TIME 10:42 AM Desert Springs Dental DATE 1/22/12018

MEDICAL HISTORY

PATIENT NAME Birth Date

EWWMMMMemmMamMWM your mouth is a part of your entire body. Health problems that you may
i. , of medication that you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the
| S

Nsyoumaphyﬁdansmnaw?l Yes | ,'Nn If yes, please explain:

Have you ever been hospitalized or had a major operation? ) Yes | No If yes, please expiain:

Have you ever had a serious head or neck injury? \_,‘fu ; No If yes, please explain:

Are you taking any medications, pills, or drugs? es-’\_-No If yes, please explain:

Do you take, or have you taken, Phen-Fen or Redux? | Yes (' No

Have you ever taken Fosamax, Boniva, Actonel or any - ) Yos () No
other medications containing bisphosphonates? ' -

Noywonawmt?” Yes () No

Doyouusetnbuwo?' ' Yes ) No

Do you use controlled substances? () Yes (_; No

i

l(l

—Women: Are you I - e L
Pregnant/Trying 10 get pregnant? ) Yes () No  Taking oral contraceptives? (' Yes . No Nursing? () Yes{_) No
~Are you allergic to any of the following? -
[ Aspirin [ ] Peniciltin | Codeine [ Local Anesthetics | Acrylic [ | Metal ] Latex [ ] sulfa drugs
[ Other If yes, please explain:
— Do you have, or have you had, any of the following?
AIDSHIV Positive C Yes O Cortisone Medicine () Yes () No | Hemophilia (O Yes ([} No | Radiation Treatments () Yes () No
Alzhelmers Disease () Yes () No | Diabetes ) Yes () No | Hepattis A ) Yes () No | Recent Weighl Loss () Yes (_: No
Anaphylaxis ! Yes () No | Drug Addiction JYes [ ) No | HepatitisBorC ¢ Yes {_ No | Renal Dalysis () Yes () No
Anemia (7) Yes () No | Easity Winded () Yes (I No | Herpes ) Yes () No | Rheumatc Fever ) Yes () No
Angina () Yes () No | Emphysema ) Yes () No | High Blood Pressure () Yes {_) No | Rheumatism O Yes () No
s s () Yes ) No | EplepsyorSezwes () Yes ) No | MgnCholesterst () Yes () No | Scariet Fever ) Yes ) No
Artificial Heart Valve () Yes () No | ExcessiveBieeding  ( Yes () No | Hives or Rash ) Yes ) No | Shingles > Yes () Na
Artificial Joint {_) Yes () No | Excessive Thirst ") Yes () No | Hypoglycamia () Yes ) No | Sickie Cell Disease () Yes (_ No
Asthma () Yes () No | Fainting Spelis/Dizziness(_| Yes () No | Imeguiar Heartbeat () Yes () No | Sinus Trouble ( Yes (_| No
Blood Disease () Yes () No | Frequent Cough (_) Yes ) No | KidneyProblems { )Yes _' No | SpinaBifica (7 Yes () No
st nepisne () Yes () No | FrequentDianhea () Yes ([ No | Leukemia ) Yes _ No | Stomachintestinal Disease _ Yes () No
Breatning Problem ) Yes () No | FrequentHeadaches () Yes |’ No | LiverDisease ) Yes [ No | Stroke " Yes () No
Bruise Easly ) Yes () No | Genital Herpes () Yes (:No | LowBlood Pressure | ) Yes () No | Swelling of Limbs () Yes () No
Cancer () Yes () No | Glaucoma % Yes () No | LungDisease " Yes T No | Thyroid Disease ' Yes [ No
Chemotherapy () Yes () No | Hay Faver " Yes {) No | Miral Vaive Prolapse [ Yes ) No | Tonsiiiis i Yes () No
Chest Pains ) Yes {) No | HeantAttackFaiure (  Yes { ) No | Osteoporosis O ves O No | Tubsralss Lo ves e
Cold Sores/Fever Blisters (_ Yes () No | Heart Murmur Yos O No | PaininJawsonts ) Yes () No | Tumorsar Growtrs o Do S
Cangenitsl Heart Disorder( ) Yes () No | Heart Pacemaker " Yes ) No | Parathyroid Disease ) Yes ) No [ oo g e
Comvulsions () Yes () No | Heart TroubleDisease . Yes () No | PsychisticCare ) Yes ) No | yogou sauncice ) Yea O Mo
Have you ever had any serious illness not listed above? (| Yes ' No

