James C. Ho MD Medical Corporation {ra]E£Efi

First name/ %4 Last name? / #f

Birth date / 44 HHA
Street address {778 M1
City, state / 7 » I Zip code / HPEL YR

O Male /5 O Female / %, OGender queer/Non-Binary / HA/ 4 FIHE ) L O Married &4 O Single/ 8 O
Divorced / Z4& 7 O Widowed / & [ Civil Union/Common Law/Domestic Partner / [5][&

Social Security Number / #+ &% & F£5

Driver's License Number /25 3 I& 515

N

Primary Language / FHE=
Need an interpreter? / (R G EEEE Si/& No/AR

Insurance Company /Billing Information

PRI AE] / FR0OTR

Names of Responsible Party / Ti{F 5 EFR

What is the relationship of patient to responsible party? / &5 A 5715t A Z (A5 % ?

What is the birth date of responsible party? /Ti{F7HI4 H ?

Insurance / Seguro / {Rf&

P

Insurance company street address / £r[& 2 5] &k

Insurance company City, State / {R&/\E]: T
Policy Holder Relationship to Patient / {:e8555 A S EENIE A
Insured Social Security Number / (R[G5 AT &22 4R 980
Policy/Group Number / {&f& 519

Member ID number /€ £ 55555205
HIC (Medicare Number) / &7 (#6515

1330 San Bernardino Rd Suite G, Upland CA 91786 Phone: 909-755-0622 Fax909-931-3627



James C. Ho MD Medical Corporation {a]E&Ffi

Medical Problems %] 4 {30 B& 8 R RE

Past surgeries 5] - #5251 i

Please list current medications, including milligrams, frequency (once daily, twice daily, three times day, bed time, as needed.) E%ﬁ IJHj E }_ﬁ‘_ﬁ

HEEYGRE  BFRZ R E -~ SR (BRA—R - R - BR=R - shEFHE > RIEFE=E - )

Please list your medication allergies below. Please note your reactions such as rash, throat swelling, breathing difficulty I%E—FE§U ﬁ,{./_]:

AVEGPIE IR - REREEEIERL > PILIEZE > W i > ke PR

Name of your preferred pharmacy, include address or cross streets and City. ,4./_],_: :é‘ }5 Eﬁ%fﬂ} @,Tﬁiﬂziﬂ:jz_l“%ﬁﬂ[[ %D
W

Family History: Mainly blood-related first degree relatives (Parents, brothers and sisters) / FZE—2EH (K& > WaHLR)

Cancer in the family? %Aﬁﬁﬁu@q

1330 San Bernardino Rd Suite G, Upland CA 91786 Phone: 909-755-0622 Fax909-931-3627



James C. Ho MD Medical Corporation {ra]E£Efi

For cancers noted above, indicate the type of cancer, which relative, the age of cancer diagnosis. YT _FEHEFIAVEE » i5T5EHEEAYER] -
WEANENS - BEE 2 WA AR

Heart disease in the family?/ Z(Eﬁi EF‘;E‘ L‘\ H}jﬁzr U%r?
This is for coronary artery disease such as heart attacks and those requiring stents, heart by-pass X & FH T/ 007 » FIA1CHER & (ERIAR LR
BESTZE DR R EER

What is your occupation? (If your are retired, your prior occupation) / {REVERME 2. 2 (AIERARIERT > IRELATHIERL )

Do you now or have you in the past used illegal drugs? When and what type? R AT BB 22 B A EEEEY) ? (IS - (g n 2

Do you smoke or vape tobacco now or in the past?/ ’f’]"?EE}fE&{%}EH EE%@H%Q ’f/]" %ﬁﬁﬂ}f‘ﬂ% YCS/Sl/ﬁ No/ /xﬁ

How many years total did you smoke? How many packs of cigarettes did you average per day? If you quit, when did you quit? & & tthl 7 J L5
P NGNS NSRS iV REIED iR (1B ST i I AN Nt (55 s E
Are you considering quitting? 2 S HEAE ? Yes/Si/H No/ /&

What methods of quitting have you tried? & B HELHIEAT =, 2

When was your last colonoscopy? & FREE Rl 2120 & ?

