Cornarsmna Therapy Services

ﬁgaaﬂhll_arlguéggmﬁgmglogg Occupsational and Physical Therapy
1333 Gateway Drive, Bulte 1014

Malbourne, Flodda 22904
Otflce 321-432.2672 Fax 321.768-2489

What to Exgact from Coreratone

Carnerstone Tharapy Services Is a small Iindividually owrad padiatiic tharapy nractice, Clndy Patars-Pontonas,
~owner and speach/language pathologist, has hean s practicing theraplst sjnee 1984 and established n Bravard
Caunty sinee 1986, _

Surcess is Tearmworl

At Cornerstone we belleve that each chlld cah maka prograss to achiave thelt maximum potential through
teamwaerk that Involves first and foremost, the parent/careglvar and the child, and then the team of
professionals who ate jnvalved with the child and famlly. The parents are the “catnarstona” of what hagpens
I the treatment pracess. Thay khow thelr child the best and are the hest edicators of their children's hablts,
Thus, 1t Is Imperative that parents are Intimately involved I thalr child's treatment process. Wae encourage
tnvalvament through teaching/trainlng parents on how to work on certaf skitls n the home anviranment,

Parents are Tralners of Thelr Children;

Parents are the real teachers and tralners of their chiidren, Tharapists undarstand the develapmental protesses
and are professional facilitators of those skills. At times, exaact the theranist to spand entire sessions with you,
the parent, talning you on how to teach vour child st home, Counsaling and tralhing regarding your chiid's
spacial clreumstances are ag impartant s hand

§ eh work with your speclzt Iivda one. Particularly with children
who are batwesn the ages of birth and threa years of ags, the emphasls of treattmant should primarlly be with
the parent,

Consistancy of Attendanze:

It is qulte important that vou and your child atiend appolntments oa a regular basis, Thisis a major part of
achleving success. Pleasa refar to our attendance/cancellation palley and commitmentta traatment for furthar
clarification,

We enjoy working with your children and fael It is 4 privilage to sarve you and your family to gchleve optimal
prograss. The ultimate goal Is discharge Into *he world to ba a child free to learn, play and grow to the!r fullest
patential, .

Clhdy Patars-Pontanas

"Hope exists hare ut Comerstone Theropy Servicas. We build o Joundation for your shild

live, copewith thelr challanges, reach thejr fullest potential and ultimate

¢ parents fear to hope through scientificedly based methods,
interventions " '

30 they can laarn to
Iy be hapny and succeed, We helo change
edveation, evidence-baged praciice gnd
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CONSENT/AUTHORIZATION FORM

Date

CONSENT FOR TREATMENT | authotlze Cornerstone Thera Py Services to perform the therapyis) described

below, 1have been Informed of the reason(s) for therapy(s), along with the expectad benafits,
Please chack all that apply below;

(I Speach Therapy 1 Occupational Therapy 8 Ph‘;fslcal Therapy

Telehealth - 0 Speech Therapy 1 Ocqupational Therapy O Physical Therapy

The therapy{s) was explained ta me in detal! and all my questions wera fully answered. Understanding this, [
authotize Comerstone Therapy Servicas consent to traat

(Name of patient If minor)
L also certify that no guarantes or assurance has heen made as to the results that may he obtainad,

RELEASE OF MEDICAL RECORD

i order to ensure proper folfow-up and continutt
released to my physician, and deslgnated referral
Cornerstone Therapy Services to release the medi

y of care, | agres that a copy of the medical recotd may be

physician and/or the provider who referred me. | authorize
cal recards of

a$ explained sbove.

INSURANCE AUTHORIZATION

Frequest that payment of authorized benefits be made to Cornerstone Therapy Servicas ah my behalf, for any
services provided to me. | authariza any holder of madica and other Infarmation about me to re!sase io
Medicaid and its agents, any Insurance company, any other third party payer, state medical assistance agency
or any athar gavernmental or private payer respansible for paying such henefits, any infatmation neaded ta
determine thesa benefits or benafits for relatad servicas, | agree to pay all charges not covered by a third -
party payer. Iauthorize a copy of this authorizatlon to be ysed n place of tha original, | understand that filing

insurance Is a courtesy and not an obligation. | also understand that the contract Is between myself and the
Insurance carrler, not the practice and the insurance carrlar.