Comments:

To the best of my knowledge, hoqum«rsmhsbtmmhunmmm 1mmﬂntnmmwm¢:tmanbe
dangerous fo my (or patient's) heaith. It is my responsibility fo inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT. PARENT, or GUARDIAN DATE I




Patient Registration

Last Name

Date of Birth

Age Sex MorF Soc.Sec. #

Today's Date

First Name Ml

Please Circle One: Single Married Separated Widow

Mailing Address

Zip Code Email

Home Phone ( )

Driver’s License #

Cell Phone ( )

City State

Employer

Work Phone ( )

Occupation

Are you a full time student? Yes or No

If patient is a minor: Mother’s DOB

Father’s DOB

Name of Parent

Parent Soc. Sec. #

Parent Phone ( )

Parent Employer

Person Responsible for Account

Relationship

Emergency Contact Relationship

Phone # ( )

If you are filling this form out on behalf of another person, what is your relationship to that person?
Name

Relationship

Reason for today’s visit?

How did you hear about us?
O In-home Mailer [0 Social Media
O Practice Website O Internet

[ Other

O Insurance

O Family/Friend/Coworker

Who can we thank for your visit?

Dental Insurance Information (Primary Carrier)
Insured’s Name

Insured’s Employer

Insured’s DOB

Insurance Co

Insurance Co Address

Insurance Phone #

Group # Local #

Dental Insurance Information (Primary Carrier)
Insured’s Name

Insured’s Employer

Insured’s DOB

Insurance Co

Insurance Co Address

Insurance Phone #

Group # Local #



Financial Policy Patient Name (print)

Thank you for choosing our office as your dental healthcare provider. We are committed to providing you with the
highest quality lifetime dental care, so that you may attain optimum oral health. The following is a statement of
our financial policy, which we require that you read, agree to, and sign prior to any treatment . Payment is due at
the time service is provided. Our office accepts cash, personal checks, credit cards and outside patient financing.

Please check if you would like more information about financing options. [

Please Note: Returned checks will be subject to additional fees. In the case it becomes necessary for our office to enlista
collection service and/or legal assistance; you will be responsible for any collection and/or legal charges up to 35%.

Do You Have Insurance?

« We must emphasize that as your dental care provider, our relationship is with you, our patient, not with your insurance
company. Your insurance policy is a contract between you, your employer, and your insurance company.

« As a courtesy to you we will help you process all your insurance claims. Please understand that we will provide
an insurance estimate to you, however, it is not a guarantee that your insurance will pay exactly as estimated. Your
insurance company and your plan benefits will determine the amount paid. We will, of course, do all we can to make
sure your estimate is as accurate as possible. If your insurance company has not made payment within 60 days, we will
ask that you contact your insurance company to make sure payment is expected. If payment is not received or your
claim is denied, you will be responsible for paying the full amount at that time.

+ We ask that you sign this form and/or any other necessary documents that may be required by your insurance
company. This form instructs your insurance company to make payment directly to our office.

+ We ask that you pay the deductible and co-payment, which is the estimated amount, not covered by your insurance
company, by cash, check, credit card or Patient Financing at the time we provide the service to you.

« We will cooperate fully with the regulations and requests of your insurance company that may assist in the claim being
paid. Our office will not, however, enter into a dispute with your insurance company over any claim.

We thank you for the opportunity to serve your dental health care needs and welcome any question you may have
concerning your care or our financial policy.

Consent:

| have read, understand and agree to the above terms and conditions. | authorize my insurance company to pay my dental
benefits directly to my dental office. | understand that responsibility for payment for Dental Services provided in this office
for myself or my dependents is mine, due and payable at the time services are rendered unless financial arrangements have
been made. | further understand that a finance, rebilling, collection charge and/or attorney fee will be added to any overdue
balance. By signing below, you are authorizing us to call you at any number you provide including calls to mobile/cellular or
similar devices for any lawful purpose. You agree to any fees or charges that you may incur for an incoming call from us, and/
or outgoing calls to us, to or from any such number, without reimbursement from us.