When was your last stool colon cancer screening? B+ B2 {5 K5I Efifa

When was your last mammogram? & _EZHITHFE X eI E E (T2 05?2

When was your last pap smear? & [ K75 fitk A fEE 2 12055 2

When was your last tetanus shot?/ /R _E U5 X% B 5 & T2 i 2

When was your last flu shot? {R_Z0FE 7 B ST 2 B2

When was your last pneumonia vaccine (Pneumovax, Prevnar, PCV)?

T R P SR P E TR ?

>

Dates of your shingles vaccine? &% _F R ARKEZ 1 B i (R 2
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Name %4 Date of Birth 444 HHH

Today’s Date 4 KHY H HH

A B AR UL B 2

(PHQ-9)

w m&cﬁﬂwm? BLER  EF
(v, LB GEGEE) RR2UN MR M 8X

1. i.:,..,'; ";)Z"u‘“‘- ..:.xlnbo‘ ;J!N , N o5 4 ‘,"'b O 1 2 3

2. 1HAAIETE - B RIBE 0 1 2 3

3. MERS S PR SRS A S 0 1 2 3

4. WEBHEREDARRE 0 | 2 3

6. FTEEEC—UBECHIBARY - HECAEREEZA

wacs 0 1 2 3
7. $EH 1% = 3 ['i?‘,;.- gL 0 1 2 3
8 H b ) ‘ot o £t 7 Hi y ;g;:;‘;;:

ke ‘ 0 1 2 3

-{i ? .

Total
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Name %4 Date of Birth 444 HHH
Today’s Date 5 KHY HHA
1 standard drink = SLNGaIY. Gk
1 {EE e R 1.5 (AR EAR=
Fam ,
& [ s \_ly ' . i . .
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Name %4 Date of Birth {4 HHf
Today’s Date <K HHA
®
JLEHAREHBIT RS RE ©
I F= B S5 Al 70 2N BN 5l 25 o3 52 Sﬁi?ﬁéﬁﬁqﬁe
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BRAEZIE AR A TR (Bl PeBsk A2 AL /BB AL AN ) ?

O O O OO0 oy O

ACE ¥R A% B3

ik fixue e i e 7 2 ki Omwmms O —spm O pwmx

HAEZE ) R NAESCR AR N 43
ERRMNAER, TATATLCRASRTTE, HIEREN O EI0.

WA A B AR B A B8], 1 S URIRATT

1330 San Bernardino Rd Suite G, Upland CA 91786 Phone: 909-755-0622 Fax909-931-3627



James C. Ho MD Medical Corporation {o] E£Fifi

Name %4 Date of Birth 444 HHH

Today’s Date <K HHA
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The EveryONE Project’ T
Advancing health equity in every community -
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Name %4 Date of Birth {4 HHA

Today’s Date <K [y H Hf

e s
1B AR » BFERA » SHBEEEGEER?® =
Oa ?iléiﬁﬁi a 1. https://www.va.gov/HOMELESS/Universal_Screener_to_ldentify_Veterans_
0 fE ’Jjﬁ ﬁ; @ Experiencing_Housing_Instability_2014.pdf
2. Nuruzzaman N, Broadwin M, Kourouma K, Olson DP. Making the social
O ﬁﬁﬁéﬁ 3) determinants of health a routine part of medical Care. J Health Care Poor
O s (4) Underserved. 2015;26(2):321-327.
- 3. Hager ER, Quigg AM, Black MM, et al. Development and validity of a
yi
o ﬁ%ﬁi 0} 2-tem screen to identify families at risk for food insecurity. Pediatrics.
2010;126(1):e26-32.
\ =0 BH R =
AT (BEFEFA) R 2° 4. Cook JT, Frank DA, Casey PH, et al. A brief indicator of household energy
O m*ﬁi ) security: associations with food security, child health, and child development
O B4 2 in US infants and toddlers. Pediatrics. 2008;122(4).e867-e875.
RZ e 5. Children’s HealthWatch. Final: 2013 Children’s Healthwatch survey. http://www.
0O HrEE4: (3) childrenshealthwatch.org/methods/oursurvey/. Accessed October 3, 2018.
O ;@’,‘%ﬁéﬁ (4) 6. Garg A, Butz AM, Dworkin PH, Lewis RA, Thompson RE, Serwint JR.
O Improving the management of family psychosocial problems at low-
ff@%ﬁﬂi (5) income children’'s well-child care visits: the WE CARE project. Pediatrics.
2007;120(3):547-558.
T‘/J U)J 7. Aldana SG, Lilienquist W. Validity and reliability of a financial strain survey.
WJW . - J Financ Couns Plan. 1998;9(2)1119.
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Contact Information F#4& & =]

OK to contact regard appt? OK to leave a message?

