrollment code, so that you can
complete the enrollment process from home or work.

You must complete the enrollment process from home or work within 14 days. After 14
days, your enrollment code will become invalid, and you will have to re-register at your
physician’s office at your next visit.

We are very excited about providing this service to you. Your health and well-being are our
number one priority. Be sure to sign up today.



Medical Clinic of North Texas, P.A.
). ¢ Notice of Privacy Practices

MEDICAL CLINIC
of NORTH TEXAS, PA,

THISNOTICE DESCRIBESHOW MEDICAL INFORMATION ABOUT YOU
MAY BE USED AND DISCLOSED AND HOW YOU CAN ACCESSTHIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

IF YOU HAVE ANY QUESTIONS ABOUT THISNOTICE PLEASE CONTACT
OUR PRIVACY OFFICER STEPHEN EPPSTEIN, M.D. AT (817) 514-5200.

This Notice of Privacy Practices describes how we may use and disclose your protected
health information to carry out your treatment, payment for your health care, or health
care (clinic) operations and for other purposes that are permitted or required by law. It
also describes your rights to access and control your protected health information.
“Protected health information” is information about you that may identify you and that
relates to your past, present, or future physical or mental health or condition and related
to health care services.

We are required to maintain the privacy of protected health information and to abide by
the terms of this Notice of Privacy Practices. We may change the terms of our notice at
any time. The new notice will be effective for al protected health information that we
maintain at that time. Upon your request, we will provide you with any revised Notice of
Privacy Practices via our website, www.mcent.com, or by calling the office and requesting
that arevised copy be sent to you in the mail or asking for one at the time of your next
appointment. An updated copy will also be posted in your physician’s office.

1. Uses and Disclosures of Protected Health | nformation
Uses and Disclosures of Protected Health Infor mation

Y our protected health information may be used and disclosed by your physician, our
office staff and others outside of our office that are involved in your care and treatment
for the purpose of providing health care servicesto you. Y our protected health
information may also be used and disclosed to pay your health care bills and to support
the operation of the physician’s practice.

Following are examples of the types of uses and disclosures of your protected heath care
information that the physician’s office is permitted to make. These examples are not
meant to be exhaustive, but to describe the types of uses and disclosures that may be
made by our office.

Treatment: We will use and disclose your protected health information to provide,
coordinate, or manage your health care and any related services. Thisincludes the



coordination or management of your health care with athird party that has already
obtained your permission to have access to your protected health information. For
example, we would disclose your protected health information, as necessary, to a home
health agency that provides care to you. We will aso disclose protected health
information to other physicians who may be treating you. For example, your protected
health information may be provided to a physician to whom you have been referred to
ensure that the physician has the necessary information to diagnose or treat you.

In addition, we may disclose your protected health information from time-to-time to
another physician or health care provider (e.g., aradiologist or pathologist) who, at the
request of your physician, becomesinvolved in your care by providing assistance with
your health care diagnosis or treatment to your physician.

Payment: Y our protected health information will be used, as needed, to obtain payment
for your health care services. This may include certain activities that your health
insurance plan may undertake before it approves or pays for the health care services we
recommend for you such as: making a determination of eligibility or coverage for
insurance benefits, reviewing services provided to you for medical necessity, and
undertaking utilization review activities. For example, obtaining approval for a hospital
stay may require that your relevant protected health information be disclosed to the health
plan to obtain approval for the hospital admission.

Healthcare (Clinic) Operations: We may use or disclose, as-needed, your protected
health information in order to support the professional and business activities of your
physician’s practice. These activities include, but are not limited to, quality assessment
activities, employee review activities, training of medical and nursing students, licensing,
and conducting or arranging for other business activities.

For example, we may disclose your protected health information to medical and nursing
school students that see patients at our office. In addition, we may use a sign-in sheet at
the registration desk where you will be asked to sign your name and indicate your
physician. We may also call you by name in the waiting room when your physician is
ready to see you. We may use or disclose your protected health information, as necessary,
to contact you to remind you of your appointment.