Patlent or person authorlzed to consent for patient

Data

Ravlaed 9182022
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PATIENT FINANCIAL AGREEMENT

Thank you for choosing us as your provider, We are committed to baltig a partnar in providing your child with

quality care, Payment of the bill Is considerad an important part of the partrarshly, Please let us know if you
have any questions,

The followling is a statemant of our Financtal Polley, which we requlrg you to read and sign.

As a courtesy, we will bl your Insurance directly for services. Howaver, It s your raspanslit

lity to call your
Insurance company:

v To understand your beneflt plan

® To know If a pre-authorization is requived prior to treatment
e To know what services are coverad

Regarding lnsurance:

Your insurance policy is a contract between you and your insurance company. Should you lose your insurance
coverage, payment of your bill will ultimataly be your respansibllity.

1. thave read and understand this Financlal Agreement
2. lauthorize and consent to the releasa of medical information necessary to hill and pracess
Insurance clalms
3. lauthorize the payment of henefits diractly ta Cornarstone Therapy Services
4. |agree to pay ali charges not covered or pald by my Insurance company
Name of Patient (Please Print) Date of Birth
Slghature of Rasponsible Party Date
Revlzed B{9/2002
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ATTENDANCE ANP CANCELLATION ROLICY

Cornerstone Is committad to the best treatment possible for yaur child, Corslstency of attandance will altaw
yout child to achieve maximum results within the shattest time spas,

Due to an increasing problem with “No Shows” for schaduled appointments, aven with a text confirmation the
Friday before, | regretfully must tnstitute a “No Show Policy” ...,

“No Shows” drive up the cost of patient appolntments for everyone, “No Shows” also prevant us from taking a
patisnt who could have been seen that day but wers not hecause someone was schaduled for that time slot.
For this reason, If a “Ne Show” occurs more than ane time, you will be discharged from recelving therapy.

Also, the “reminding” text is ONLY a courtesy... not recalving that textdoes not rellave you of your
responslbllity to arrive for your appointtment or cancel appropriately,

ggnce!lations~N0n-Emergenc\f:I_w, e et e e s S 1
Except for emergency situatians, dilaphalnifensm 18EhE Lafienliad aflsastud hauld insdvakics by sty

At We consider the following to be examples of NON- EME

&
appointment: vacations, prescheduled doctor appolntments, family even
avents, aftar school activities, lack of b

RGENCY raasons to cancel an

ts, pactles, field trips, recraational

;_Egisitter, hollday weekend, school holiday, day bafare of aftsr a
hitid

hollday, or schedulad canfllet. L3

Canceliations ~ Emetgancy:

In case of emergency (sudden iliness, car accident, death in family, hospitalization, emargency doctor vislt),

appolntment must be cancelled as early as possibl lar to appolntiment ime. There is na charge for an
smergency related cancelled appointment, & ial

No Show without Notlfication:

I¥ VOu;\Iﬁl ?EF)W for your appolntment mare than ane time, you will be formally discharged from the grogram.
I e o
R -J.lli‘-.L I

Lr
LA R

iy

Childhood Disease;

Please hote If your chilld contracts lice, ringwarm, pink eye, strep throat, chickenpox or any other tyoical
childhood communicable diseass, you need to cantact our office Imimediately, The ¢hild will ba placed on
hald untl th %;gptagious period is ovar, and your dector gives Cornerstone authorization to resume

e

]

Hollday and School Vacations:

Cornerstone Therapy Services doas not follow the school calendar. We are open 12 manths a year and

closed: only for the follawing holidays: New Year's Day, Memorial Day, July 4% Lakor Day, Thanksglving Day,
and Christmas Day. Unless otherwise expllcitly stated, we are opan our regultar hours on the days immadiately
before and after these holfdays. [f your child has & spaclal school svent or vacation, ptease Inform your

therapist 30 days In advance in order to rearranga the scheduie, If your theraplst Is not informed with this
early natice, then It will be counted as a late cancellation, e

il
—

Revized &/19/2022
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Attendance:
Therapy will ot be effective unlass It [s conslstent and regular, There