BIPNIENTESESE) AL =G ?

( ) Yes / & No /R~ Yes / & No /R

Home Phone Number / ZZfEHIiE=1E

( ) Yes / & No /R Yes / & No /R

Work Phone Number T/EH{ESHS

( ) Yes / & No /R Yes / 2 No /R

Cell Phone FHLEH5

Yes / & No /R Yes / & No /R

Email H-F-H{FH 4T

Emergency Contact Name and relationship / 525 2 A #4155 Z. Write “decline” below if you do not want to

provide this BEEALAHIL ST o MIREABHRHILE R - 1HE T 75 MEH “decline”

1330 San Bernardino Rd Suite G, Upland CA 91786 Phone: 909-755-0622 Fax909-931-3627



James C. Ho MD Medical Corporation {a[BZEffi

Due to stringent rules adopted by the Federal Government (HIPAA-Health Insurance Portability and Accountability Act) with regard to patient confidentiality, the responsibility of delivery of
medical testing results and medical records will be the responsibility of the patient. Many facilities will no longer provide a copy of your medical testing or records via fax or mail without an
authorization signed by you on the date it is being requested. This is for your protection but our office is unable to obtain your testing results with a phone call. It is your responsibility to assure
that the results of any testing from other facilities are faxed to our office in time for your next appointment. I authorize James Ho MD Medical Corporation to obtain medical records, testing, x-
rays or any pertinent information to assist in evaluation and treatment of my medical condition. This authorization shall remain in effect for 1 (one) year unless revoked by me in writing.

HRBEFRBURF SR FHEYBAS AR (HIPAA-ERECRIBFEN R EAZ) SRENS AV - SR EE R
FIEFRCI AR BB VEE - FF AR R B E R AR R BGECHATEIA R
EAERE R Z A B - B/ T IREL - ERMVIA =L BREFHENEINEGER - CEEE
T PRI (TG R S & S R R A - DUE N IR - ARRERT A ROHIR F—

(—) > BRIE I AEZ ERES
FTENRRIHE 2 DI BAGAYEE Initial or sign &5 FRE %

Insurance - Authorization & Benefit Assignment / {56 -FZ AU FIF] 25 73 i

*

I hereby authorize James C Ho MD Medical Corporation to furnish Personal Health Information concerning my illness and treatment to insurance carriers or other entity necessary to pay the
claim, and I hereby assign to James C Ho MD Medical Corporation all payment for medical services rendered to my dependents or myself. I understand I am responsible for patient deductibles
and any amount not covered by the insurance. Laboratory, radiology and other ancillary services provided in connection with physician’s office will be billed separately. Co-pays must be made at
the time of service and a fee of $25.00 will be added to any returned check balances. I understand and agree to give at least 24 hours notice if I am unable to keep an appointment. Failure to do so
will result in a “No-Show”charge of $25.00 added to my account balance. Print Your Names to Indicate Agreement to benefit assignment

ARNFFHLFZAN James C Ho MD B&7 A B [RIFHT AR RS S IR HELA ORI & B s CH=A ST RIS AT s 75 Ay 55
&> FFAR NS James C Ho MD B&f7 4 =] HBIEHAVETA BT IRF (TR B EEAN - BT RN E
FH B LR PRI AR AR E 2015 - SEIA @*ﬁ?ﬂ’]}%% TR AR B 55 1 S5 T UL
B o MR ISIF AR (K FRAE IR AR ST SR AN 25 SSTAYF4RTt - IRERRIF [FRAETIATLIHIE L
N EDEEAT 24 /N VR o B - FAYIK R 2 HBLS 25.00 EI’]“KLT”%"I)EH ° FTENGHI: A4 AR
PEAZ 2553 HiC

Initial or sign & FRFE %4
Consent to Treatment / Consentimiento para el tratamiento / E%ﬁ/éﬁ?