Patient Signature (Parent if child) Date



Patient Name (print)

Acknowledgement Of Receipt Of Notice Of Privacy Practices

Purpose: This form is used to obtain acknowledgement of receipt of our Notice of Privacy Practices or to document our good faith effort
to obtain that acknowledgement.

** You may refuse to sign this acknowledgement**

I, , have received a copy of this office’s Notice of Privacy Practices,

Patient Name (Printed)

Signature

Date

Authorization To Release Information

Purpose: This form is used to obtain authorization to release information regarding yourself covered under the Privacy Act to people
other than yourself.

I, , authorize the following person(s) to have access to information covered

under the Privacy Practice regarding myself.

Name (Printed) Relationship
Name (Printed) Relationship
Name (Printed) Relationship
For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be
obtained because:

Individual refused to sign

O Communications barriers prohibited obtaining the acknowledgement
O An emergency situation prevented us from obtaining acknowledgement
[ Other (Please Specify)

© 2002 American Dental Association All Rights Reserved



Desert Springs Dental
Communications Consent - Physical Form

1. By providing my email address, home phone number and cell phone number to Desert Springs Dental (the “Practice”)
and signing below, | hereby authorize Practice (and its subsidiaries, affiliates and those acting on its behalf) to
communicate with me by email, as well as text messages and telephone (including cell phone] calls using automated
or pre-recorded messages for treatment, healthcare operations, marketing or other purposes.

2. lunderstand that these messages may be delivered to the certain mobile phone carriers, including, without
limitation, AT&T, Verizon Wireless, Sprint, T-Mobile and Metro PCS. In that the frequency of these messages may
vary and that the carriers are not liable for delayed or undelivered messages.

3. lunderstand that | may opt-out of receiving calls and text messages by following the applicable unsubscribe or
opt-out instructions provided, by texting “STOP” or by contacting Practice. | understand that | may reply with the
keyword “HELP” for more assistance.

4. lunderstand that standard message and data rates may apply for any messages sent from me to Practice, or from
Practice to me.

5. lunderstand that if | no longer wish to receive emails, | may click on the hyperlink titled “Unsubscribe” at the bottom
of any email sent to me by Practice, and then follow the directions to unsubscribe from email.

6. |understand that my consent to receive email, text messages and/or phone calls is not a condition of my obtaining
other health care services from Practice.

7. lunderstand that | may refuse to consent to receive text messages, phone calls (including cell phone calls) and emails
from Practice for the purposes described herein.

8. lunderstand and acknowledge that communications transmitted via unencrypted email or text message over an
open network may be inherently unsecure, and there is no assurance of confidentiality for information
communicated in this manner. | also understand that emails and text messages have inherent privacy risks,
especially when access to my computer or mobile device is not password protected. Nevertheless, | want Practice to
communicate with me via email and/or text message as detailed herein.

9. lunderstand that messages transmitted pursuant to this consent will be subject to the Practice’s Notice of Privacy
Practices, Privacy Policy and Terms of Use,

10. | understand that, should | have any questions about this Communications Consent, | may contact

texthelp@dentalmessages.com or call 1-866-544-5100,

By signing and completing the below, | voluntarily and affirmatively provide my consent to receive text messages,
telephone calls (including cell phone calls) and emails from the Practice at the phone numbers and email address
provided below for the purposes described herein. If a number is not provided, | will not automatically be opted in
to receive text messages.

Home Phone Number Cell Phone Number Email Address

Printed Name Relationship to Patient

* Personal representatives must attach proof of legal authority

Signature Date

0C125_10
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DESERT SPRINGS DENTAL

Aesthetic & Comprehensive Dentistry

5656 S Power Rd Ste 142, Gilbert, AZ 85295

HIPAA Notice of Privacy Practices
for U.S. Residents

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. THE PRIVACY OF YOUR MEDICAL INFORMATION
IS IMPORTANT TO US.