] 3k H s
rtant Rolihili kel i -

Fieh A A ‘ ’réﬁ: il e
-Eﬁ T bt L] d r: é:u h :.;‘.1:& -diwglﬁ‘«i— ok '4-‘..1:1 ‘nfﬁ CARTN .:'::%1‘31,1! ‘_._ ,f::% Rt :. “;
'g@% apekelafslg AT case, we will filace you on our walting list fortherapy, If the regufar
appolntment time s diffieult to maintaln, please discuss the possibility of a different day or time with your
theraplst, We cannot guarantes an appolntment will be held for an extended vacatlon, greater than 30 days,
RuhfEa Tt

e i

MY SIGNATURE BELOW INDICATES THAT | HAVE READ THE ABOVE POLICY AND UNDERSTAND AND ACCERT
THE TERMS AND CONDITIONS,

Please print nama of patient Date

Signature of patfent/respansible person {f patiant s a minor) Relationship to pattent

Speach Tharanist Name Speech Theraplst Cell Phena Numbar

Occupatioral Therapist Name Occupational Theraplst Call Phone Number

Ravisad 9/19/2022
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Cornerstone Therapy Services

Spesch/Language Pathology Ogcupational and Physical Therapy
1333 Gateway Drive, Sufts 1014

Melbourne, Florida 32901
Office 321-432-2572 Fax 321-768-2489

HIFAA Consent Fomm

| give Consent to Cornerstone Therapy Services, Inc staff to disaloss Protected
Heaith Information (PHI) regarding my chlid’s therapy process in the common

areas of Cornerstons Therapy Services, Inc. | have the right to revoke this
consent at any fime via written notice.

Inifal: (Do not initial If you would Iike to speak in private)

Persons, who may accompany minor, take decisions and may obtain child
therapy Information.

Name;

Relationshilp:
Name: Relationship:
Nare: Relationship:
Child’s Nama:
Parent /Guardian Nama:
Signature: Date:

Revised 12/07/22



Cornerstone Therapy Services

Speschil.anguage Pathology Occupational and Physical Therapy
1333 Gateway Drive, Sulte 1014

NMelbourne, Florida 32901
Office 321-432-2572 Fax 321-768-2489

Photo [ Video Permission

, give permission for my child,
, to be photographedivideotaped for the

purpose of website education. This information will hot be shared with any other
entlty.

Signature

Date



Physical Therapist Name Physleal Theraplst Cell Phone Number

CASE HISTORY FORM

tdentifving Information:
Child’'s Name: Data of Birth:
Parent’s Namefs): Home Phone:
Home Address: Cell Phone:

Work Phone:
Parent’s Occupation(s):
Emall Address:
Child's Schoal: Grade: ____ Teacher
Refarred By:

Doctor’'s Name: Doctor's Phone:

Chlld tives with (¢check one}:

Birth Parent Foster Parents
... Adoptiva Parents e, O3 Parent
Parent & Stepparent Othar:

Family History:

Sibfings: Age:

Fevisad 8192022
Macllcatd



s there a family history of: Yes/No
Speech/Language Difficultias

Hearing Impalrment/Deafness
Learning Difficultles

Developmental Difficulties

If you responded “yes” to ary of the above, please dascrihe:

Statement of the Problem:

Dasctiba in your own words what problem yaur child is having; '

List any other concerns you have regarding your child’s development:

Boes your child have & formal diagnosls: Yes Na

IFyes, what Is ft?

When was [t made? By whom?

Pragnancy/Birth History:

Prenatal Care Providad:  Ves No

Pregnancy was: Normal  Complicatad (please cirdle one)
If complicated, please alaborate helow:

Spotting High Blood Pressure Diabetes Smoking

Ravlsed GM9/2022
Madicald
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Fever BH Incompatibiifty Madications

Aleohol/Drug Other
Blrthy

Term of Pregnancy: Full waeks Premature: Wwaeks
Delivery: Vaginal Ceosarean

Prasentation: Braech  Head Down

Labor indused Natural Length of Labor

Child’s Birth Weight:

Spaclal Consldarations:

Cord sround reck Maconium Birth

Jaundiced Twin {ftrst or second)
tncubation Time

Madlcation

Length of Child’s Hosnltal Stay
Complications at Birth?