The undersigned consents to the treatment including emergency treatment or services which may include but are not limited to laboratory procedures, x-ray examination, medical or surgical
treatment or procedures rendered to the patient under the general and specific instructions of the patient’s physician. Print Your Names to Indicate Agreement to treat

FENFAERZEARSBTBIRFENNEST - XEaT ek S AR EEER R TR =ER - X%
O BT BN GTT SR S B T — e AR 2 1 B m R B FR (VAR FTENERI S DIRAERE
g

Initial or sign & TR #4

Diagnostic and/or therapeutic treatment of minor / Tratamiento diagndstico y / o terapéutico de menores / A:EKFEAATIZHIFI/ B ETT

Diagnostic and/or therapeutic treatment including emergency treatment or services which may include but are not limited to laboratory procedures, x-ray examination, medical or surgical
treatment or procedures rendered under the general and specific instructions of the physician. I am a legal guardian or parent with the legal authority to give consent to treatment. Print Your
Names to Indicate Agreement

TR/ B ET BIE R EaIT Bk - AR ERR TSR ERR - X HERE - BFESIMIET SiRiEEL
Y — RN E I B TEVRR Y - BOTEE WP ASEAAE NI FERIAT T HISCEE « FTEHIGHIE S DRI )
X

Initial or sign & TR E4

What is the minor's birth date §E }ﬂ—ﬁi ]\E],‘]Hjﬁi El ,EH

1330 San Bernardino Rd Suite G, Upland CA 91786 Phone: 909-755-0622 Fax909-931-3627
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Does the minor child live with you? *WE%?@@:@EE—‘ED% ? Yes/ %‘3 No / /Qﬁ

Your phone number if different from child: XA EEEE NS (¢1SREL1Z% TR [E] )

If divorced, name of person with legal custody of minor child. %%’E;‘@ ’ %;ﬁﬂi E\Zfﬁ%ﬁé /zE%ﬁE%*& E]/\j )\El‘j@%

Patient's Rights

You may refuse to give consent and may object to any part of this form. If so, please ask to speak with us about that. If you chose to give consent in this document, you may revoke your consent
in the future, in writing. This right, and other rights that you have in regard to your Personal Health Information use and disclosure are detailed in our Privacy Notice. If you did not receive a copy
of this Privacy Notice, please ask for one and read it carefully. We value you as a patient and strive to achieve the highest standards in our service to you.

TR BRI » ] DO A AR EATE 7T - MFZEAE > EER SIA A » AR A
PFORERE > WERER AT LLREE AR o A A B (S B A R EE 5 i S B AR DA s
FAFIERA TR B A AT © AR AW EI AR S HREIA - BRI HH Al b 32 - 3
TEAEEYIT L FFESTIFERRA T TR AR TS PR B = b A

Initial or sign & TR #4

ACKNOWLEDGEMENT OF NOTICE REGARDING PRIVACY OF INFORMATION

In compliance with the Health Insurance Portability and Accountability Act of 1996 (HIPAA), we are required to provide you, the patient, a Notice of our Privacy Practices.
The notice describes how health information about you may be used and disclosed, and how you can get access to this information. Please review it carefully.

f?x/:\ 1996 £ (fRFEORIGE T STTEAZ) (HIPAA) » FATRZEREL (BF) SRt RIS RAR BEAT -
AL TR A EE A R E R - DU SRS I E R - B AaE -

Initial or sign & TR #4

T hereby acknowledge that I was given a copy of James C Ho MD Medical Corporation’s Notice of Privacy Practices to read. I was also given the opportunity to have a copy to take with me if I
desired. In addition, a Notice of Privacy Practices is posted in the patient waiting area. I understand that I may request in writing that you restrict how my private information is used and
disclosed to carry out treatment, payment, or health care operations. I also understand that you are not required to agree to my requested restrictions, but if you do

agree, then you are bound to abide by such restrictions.