We will share your protected health information with third party “business associates’
that perform various activities (e.g., billing, transcription services, telephone answering
services) for the practice. Whenever an arrangement between our office and a business
associate involves the use or disclosure of your protected health information, we will
have awritten contract that contains terms that protect the privacy of your protected
health information.

We may use or disclose your protected health information, as necessary, to provide you
with appointment reminders, information about treatment alternatives or other health-
related benefits and services that may be of interest to you. For example, we may send
you information about products or services that we believe may be beneficial to you.



Uses and Disclosur es of Protected Health Infor mation Based upon Your Written
Authorization

Other uses and disclosures of your protected health information will be made only with
your written authorization, unless otherwise permitted or required by law as described
below. You may revoke this authorization, at any time, in writing, except to the extent
that your physician or the physician’s practice has taken an action in reliance on the use
or disclosure indicated in the authorization.

Other Permitted and Required Uses and Disclosures That May Be Made With Your
Authorization or Opportunity to Object

Y ou have the opportunity to agree or object to the use or disclosure of al or part of your
protected health information. If you are not present or able to agree or object to the use or
disclosure of the protected health information, then your physician may, using
professional judgment, determine whether the disclosure isin your best interest. In this
case, only the protected health information that is relevant to your health care will be
disclosed. We may use and disclose your protected health information in the following
instances:

Othersinvolved in Your Healthcare: Unless you object, we may discloseto a
member of your family, arelative, aclose friend or any other person you identify,
your protected health information that directly relates to that person’s
involvement in your health care. If you are unable to agree or object to such a
disclosure, we may disclose such information as necessary if we determine that it
isin your best interest based on our professiona judgment. We may use or
disclose protected health information to notify or assist in notifying a family
member, personal representative or any other person that is responsible for your
care of your location, general condition or death. Finally, we may use or disclose
your protected health information to an authorized public or private entity to assist
in disaster relief efforts and to coordinate uses and disclosures to family or other
individuals involved in your hedlth care.

Emergencies. We may use or disclose your protected health information in an
emergency treatment situation.

Other Permitted and Required Uses and Disclosures That May Be Made Without
Your Authorization or Opportunity to Object

We may use or disclose your protected health information in the following situations
without your authorization. These situations include:

Reguired By L aw: We may use or disclose your protected health information to the
extent that the use or disclosure is required by law. The use or disclosure will be madein
compliance with the law and will be limited to the relevant requirements of the law. Y ou
will be notified, as required by law, of any such uses or disclosures.




Public Health: We may disclose your protected health information for public health
activities and purposes to a public health authority that is permitted by law to collect or
receive the information. The disclosure will be made for the purpose of controlling
disease, injury or disability. We may also disclose your protected health information, if
directed by the public health authority, to aforeign government agency that is
collaborating with the public health authority.

Communicable Diseases. We may disclose your protected health information, if
authorized by law, to a person who may have been exposed to a communicable disease or
may otherwise be at risk of contracting or spreading the disease or condition.

Health Oversight: We may disclose protected health information to a health oversight
agency for activities authorized by law, such as audits, investigations, and inspections.
Oversight agencies seeking this information include government agencies that oversee
the health care system, government benefit programs, other government regulatory
programs and civil rights laws.

Abuse or Neglect: We may disclose your protected health information to a public health
authority that is authorized by law to receive reports of abuse or neglect. In addition, we
may disclose your protected health information if we believe that you have been avictim
of abuse, neglect or domestic violence to the governmental entity or agency authorized to
receive such information. In this case, the disclosure will be made consistent with the
requirements of applicable federal and state laws.

Food and Drug Administration: We may disclose your protected health information to
a person or company required by the Food and Drug Administration to report adverse
events, product defects or problems, biologic product deviations, track products; to
enable product recalls; to make repairs or replacements, or to conduct post marketing
surveillance, as required.

L egal Proceedings: We may disclose protected health information in the course of any
judicial or administrative proceeding, in response to an order of a court or administrative
tribunal (to the extent such disclosure is expressly authorized), in certain conditions in
response to a subpoena, discovery request, or other lawful process.