Medleal information:
llinesses, Chronic Medical Condltions and Dlaghoses nclude:

Hosnltalizations or Suigerles:

Data Reason Logatlon

Has your chiid had any of the foflowing? List aperoximate dates of when?

Adengidectomy:

High Faver:
Allergies: Head Injury:
Breathing Difflcultles: Sleaping Difflculties:
Chicken Pox: Thumb/Finger Sucking:
Fraguent Colds: Tonslliactormy:
Freguent Ear Infactions; Tonslliltls:
Ear (PE) Tubes: Vislon Prablems:
Revisad 9/19/2022
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If you check any, plaase provida addltlonal detalls:

frmunizations: Currant Not Currant

Specialists Seen (Neurology, ENT, Orthopedic, Gl, etc.):

Allergles:

Current Meadications and Dosage:

Vislon: {nate if formal screening done, surgery, corrective lenses used)

Dental {note if teeth are present, any abnormalities ar avarbites)

Hearing: {note If ear Infections are frequent, tube placament or fieating tests performed)

Please check the appropriate column:

My child has 3 or more ear Infections betwaen blirth and 12 months of age,

My child has Fiad at least one ear infactlon which tasted more than threa months.

My chifd has been evaluated by an audiologlst who determinad that his/her hearlng is
within normal limlts, Date of screening:

 suspact my child has a hearing problem.

Revizad 81979022
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My child prefers one ear over the other, If yes, which ear? {Circle) Rlght or Laft
My child has had fubes In his/her ears. ifyes, when?

My child wears hearing aids. Ifyes, what type and for how long?

Otal Motor & Feeding History:

Has your child experlenced feeding/eating difffcultles (e.g. biting, swallowing, and chewlng)? Yes/io
If ves, please explaln:

Wasg your child hreast-fed or bottle-fad?

Daes your child eat by one’s self using utensils? Yes/No_____ Draol?
Poas your chlld put tays In thelr mouth? Yes/No
If yes, please explatn:

Does your child have food allergles? vas/No
Ifyes, pleasa explaln:

oas your child have food prefarences/aversions? Yes/Na
1f yes, nlease explain:

Does your child have a history of feeding problems? f vas, chack all that apply:

Choking e _PIffleulty Blting Qverstuffing Mouth

Poar Nursing _..__Diffleulty Chewing Difficulty Swallowlng

Is your child a messy or picky eater? Yes/No
Measa list favorite foods:

Speech, Language and Hearing Davalopment:

Did your child make babhling or cooing sounds during tha first 6 months of [ife?
At what age did the child say his or her first word?
What wera your child’s first words? .

Did your child keep adding words once he/she started to talk? Yes/No_____
i na, explain:
At what age did the child begin using 2- and 3-word sentancas?

Did speech leatning ever saem to stop for & pericd of time? Yes/No
if yes, explain

Does your child talk a lot occasionally fever ?

Does your child prefer to talk gesture talk and gesture T
Does the child most frequently use sounds single words 2-word sentences
Hevlsed 9/18/2022
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3-word sentences more than 3-word sentences
List examalas:

Does your child make sounds Incorractly? Yes/No If yes, which ones?
Doas your child hasttate, “get stuck”, repaat or stuttar on sounds or words? Yes/No If ves,
dascribe; —

Describe any recent changes in the chlld’s speach:

Can the child teli a simple story? Yes/No

How well can he/she be understoad by the following individuals? (Indicata “A” for all the time; "M for most
of the time; S” for some of the time; or "R” for rarely)

Parants Slblings Teacher(s) Friends Strangers .
Comments

Does the child seam to understand what you say to him or her? Yas/No e
fna, explain

Does your child consistently answer to his/her name? Yes/No

Does yaur chifd make appropriate eye contact with adulis? Yes/No —_Otherchlldren? Yas/No
Does your child identify simple objects? Yes/No

Daes your child follow simple commands? Yes/No

Please describe/give examples;

Does your child ever have trouble remembaring what you have told him or her? Yes/No
[ yas, explain?