PRS- FREHS James C Ho MD Medical Corporation Y  FERAMETEGIMAI) BIIAHERRE - 40RFHH
L WEAMEESWTE A - I WEEE TR TRRAEE A o TR T REg LIEE
12 EE KGR BATRAN B FRE (AN EE T A LA TIEHE ~ (B IR R E - Bl TR EREE
PR ERERH] > (HAREFEE
FE - R R T IR -

Initial or sign B FRIE 2
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AR A 20139 1 H

FERLRETE G A
ARSI G G B T B AR S A B TR L 2,

BN S PR - FeM T RRRRALAVEE S > MEOIN YR RN AV - IRITRCsr MR AR AR - AT RE Pt A b RT3 -
B A B LT SR P B A B R (R IR (L E AE S PR BB B AV B > DUSHUEHY @B ST B e3Py R R BLev RIS I ARK - A E R MIRESE T
TIRYEESERIARE TS > DUEHEE R L SR BT « DA ZOR IS 2 (R (R BB AL - AR (E AR SR B M B2 fraln (i st st RARY A R
TSR ALEGIRTER - ABAE T RATO AR EE CATERER - SRR T EH B R L RIRERIRER I AERS - UREHABRAE
fTSERT - FHE4E LEYIEARMREALER -

A Z BRSO (I S B A R AR

IEE R B A B R AR L A BRI B D - (SRR o R B R E - (SRR E BN - AR I
FALLTN B Hffi Fl slehe g ry i AR

1065 FIEFEATE R AR B IR B R - FRME M & TR H A2 SR IRy A RIBFRRR AN - Bl > TR A B A B4R
ECHANE R MR ACE S AR E S PRI A RAAIRE - 50 JRMT 7] AE & S AR T ia L sR A SR S T T IS B B 7y S s EEaR
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3. BERERIEIEE - M AaE GEER RIS BA R R R ACE TR - Bl - MR & SR B L R BRI H PR IR

B SRR MEE NSRRI o B0 IRMIPTREE IR EILER » DRI R R B e R AR R T BRI IR DU R S T
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5. FEFR o EEEERMAIFAER B ROTTAE GRS EE SRR o EIRMERT RN - R TEgu s -
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NOTICE OF PRIVACY PRACTICES

Effective Date September 1, 2013

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. We understand the importance of privacy and are committed to maintaining the confidentiality of your medical information. We make
arecord of the medical care we provide and may receive such records from others. We use these records to provide or enable other health care providers to provide quality medical
care, to obtain payment for services provided to you as allowed by your health plan and to enable us to meet our professional and legal obligations to operate this medical practice
properly. We are required by law to maintain the privacy of protected health information and to provide individuals with notice of our legal duties and privacy practices with respect to
protected health information. This notice describes how we may use and disclose your medical information. It also describes your rights and our legal obligations with respect to your
medical information. If you have any questions about this Notice, please contact our Privacy Officer listed above.

A. HOW THIS MEDICAL PRACTICE MAY USE OR DISCLOSE YOUR HEALTH INFORMATION

This medical practice collects health information about you and stores it in a chart and on a computer. This is your medical record. The medical record is the property of this medical
practice, but the information in the medical record belongs to you. The law permits us to use or disclose your health information for the following purposes:

1. Treatment. We use medical information about you to provide your medical care. We disclose medical information to our employees and others who are involved in providing the
care you need. For example, we may share your medical information with other physicians or other health care providers who will provide services which we do not provide. Or we may
share this information with a pharmacist who needs it to dispense a prescription to you, or a laboratory that performs a test. We may also disclose medical information to members of
your family or others who can help you when you are sick or injured.

2. Payment. We use and disclose medical information about you to obtain payment for the services we provide. For example, we give your health plan the information it requires before
it will pay us. We may also disclose information to other health care providers to assist them in obtaining payment for services they have provided to you.

3. Health Care Operations. We may use and disclose medical information about you to operate this medical practice. For example, we may use and disclose this information to review
and improve the quality of care we provide, or the competence and qualifications of our professional staff. Or we may use and disclose this information to get your health plan to
authorize services or services and audits, including fraud and abuse detection and compliance programs and business planning and

management. We may also share your medical information with our "business associates," such as our billing service, that perform administrative services for us. We have a written
contract with each of these business associates that contains terms requiring them to protect the confidentiality and security of your medical information. Although federal law does
not protect health information which is disclosed to someone other than another healthcare provider, health plan, healthcare clearinghouse, or one of their

business associates, California law prohibits all recipients of healthcare information from further disclosing it except as specifically required or permitted by law. We may also share
your information with other health care providers, health care clearinghouses or health plans that have a relationship with you, when they request this information to help them with
their quality assessment and improvement activities, their patient-safety activities, their population- based efforts to improve health or reduce health care costs, protocol
development, case management or care coordination activities, their review of competence, qualifications and performance of health care professionals, their training programs, their
accreditation, certification or licensing activities, their activities related to contracts of health insurance or health benefits, or their health care fraud and abuse detection and
compliance efforts. [Participants in organized health care arrangements only should add: We may also share medical information about you with the other health care providers,
health care clearinghouses and health plans that participate with us in "organized health care arrangements" (OHCAs) for any of the OHCAs' health care operations. OHCAs include
hospitals, physician organizations, health plans, and other entities which collectively provide health care services. A listing of the OHCAs we participate in is available from the Privacy
Official.]

