COMPREHENSIVE NEUROL OGY HIPAA ACKNOWILEDGMENT FORM

1. Our Pledge Regarding Medical Information

The privacy of your medical information is important to us. We understand that your medical information is personal and we are committed to
protecting it. We create a record of the care and services you receive at Comprehensive Neurology,LLC. We need this record to provide you with the
quality care and to comply with certain legal requirements. This notice will tell you about the ways we may use and share medical information about
you. We also describe your rights and certain duties we have regarding the use and disclosure of medical information.

2. Our legal Duty
Law Requires Us to:
1. Keep your medical information private.
2. Give you this notice describing our legal duties, privacy practices, and your rights regarding your medical information.
3. Follow the terms of the current notices.
We Have The Right To:
1. Change our privacy practices and the terms of this notice at any time, provided that the changes are permitted by law.
2. Make the changes in our privacy practices and the new terms of our notice effective for all medical information that we keep, including
information previously created or received before the changes.
Notice of Change to Privacy Practices:
1. Before we make an important change in our privacy practices, we will change this notice and make the new notice available upon
request.

3. Use and Disclosure of Your Medical Information

The following section describes different ways that we use and disclose medical information. Not every use or disclosure will be listed. However, we
have listed all of the different ways we are permitted to use and disclose medical information. We will not use or disclose your medical information
for any purpose not listed below, without your specific written authorization. Any specific written authorization you provide may be revoked at any
time by giving us a written request.

For Treatment:

We may use medical information about you to provide you with medical treatment or services. We may disclose medical information about you to
doctors, nurses, technicians, medical students, or other people who are taking care of you. We may also share medical information about you to your
other health care providers to assist them in treating you.

For Payment:

We may use and disclose your medical information for payment purposes. A bill may be sent to you or a third-party payer. The information on or
accompanying the bill may include your medical information.

For Healthcare Operations:

We may use and disclose your medical information for our health care operations. This might include measuring and improving quality, evaluating
the performance of employees conducting training programs, and getting the accreditation, certificates, licenses and credentials we need to serve you.
Additional Uses and Disclosures:

In addition to using and disclosing your medical information for treatment, payment, and health care operations, we may use and disclose medical
information for the following purposes.

Notifications:

We may use and disclose medical information to notify or help notify: a family member, your personal representative or another person responsible
for your care. We will share information about your location, general condition, or death. If you are present, we will get your permission if possible
before we share, or give you the opportunity to refuse permission. In care of emergency, and if you are not able to give or refuse permission, we will
share only the health information that is directly necessary for your health care, according to our professional judgment. We will also use our
professional judgment to make decisions in your best interest about allowing someone to pick up medicine, medical supplies, x-ray, prescription or
medical information.

Disaster Relief:

We may share medical information with public or private organization or person who can legally assist in disaster relief efforts.

Specialized Government Functions:

Subject to certain requirements, we may disclose or use health information for military personnel and veterans, for nation’s security and intelligence
activities, for protective services for the President and others, for medical suitability determinations for the department of State, for correctional
institutions and other law enforcement custodial situations, and for the government programs providing public benefits.

Court Orders and Judicial and Administrative Proceedings:

We may disclose medical information in response to a court or administrative order, subpoena, discovery request or other circumstances, such as a
court order, warranty, or grand jury, subpoena, we may share your medical information with law enforcement officials. We may share the medical
information inmate or other person in lawful custody with a law enforcement official under certain circumstances.

Public Health Activities:

As required by law, we may disclose your medical information to public health and legal authorities charged with preventing or controlling disease,
injury or disability, including child abuse or neglect. We may also disclose your medical information to person subject to jurisdiction of the Food and
Drug Administration for purpose of reporting adverse events associated with products defect or problems, to enable production recalls, repairs or
replacements, to track procducts.

Victims of Abuse, Neglect, or Domestic Violence:

We may use and disclose medical information to appropriate authorities if we reasonably believe that you are a possible victim of abue, neglect, or
domestic violence.

Workers’ Compensation. We may disclose your health information as necessary to comply with workers’ 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.

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.
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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 had 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.

When This Medical Practice May Not Use or Disclose Your Health InformationExcept 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.

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 e-mail 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 any other 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. 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. 1f 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. All information related to any request to amend 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. Right to a Paper or Electronic Copy of this Notice. 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 e-
mail.

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.

B. Changes to this Notice of Privacy Practices

We reserve the right to amend this Notice of Privacy Practices at any time in the future. Until such amendment is made, we are required by law to
comply with the terms of this Notice currently in effect. 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.
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I, , do here by acknowledge receipt of Comprehensive
Neurology, LLC., Notice of Privacy Practice on this date:

(Print date)

Printed Name of Legal Representative Relationship to Patient

Signature of Patient/Legal Representative Date

The following person (or class of persons) may receive disclosure of protected health information about patient:

His/her/its Name

Address

City, State Zip Code

MEDICATION POLICY

When our physicians prescribe medication. This means that every prescription is not only monitored by
the Federal Government, but it is also monitored by your Insurance Company. Because of this, there is a policy
that we must follow when prescribing medications. Please read the following and let us know if you have any
guestions.

o |If medication is prescribed for the first time or any changes have been made to medication,you must follow
up with the Doctor within 30 days.

e Controlled Medications cannot be called into the Pharmacy and no refills can be given. They must be
written each month, signed for and picked up from our office.

o |If you are being prescribed a medication and you have not followed up with physician as advised WE ARE
NOT ABLE TO WRITE A PRESCRIPTION UNTIL YOU COME IN FOR AN APPOINTMENT.

I understand it is important that any and all recommendations by doctors are followed completely in order to
increase the likelihood of a positive and healthy treatment/outcome. | acknowledge and understand that if any
physician in this office prescribes medicine to me that the proper taking of any such medicine shall be my sole
responsibility (or my guardian who has attended this consultation). | agree to properly follow the prescribed
dosage and frequency amounts of these medicines as recommended by my doctor.

I have read and understand Comprehensive Neurology’s policy for being prescribed a medication.

Signature of Patient/Legal representative Date