Does your child enjoy looking at books? Yes/No ____ How often do yau raad to yaur child?

Sensory and Motor Develepmeant:

Doas your childd have any difficulty walking, running, sittin

gor other large motor skills? Yes/No .
If yes, plaase describe :

Doas your child tippy-tae walk? Yas/No
s your child clumsy or does he/sha fall 2aslly? Yes/No
Doas your child have low body tone? Yes/No

Doas your child have difficulty with fina motor skills such as stacking, cutting and handwriting? Yas/No ____

ifyas, please daserlbe:

Motor mifestone development ages chtained:

Ravizad 3f19/2042
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Crawled Sat Stood Walked Fed Self ___ Dressed Self Tolleted 1%
Words

Is your child sensitive to cartain texturas of food or clothing? Yes/No
If yes, please describe:

Does your child dislike having substances on his/her hands such ag glue ar dirt? Yes/No

Is your child oversansitive to balng tauched or dislike helng touched? Yas/No
1f yes, please describe:

Does your child have any known gastrolntestinal lssuas? YesfNo
If yes, expiain

Checlcall that apply: Child finger feeds uses a fork a shooh
[s aciult asslstance needed with feading? Yes/iNo
If yes, explain

ohapeh cup astraw _

D —

Has he/she ever chaked on solid foods? Yes/No Poas your child cough on llquids? Yes/Na____
Can your child chew well? Yes/No Doas he/she droof? Yes/No____ [fyes, when?

Did your chitd us & pacifier? Yes/No ____ If yes, age weanad from pacifier .

Does your child continue to mouth objects? Yes/No

Dld your child suck his/her thumb/fingers?. Yes/No _____ [f yes, until when?

Does your chlld suck on his/her hair/clothing/blanket/etc? Yes/No . Ifyes, what?

Does your chlld reslst tooth brushing? Yes/No _____ Does he/she fike taking a bath? Yes/No
Swings? Yes/No ___ Parties? Yes/No Rough houslng? Yes/No

Child prefers to primartly play alone with other children ____ with older childran

with younger children ______with adults

Is your child overly sensitive to loud sounds? Yes/No ____ Bright lights? Yas/No
Tags on clothing? Yes/No

Give ages at which the following first occurred:

satup _ Crawled Stood Walked Ran
Bladder trained Bowal trained Night trained
Which hands does the child use more fraquently? Right Laft No preference

Does your child typically display any of tha followlng behaviars? (chack all that applv.)

Clraduced or lack of Interaction with others
[tantrums

Clpasslva [n Intaractions

Cldifficulty staying on task
Cldiffleulty finlshing tasks
(sensttive

Ravigad B/10/2022
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I-lvery active
Clunderactive
Hinattentive

Clrefuses to parform tasks

Clangry/acting out behavier
Cifrustrated
shy

Educational Histary:
Does your child attend? Daycare Preschool

Name of Scheol
in school, does he/sha da: average

Kindargarten Grade School
Grade/Lavel

below average ehove average work?
What are tha child’s best subjects?

Has he or she repeated a grade? Yes/No IFyes, which ona(s)?

What fs your impression ef your child’s lsarnlng abilitles?

What is your Impresslon of your child’s social skiljs?

Does your child dispiay any behavioral or attentional lssuss at school?

Describe any speech, languaga, haarlng,

OT, PT, psychaloglcal, special edycation services, tutoring that the
chifd {s racelving/has recalvad,

Type of Therapy Therapist Fraguaney Place Group or Duratlon

(Prlvate/School) | Individusl? (e.g., age 3-5)

Eayorite Activitias

[l et b kL LA 1 T 1

Piease list some of your child’s favorite toys, games, hobbies, ete,

What do you conslder to be your child’s greatest strangths?

Reviged 8/18/2022
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What other concarns do you have about your chlld?

Signad:

Date!