4. [Optional: Appointment Reminders. We may use and disclose medical information to contact and remind you about appointments. If you are not home, we may leave this
information on your answering machine or in a message left with the person answering the phone.]

5. Sign In Sheet. We may use and disclose medical information about you by having you sign in when you arrive at our office. We may also call out your name when we are ready to see
you.

6. Notification and Communication with Family. We may disclose your health information to notify or assist in notifying a family member, your personal representative or another
person responsible for your care about your location, your general condition or, unless you have instructed us otherwise, in the event of your death. In the event of a disaster, we may
disclose information to a relief organization so that they may coordinate these notification efforts. We may also disclose information to someone who is involved with your care or
helps pay for your care. If you are able and available to agree or object, we will give you the opportunity to object prior to making these disclosures, although we may disclose this
information in a disaster even over your objection if we believe it is necessary to respond to the emergency circumstances. If you are unable or unavailable to agree or object, our
health professionals will use their best judgment in communication with your family and others.

7. Marketing. Provided we do not receive any payment for making these communications, we may contact you to encourage you to purchase or use products or services related to your
treatment, case management or care coordination, or to direct or recommend other treatments, therapies, health care providers or settings of care that may be of interest to you. We
may similarly describe products or services provided by this practice and tell you which health plans we participate in.We may receive financial compensation to talk with you face-to-
face, to provide you with small promotional gifts, or to cover our cost of reminding you to take and refill your medication or otherwise communicate about a drug or biologic that is
currently prescribed for you, but only if you either: (1) have a chronic and seriously debilitating or life-threatening condition and the communication is made to educate or advise you
about treatment options and otherwise maintain adherence to a prescribed course of treatment, or (2) you are a current health plan enrollee and the communication is limited to the
availability of more cost-effective pharmaceuticals. If we make these communications while you have a chronic and seriously debilitating or life threatening condition, we will provide
notice of the following in at least 14-point type: (1) the fact and source of the remuneration; and (2) your right to opt-out of future remunerated communications by calling the
communicator's toll-free number. We will not otherwise use or disclose your medical information for marketing purposes or accept any payment for other marketing communications
without your prior written authorization. The authorization will disclose whether we receive any financial compensation for any marketing activity you authorize, and we will stop any
future marketing activity to the extent you revoke that authorization.

8. Sale of Health Information. We will not sell your health information without your prior written authorization. The authorization will disclose that we will receive compensation for
your health information if you authorize us to sellit, and we will stop any future sales of your information to the extent that you revoke that authorization.

9. Required by Law. As required by law, we will use and disclose your health information, but we will limit our use or disclosure to the relevant requirements of the law. When the law
requires us to report abuse, neglect or domestic violence, or respond to judicial or administrative proceedings, or to law enforcement officials, we will further comply with the
requirement set forth below concerning those activities.

10. Public Health. We may, and are sometimes required by law to disclose your health information to public health authorities for purposes related to: preventing or controlling
disease, injury or disability; reporting child, elder or dependent adult abuse or neglect; reporting domestic violence; reporting to the Food and Drug Administration problems with
products and reactions to medications; and reporting disease or infection exposure. When we report suspected elder or dependent adult abuse or domestic violence, we will inform
you or your personal representative promptly unless in our best professional judgment, we believe the notification would place you at

risk of serious harm or would require informing a personal representative we believe is responsible for the abuse or harm.

11. Health Oversight Activities. We may, and are sometimes required by law to disclose your health information to health oversight agencies during the course of audits, investigations,
inspections, licensure and other proceedings, subject to the limitations imposed by federal and California law.