OUR LEGAL DUTY

We are required by the Health Insurance Portability and Accountability Act of 1996 and its implementing
regulations, as amended from time to time (collectively, “HIPAA”) to maintain the privacy of your health
information. Our policy is to encrypt our electronic files containing your health information so as to
protect the information from those who should not have access to it. If, however, for some reason we
experience a breach of your unencrypted health information, we will notify you of the breach. We are
also required to provide you with this Notice of Privacy Practices (“Notice™) which describes our privacy
practices and legal duties, as well as your rights concerning your health information. We must follow
the privacy practices described in this Notice while it is in effect. We will not use or share your health
information other than as described in this Notice, unless you notify us in writing at the address provided
below. This Notice takes effect February 3, 2022 and will remain in effect until we replace it.

We may change our privacy practices, and/or this Notice, from time to time. If we make any material
revisions to this Notice, we will provide you with a copy of the revised Notice by mail or email. The
revised Notice will specify the date on which such revised Notice becomes effective. The revised Notice
will apply to all of your health information from and after the revised date. The revised Notice will also
be available on our web site. For more information about our privacy practices, or for additional copies of
this Notice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION WITHOUT
WRITTEN AUTHORIZATION

A. Uses and Disclosures for Treatment, Payment, and Health Care Operations

We must disclose your health information to you, as described in this Notice. We also use your health
information and share it with others, in electronic or other format, to help treat your condition, coordinate
payment for that treatment, and run our business operations. The following are examples of situations
where we do not need your written authorization to use your health information or share it with others:



- -

Treatment: We may use your health information to provide treatment to you. We disclose your health
information to our employees and others who are involved in providing the care you need. We may
disclose your health information to a physician or other health care provider providing treatment to you.
We may also share your health information with a pharmacist in order to provide you with a prescription
or with a laboratory that performs test or fabricates dental prostheses or orthodontic appliances.

Payment: We may use and disclose your health information to obtain payment for services we provide
to you, unless you request that we restrict such disclosure to your health plan when you have paid out-of-
pocket and in full for services rendered.

Health Care Operations: We may use and disclose your health information in connection with our health
care operations, including quality assessment and improvement activities, review of the competence or
qualifications of health care professionals, evaluation of practitioner and provider performance, training
programs, accreditation, certification, and licensing and credentialing activities.

Disclosures to Your Family or Friends Involved in Your Care: Unless you object, we may disclose your
health information to a family member, friend, or other person identified by you as being involved in your
treatment or payment for your health care. If you are not present to agree or object, we may exercise our
professional judgment to determine whether the disclosure is in your best interest, and will limit such
disclosures to information necessary to help with your treatment or with payment for your health care.
We may also notify a family member, personal representative, or another person responsible for your care
about your location or general condition. We will also use our professional judgment and our experience
with common practice to make reasonable inferences of your best interest in allowing a person to pick up
filled prescriptions, medical supplies, x-rays, or other similar forms of health information.

Business Associates: We may disclose your health information to a “business associate” that needs the
information in order to perform a function or service for our business operations. We will do so only if
the business associate signs an agreement to protect the privacy of your health information. For example,
we may share your health information with a billing company that helps us to obtain payment from your
insurance company.

Appointment Reminders, Treatment Alternatives and Health-Related Benefits and Services: We may use
and disclose your health information to provide you with appointment reminders (such as voicemails,
postcards, letters, e-mails or other similar mobile device communications). We may also use your health
information in order to recommend possible treatment alternatives or health-related benefits and services,
such as disease awareness or case management that may be of interest to you.

Patient-Related Communications: We may use or disclose your health information to provide patient-

related communications such as intraoral photography, “no cavity club” for children, and telephoned-in
prescriptions.

B. Uses and Disclosures for the Public Need

We may use your health information and share it with others in order to comply with the law or meet
important public needs described below.

Required by Law: We may use or disclose your health information when we are required by law to do so.



Public Health Activities: We may disclose your health information to authorized public health officials so
they may carry out their public health activities. For example, we may share your health information with
government officials that are responsible for controlling disease, injury, or disability.

Health Oversight Activities: We may release your health information to government agencies authorized
to conduct audits, investigations, and inspections, as well as civil, administrative or criminal investigations,
proceedings, or actions. This includes those agencies that monitor programs such as Medicaid.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably

believe that you are a possible victim of abuse, neglect, or domestic violence or the possible victim of
other crimes.