Cornerstone Therapy Services

RECEIPT OF NOTICE OF PRIVACY PRACTICES
WRITTEN ACKNOWLEDGEMENT FORM
EFFECTIVE DATE OF THIS NOTICE: APRIL 14, 2008

1,
SERVICES'S Noties of Privasy Practices,

, have recalved a capy of CORNERSTONE THERAPY

Patient's Name

Signature of Parent/Patient Date

Printad Name of Parent/Patlent

Haviaad 8/19/8022
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NOTICE OF PRIVACY PRACTICES

New federal laws require us to glve you this Notica a

bout our privacy practices regarding your protacted
health information. This Is effactive as of Agri

114, 2003 and will remaln In effect untjl wa teplace It.
PLEASE REVIEW NQTICE CAREFULLY,

HOW DO WE PROTECT YOUR INEORMATION?

Qur practice is dedicated to maintaining the arlvacy
physical and procadural safeguards to protect your
agreemments with contractad parties that
you, Our office will make reasonahle eff

of your Protected Health Informatian (PHi)., We maintain
personal information, We establish confidentiality
recaive non-public personal, financlal and health information about

orts to disclose only the minimum hecessary protectad information to
accomplish tha intended purpose, The terms of this notica apply fa all records containing your PRI that are

treated or retained by this practice. Wa reserve the right to change our privacy practices and tarms of this
notice at any time, provided such changes are permitted by law. Befare wa make 5 slgnificant change to our
privacy procedures, we will change this Notice and make the new Notice available upon request,

HOW DO WE USE YOUR PROTECTED HEALTH INFORMATION (PHI)?

L. Treatment. Wa may use ar disclose vour haalth nforthatlon to a physiclan or other heaithcare provider
providing tregtment to you. Many of the people whe worl for our practice, Including but not limited to, our
theraplsts may use or disclose yvour PHE In arder to treat you or to assist others in your treatment, Finally, we
may also disclase your PHI to other health care providers for purpases related to your treatmant,

2. Payment. Qur practice may use and disclose your PHI In arder to bill and collect payment for the services
and itemms you may recelve from us. We also may use and disclose your PHI to obtaln payment from third
partlas that may be rasponsible for such costs, such as family members., We may discloss our PHI to ather
health care providers and entitias o assist It thelr Billing and collection efforts,

3. Health Care Operations. Our practice may use and dlsclose your PHI to operate our husinass, As axamplas

of the ways in which we may use and disclose your information for our oparations, our practice may yse your

PHI to evaluate the quality of care you recelvad from us, or to condyct cast-nanagement and husinass
Revised 9/19/2022

Madlcald



18

planning activities for aur practice. We may dlsciose your PHI to other healih care providers and entlties to
assist In thelr health care operations.

4, Persons lnvalved [n Cate, If you are available and do not objact, we may disclose your PHI to your famlly,
frlends, and others Involved In your care or payment of a claln, i you are unzble or incapacitated and we
detarmine that a llmited discfosure s in your hest Interast, we may share [imited PHI with sich Individuals,
For example, we may use our professional Judgerent to share PRI with your spouse concerning the
pracessing of 4 clalm, Your authortzation may glve us written authortzatlon to use your hezith Information or
to disclose [t to anyone for any purpose. If you give us authorizatlon, you may revoke It In writing at any time,

Uniess you glve us wrltten authorlzation, we cannot use or disclose vour health information for any reason
except those descrlbaed In this notlce,

USE AND DISCLOSURE OF YOUR PHI IN CERTAIN SPECIAL CIRCUMSTANCES

The following categorias dascribe unlque scenarios tn which we may use or disqlose our protected health
informatian:

1. Disclosure Reguired by Law, We may disclose your health information when we are requlred to do soby
law. Qur practice tmay usa and disclose your PHI tn response to a court or adminlstrative ardar If you are
invalved ina lawsuit or similar proceeding. We also may disclosa your PHI In raspense to a discovery request,
subpoena, ot other lawful process by another party Involved in the dispute, but only if we have made an effort
ta Inform you of the request or to obtain an order protecting the Information the party has requested. We
ey release PH! If asked to do so by & law enforcemant official, Wa will require adequate written assurances
that the PHI will not be re-used or disclosed to any other person or entity (axcept as required by law).

2. Serious Threats to Health or Safety. Qur practice may use and disclose your PHf when necessary to reduce
Qf prevent a serlous threat to your health and safety or the health and safety of another individual or the
pubile. Under thase clrcumstances, we will anly make disclosuras to a person or arganization able to help
prevant the threat.