12. Judicial and Administrative Proceedings. We may, and are sometimes required by law, to disclose your health information in the course of any administrative or judicial proceeding
to the extent expressly authorized by a court or administrative order. We may also disclose information about you in response to a subpoena, discovery request or other lawful process
if reasonable efforts have been made to notify you of the request and you have not objected, or if your objections have been resolved by a court or administrative order.

13. Law Enforcement. We may, and are sometimes required by law, to disclose your health information to a law enforcement official for purposes such as identifying or locating a
suspect, fugitive, material witness or missing person, complying with a court order, warrant, grand jury subpoena and other law enforcement purposes.

14. Coroners. We may, and are often required by law, to disclose your health information to coroners in connection with their investigations of deaths.

15. Organ or Tissue Donation. We may disclose your health information to organizations involved in procuring, banking or transplanting organs and tissues.
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16. Public Safety. We may, and are sometimes required by law, to disclose your health information to appropriate persons in order to prevent or lessen a serious and imminent threat
to the health or safety of a particular person or the general public.

17. Proof of Immunization. We will disclose proof of immunization to a school where the law requires the school to have such information prior to admitting a student if you have agree
to the disclosure on behalf of yourself or your dependent.

18. Specialized Government Functions. We may disclose your health information for military or national security purposes or to correctional institutions or law enforcement officers
that have you in their lawful custody.

19. Worker's Compensation. We may disclose your health information as necessary to comply with worker's compensation laws. For example, to the extent your care is covered by
workers' compensation, we will make periodic reports to your employer about your condition. We are also required by law to report cases of occupational injury or occupational illness
to the employer or workers' compensation insurer.

20. Change of Ownership. In the event that this medical practice is sold or merged with another organization, your health information/record will become the property of the new
owner, although you will maintain the right to request that copies of your health information be transferred to another physician or medical group.

21. Breach Notification. In the case of a breach of unsecured protected health information, we will notify you as required by law. If you have provided us with a current email address,
we may use email to communicate information related to the breach. In some circumstances our business associate may provide the notification. We may also

provide notification by other methods as appropriate. [Note: Only use email notification if you are certain it will not contain PHI and it will not disclose inappropriate information. For
example if your email address is "digestivediseaseassociates.com" an email sent with this address could, if intercepted, identify the patient and their condition.] [Add the following
three activities, or any of the three, only if the organization engages or intends to engage in these activities.]

22. Psychotherapy Notes. We will not use or disclose your psychotherapy notes without your prior written authorization except for the following: (1) your treatment,

(2) for training our staff, students and other trainees, (3) to defend ourselves if you sue us or bring some other legal proceeding, (4) if the law requires us to disclose the information to
you or the Secretary of HHS or for some other reason, (5) in response to health oversight activities concerning your psychotherapist, (6) to avert a serious threat to health or safety, or
(7) to the coroner or medical examiner after you die. To the extent you revoke an authorization to use or disclose your psychotherapy notes, we will stop using or disclosing these notes.
23. Research. We may disclose your health information to researchers conducting research with respect to which your written authorization is not required as approved by an
Institutional Review Board or privacy board, in compliance with governing law.

24. Fundraising. We may use or disclose your demographic information, the dates that you received treatment, the department of service, your treating physician, outcome
information and health insurance status in order to contact you for our fundraising activities. If you do not want to receive these materials, notify the Privacy Officer listed at

the top of this Notice of Privacy Practices and we will stop any further fundraising communications. Similarly, you should notify the Privacy Office if you decide you want to start
receiving these solicitations again.

B. WHEN THIS MEDICAL PRACTICE MAY NOT USE OR DISCLOSE YOUR HEALTH INFORMATION

Except as described in this Notice of Privacy Practices, this medical practice will, consistent with its legal obligations, not use or disclose health information which identifies you
without your written authorization. If you do authorize this medical practice to use or disclose your health information for another purpose, you may revoke your

authorization in writing at any time.

C. YOUR HEALTH INFORMATION RIGHTS

1. Right to Request Special Privacy Protections. You have the right to request restrictions on certain uses and disclosures of your health information by a written request specifying
what information you want to limit, and what limitations on our use or disclosure of that information you wish to have imposed. If you tell us not to disclose information to your
commercial health plan concerning health care items or services for which you paid for in full out-of-pocket, we will abide by your request, unless we

must disclose the information for treatment or legal reasons. We reserve the right to accept or reject any other request, and will notify you of our decision.