L aw Enforcement: We may also disclose protected health information, so long as
applicable legal requirements are met, for law enforcement purposes. These law
enforcement purposes include (1) legal processes and otherwise required by law, (2)
limited information requests for identification and location purposes, (3) pertaining to
victims of a crime, (4) suspicion that death has occurred as aresult of crimina conduct,
(5) in the event that a crime occurs on the premises of the practice, and (6) medical
emergency (not on the Practice' s premises) and it is likely that a crime has occurred.

Coroners, Funeral Directors, and Organ Donation: We may disclose protected health
information to a coroner or medical examiner for identification purposes, determining
cause of death or for the coroner or medical examiner to perform other duties authorized




by law. We may also disclose protected health information to a funeral director, as
authorized by law, in order to permit the funeral director to carry out their duties. We
may disclose such information in reasonable anticipation of death. Protected health
information may be used and disclosed for cadaveric organ, eye or tissue donation
purposes.

Resear ch: If you choose to participate in medical or scientific research, we may disclose
your protected health information to researchers when their research has been approved
by an institutional review board that has reviewed the research proposal and established
protocols to ensure the privacy of your protected health information.

Criminal Activity: Consistent with applicable federal and state laws, we may disclose
your protected health information, if we believe that the use or disclosure is hecessary to
prevent or lessen a serious and imminent threat to the health or safety of a person or the
public. We may also disclose protected health information if it is necessary for law
enforcement authorities to identify or apprehend an individual.

Military Activity and National Security: When the appropriate conditions apply, we
may use or disclose protected health information of individuals who are Armed Forces
personnel (1) for activities deemed necessary by appropriate military command
authorities; (2) for the purpose of a determination by the Department of Veterans Affairs
of your eligibility for benefits, or (3) to foreign military authority if you are a member of
that foreign military services. We may also disclose your protected health information to
authorized federal officials for conducting national security and intelligence activities,
including for the provision of protective servicesto the President or others legally
authorized.

Workers Compensation: Your protected health information may be disclosed by us as
authorized to comply with workers' compensation laws and other similar legally-
established programs.

|nmates. We may use or disclose your protected health information if you are an inmate
of acorrectional facility and your physician created or received your protected health
information in the course of providing care to you.

Required Uses and Disclosures: Under the law, we must make disclosures to you and
when required by the Secretary of the Department of Health and Human Services to
investigate or determine our compliance with the requirements of the Health Insurance
Portability and Accountability Act, Section 164.500 et. seq.

2. Your Rights

Following is a statement of your rights with respect to your protected health information
and a brief description of how you may exercise these rights.



You havetheright to inspect and copy your protected health information. This
means you may inspect and obtain a copy of protected health information about you that
is contained in a designated record set for as long as we maintain the protected health
information. A “designated record set” contains medical and billing records and any other
records that your physician and the practice uses for making decisions about your health
care. The request must be made in writing to the Medical Clinic of North Texas, P.A. If
you request a copy of your medical record, your physician’s office will provide you a
copy within 30 days.

Under federal law, however, you may not inspect or copy the following records;
psychotherapy notes; information compiled in reasonable anticipation of, or usein, a
civil, criminal, or administrative action or proceeding, and protected health information
that is subject to law that prohibits access to protected health information. Depending on
the circumstances, a decision to deny access may be reviewable. In some circumstances,
you may have aright to have this decision reviewed. Please contact our Privacy Officer if
you have questions about access to your medical record.

You havetheright to request a restriction of your protected health information.
This means you may ask us not to use or disclose any part of your protected health
information for the purposes of treatment, payment or healthcare operations. Y ou may
also request that any part of your protected health information not be disclosed to family
members or friends who may be involved in your care or for notification purposes as
described in this Notice of Privacy Practices. Y our request must state the specific
restriction requested and to whom you want the restriction to apply.