3. National Security and Military. We may disciose to military authorities the health information of Arined
Forces personnel under certaln circumstances. Our practice may disclose your PHI to federal officials for
inteltigence and natlonal securlty activities authorlzed by law. We also may disclose your PHI fo a correctional

Institution or law enforcement offictal having lawful custady of protacted heatth mformation of patient
under certaln clrcuinstances, |

YOUR RIGHTS REGARDING YOUR PHI

You have the fellowing rights regarding the PHI that we malntaln about Yol

1, Confidential Communications. You have the right to request that our practice communicate with you
about your health and related issues in a particular manner or at a cartain location. For instance, you may ask
that we contact you gt home, rather than work. In ordertc requast a type of confidentlei communication, you
must make a written request tu Cornerstone Therapy Services specifylng the requestad method an contact, or

the location where you wish to he contacted, Our practice will accommodate reasonzbla requests. You do
not need to glve a reason for your request.

Revised 9162022
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2. Raguesting Restrictions, You have the right to request a restrictlon in o
treatment, paymerit or health care operations, Additionally,
disclosure of you PHE to only certatn Individuals fnvalved In ¥
famlly members and friands. We sre not reduired to agrae t
bound by our agreement except when otherwlsa requ
necessary to treat you. Inorder to requast a restrictio
your request in writing, Your request must describe In

(a) theinformation you wish restrictad.

(b} whatheryou are raquesting to limit our

(¢} to whomyou want the limits to apply,
3. Inspaction and Coples. You have tha right to Inspact and obtain aco
make declslons about you, Including patlent medical records and bil!

request ih writing to Cornerstone Therapy Services In order to Inspact and/ar obtaln a copy of you PHI. Our

practice may charge a fee for the costs of copying, malling, labor and supplles assoclated with you raguest,

Qur practice may deny your requast to inspect and/or copy In cartain limited clroumstances; howaver, you

may requast a review of our denlal. Ancther licenssd health care professional chosen by us will conduct
raviews,

4, Amendrient. You may ask us to amend
must be made {n writing and exglaln why
under certaln clroumstances,

5. Accounting of Disclosures. You have the rlght to request an accounting of certain disclosures made by us
af your PHL Use of your PHI as part of the routine petlent care in our practics Is not required to he
documented. For example, the doctor sharing information with the nurse: or the billing department using
your information to file your Insuranee claim. in order to obtain an accourting of disclosuras, you must submit
your request in wrlting, and may not be latger than six (6) vears from the date of disclosure and may not
Include dates before April 14, 2003, The first list you request within z 12-month perlod is free of charge, but

our practice may charge you for additlonal lists within the same 12-month perfod. Qur practice will notify you
of the costs Invelved with addtiona recuests, and you may withdraw your request before you ineur any costs.
b. Right to Flle a Complalnt, if you believe your prlvacy tights hav

e baen violated, you may file a cotmplaint
with our practice or with the Secretary of the Department of Healt

hand Human Services, All complaints must
be submittad in writihg, You will not he penallzed for filing a compiaint,

7. Right to Provide an Authorization for Other Uses and Disclosures,
authotization for uses and disclosures that are hot ident

Any authorization you provide to us regarding the use and disclosure of your PHI may be revoked at any time
I writing, After you revoke your authorization, we will no longer use or disclose your PHE for the reasan
describad in the authorization, Please note, we are required to retain recards of your care,

8, Right to a Copy of This Notice, You hava the right to a pager copy of this Netice upon raguest by
contacting Cornerstane Therapy Servicas.

ur use or disclosure of you PMI for
vou have the right to request that we restrict our
Our care or the payment for your care, stich as

@ your request; however, If we do agrae, we are
Irad by law, In emergencles, or when the information s
nin cur use or disclosura of your PHI, you must make

a clear and conclse fashion:

practlce’s use, disclosuts or both: and

py of the PHithat may be used to
hg records. You must submil your

your health Informatlon. To reduest an amendment, you request
he information should be amended, We may deny yolu request

Qur practice will olbtain your written
fied by this notics or permitted by applicable law,
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