2. Right to Request Confidential Communications. You have the right to request that you receive your health information in a specific way or at a specific location. For example, you
may ask that we send information to a particular email account or to your work address. We will comply with all reasonable requests submitted in writing which specify how or where
you wish to receive these communications.

3. Right to Inspect and Copy. You have the right to inspect and copy your health information, with limited exceptions. To access your medical information, you must submit a written
request detailing what information you want access to, whether you want to inspect it or get a copy of it, and if you want a copy, your preferred form and format. We will provide copies
in your requested form and format if it is readily producible, or we will provide you with an alternative format you find acceptable, or if we can’t agree and we maintain the record in an
electronic format, your choice of a readable electronic or hardcopy format. We will also send a copy to another person you

designate in writing. We will charge a reasonable fee which covers our costs for labor, supplies, postage, and if requested and agreed to in advance, the cost of preparing an
explanation or summary, as allowed by federal and California law. We may deny your request under limited circumstances. If we deny your request to access your child's records or
the records of an incapacitated adult you are representing because we believe allowing access would be reasonably likely to cause substantial harm to the patient, you will have a
right to appeal our decision. If we deny your request to access your psychotherapy notes, you will have the right to have them transferred to another mental health professional.

4. Right to Amend or Supplement. You have a right to request that we amend your health information that you believe is incorrect or incomplete. You must make a request to amend in
writing, and include the reasons you believe the information is inaccurate or incomplete. We are not required to change your health information, and will provide you with information
about this medical practice's denial and how you can disagree with the denial. We may deny your request if we do not have the information, if we did not create the information (unless
the person or entity that created the information is no longer available to make the amendment), if you would not be permitted to inspect or copy the information at issue, or if the
information is accurate and complete as is. If we deny your

request, you may submit a written statement of your disagreement with that decision, and we may, in turn, prepare a written rebuttal. You also have the right to request that we add to
your record a statement of up to 250 words concerning anything in the record you believe to be incomplete or incorrect. All information related to any request to amend or supplement
will be maintained and disclosed in conjunction with any subsequent disclosure of the disputed information.

5. Right to an Accounting of Disclosures. You have a right to receive an accounting of disclosures of your health information made by this medical practice, except that this medical
practice does not have to account for the disclosures provided to you or pursuant to your written authorization, or as described in paragraphs 1 (treatment), 2 (payment), 3 (health care
operations), 6 (notification and communication with family) and 18 (specialized government functions) of Section A of this Notice of Privacy

Practices or disclosures for purposes of research or public health which exclude direct patient identifiers, or which are incident to a use or disclosure otherwise permitted or
authorized by law, or the disclosures to a health oversight agency or law enforcement official to the extent this medical practice has received notice from that agency or official that
providing this accounting would be reasonably likely to impede their activities.

6. You have a right to notice of our legal duties and privacy practices with respect to your health information, including a right to a paper copy of this Notice of Privacy Practices, even if
you have previously requested its receipt by email. If you would like to have a more detailed explanation of these rights or if you would like to exercise one or more of these rights,
contact our Privacy Officer listed at the top of this Notice of Privacy Practices.

D. CHANGES TO THIS NOTICE OF PRIVACY PRACTICES

We reserve the right to amend our privacy practices and the terms of this Notice of Privacy Practices at any time in the future. Until such amendment is made, we are required by law to
comply with this Notice. After an amendment is made, the revised Notice of Privacy Protections will apply to all protected health information that we maintain, regardless of when it
was created or received. We will keep a copy of the current notice posted in our reception area, and a copy will be available at each appointment. Complaints

Complaints about this Notice of Privacy Practices or how this medical practice handles your health information should be directed to our Privacy Officer listed at the top of this Notice
of Privacy Practices.

If you are not satisfied with the manner in which this office handles a complaint, you may submit a formal complaint to:

Region IX, Office for Civil Rights, U.S. Department of Health & Human Services, 90 7th Street, Suite 4-100, San Francisco, CA 94103

(415) 437-8310; (415) 437-8311 (TDD), (415) 437-8329 FAX OCRMail@hhs.gov

The complaint form may be found at www.hhs.gov/ocr/privacy/hipaa/complaints/hipcomplaint.pdf. You will not be penalized in any way for filing a complaint.
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