Y our physician is not required to agree to a restriction that you may request. If physician
believesit isin your best interest to permit use and disclosure of your protected health
information, your protected health information will not be restricted. If your physician
does agree to the requested restriction, we may not use or disclose your protected health
information in violation of that restriction unlessit is needed to provide emergency
treatment. With thisin mind, please discuss any restriction you wish to request with your
physician. You may request a restriction by submitting your written request to the
manager of your physician’sclinic.

You havetheright to request to receive confidential communications from us by
alternative means or_at an alternative location. We will accommodate reasonable
reguests. We may also condition this accommodation by asking you for information as to
how payment will be handled or specification of an alternative address or other method of
contact. We will not request an explanation from you as to the basis for the request.
Please make this request in writing to our Privacy Officer at 9003 Airport Freeway, Suite
300, North Richland Hills, Texas 76180.

You may havetheright to have your physician amend your protected health
information. This means you may request an amendment of protected health information
about you in adesignated record set for as long as we maintain this information for the
purpose of correcting an error or misinformation. In certain cases, we may deny your




request for an amendment. If we deny your request for amendment, you have the right to
file a statement of disagreement with us and that statement will become part of your
medical record. Your physician may prepare arebuttal to your statement which will also
become part of your medical record. Y our physician will provide you with a copy of any
such rebuttal. Please contact our Privacy Officer if you have questions about amending
your medical record.

You havetheright to receive an accounting of certain disclosures we have made, if
any, of your protected health information. This right applies to disclosures for
purposes other than treatment, payment or healthcare operations as described in this
Notice of Privacy Practices. It excludes disclosures we may have made to you, to family
members or friends involved in your care, or for notification purposes to legal or
regulatory agencies. Y ou have the right to receive specific information regarding these
disclosures that occurred after April 14, 2003. Y ou may request a shorter timeframe. The
right to receive thisinformation is subject to certain exceptions, restrictions and
l[imitations.

You havetheright to obtain a paper copy of this notice from us, upon request, even if
you have agreed to accept this notice electronically.

3. Questions or Complaints

If you have a question or complaint about your privacy rights, please file a grievance
form with the site manager of the clinic where you encountered a problem, or contact the
Privacy Officer for the Medical Clinic of North Texas, P.A. at (817) 514-5200. Should
the Privacy Officer be unable to resolve your complaint to your satisfaction, you may
contact the Secretary of Health and Human Services. We will not retaliate against you for
filing a complaint.

This notice becomes effective on April 14, 2003.



Revisions/Addenda to Notice of Privacy Practices

Family/Joint Accounts

If you or afamily member receives bills with more than one person listed on the bill, you
may have ajoint or family account through MCNT. As a patient with this type of
account, you have two options: (1) continue with ajoint account or (2) request separate
accounts for all members of your family. If you wish to continue to receive your hills as
ajoint/family account, you need take no action. If you choose to separate your joint
accounts, requests must be made in writing and submitted to:

The Medical Clinic of North Texas, P.A.

Central Business Office Customer Service/Collections Personnel
9003 Airport Freeway, Suite 300

North Richland Hills, Texas 76180

(817) 514-5200 phone

(817) 514-5210 fax



Medical Clinic of North Texas, P.A.
Acknowledgement of Receipt of
W Notice of Privacy Practices

MEDICAL CLINIC
of NORTH TEXAS, BA.

I have been provided with a Notice of Privacy Practices that provides me a more
complete description of the uses and disclosures of certain health information. I
understand the Medical Clinic of North Texas, P.A. reserves the right to change their
Notice of Privacy Practices and prior to implementation will provide an updated copy on
the clinic website, www.mcnt.com, and in the physician’s office. I may request a copy of
the updated Notice of Privacy Practices by calling my physician’s office or requesting a
copy in person at my appointment.

Patient’s Printed Name Date of Birth

Patient/Legal Representative Signature Date

Relationship to Patient

Witness Date

The following names are of people I would like to be involved in or have access to my
protected health information on a routine basis. I give permission for Medical Clinic of
North Texas, P.A., P.A. to share my protected health information with:

Name Relationship

Name Relationship

Name Relationship