Product Monitoring, Repair and Recall: We may disclose your health information to a person or
company that is regulated by the Food and Drug Administration for the purpose of: (1) reporting or tracking
product defects or problems; (2) repairing, replacing, or recalling defective or dangerous products; or (3)
monitoring the performance of a product after it has been approved for use by the general public. We may
also disclose your health information to report adverse reactions to medications.

Lawsuits and Disputes: We may disclose your health information if we are ordered to do so by a court
or administrative tribunal that is handling a lawsuit or other dispute. We may also disclose your health
information in response to a subpoena, discovery request, or other lawful request by someone else involved
in the dispute, but only if efforts have been made to tell you about the request or to obtain a court order
protecting the information from further disclosure.

Law Enforcement: We may disclose your health information to law enforcement officials for certain
reasons including to comply with court orders or laws that we are required to follow, and to assist law
enforcement officers with identifying or locating a suspect, fugitive, witness, missing person or victims
of a crime.

To Avert a Serious and Imminent Threat to Health or Safety: We may disclose your health information
to the extent necessary to avert a serious and imminent threat to your health or safety or the health or safety
of others. If we do, we will only share your information with someone able to help prevent the threat.

Workers’ Compensation: We may disclose your health information to the extent necessary to comply
with workers’ compensation or other programs established by law that provide benefits for work-related
injuries or illness without regard to fraud.

National Security: We may disclose to authorized federal officials health information required for lawful
intelligence, counterintelligence, and other national security activities. We may also disclose to military
authorities the health information of Armed Forces personnel under certain circumstances. If you are an
inmate or you are detained by a law enforcement officer, we may disclose your health information to the

prison officers or law enforcement officers if necessary to provide you with health care, or to maintain
safety, security and good order at the place where you are confined.

Coroners, Medical Examiners and Funeral Directors: In the unfortunate event of your death, we may
disclose your health information to a coroner or medical examiner. This may be necessary, for example,
to determine the cause of death. We may also release this information to funeral directors as necessary to



carry out their duties, and to organizations that procure or store organs, eyes or other tissues so that these
organizations may investigate whether donation or transplantation is possible under the law.

Research: We can use or share you information for health research.
C. Completely De-Identified and Partially De-Identified Health Information

We may use and disclose your health information if we have removed any information that has the
potential to identify you so that the health information is “completely de-identified.” We may also use and
disclose “partially de-identified” health information about you for public health and research purposes, or
for business operations, if the person who will receive the information signs an agreement to protect the
privacy of the information as required by federal and state law. Partially de-identified health information
will not contain any information that would directly identify you (such as your name, street address, social
security number, phone number, fax number, electronic mail address, website address, or license number).

REQUIREMENT FOR WRITTEN AUTHORIZATION

We may use your health information for treatment, payment, health care operations or other purposes
described in this Notice. You may also give us written authorization to use your health information or to
disclose it to anyone for any purpose. We cannot use or disclose your health information for any reason
except those described in this Notice unless you give us written authorization to do so. For example, we
require your written authorization for uses and disclosures of health information for marketing purposes,
and disclosures that constitute a sale of your health information. Marketing is a communication about
a product or service that encourages recipients of the communication to purchase or use the product or
service. You may obtain a form to revoke your authorization by using the contact information listed at the
end of this Notice. Your revocation will not affect any use or disclosures permitted by your authorization
while it was in effect.

YOUR RIGHTS TO ACCESS AND CONTROL YOUR HEALTH
INFORMATION

Access: You have the right to inspect or obtain copies of your health information, with limited exceptions.
If we maintain your health information in electronic format, you have the right to obtain a copy of your
health information in the form and format you request if the information is readily producible in that
format, or, if not, a mutually agreeable alternative format. You also have the right to direct us to send a
copy of your health information to a third party you clearly designate. We may charge you a reasonable,
cost-based fee to cover copy costs and postage. If you request a copy of your electronic health information,
we will not charge you any more than our labor costs in preparing the materials. You must make a request
in writing to obtain access to your health information. You may obtain a form to request access by using
the contact information listed at the end of this Notice. We will allow for visual inspection of your records
within 10 days of receipt of your written request. If you would like a copy of your medical record in
electronic form, we will respond within 10 days of receipt of your written request. If you would like a
copy of your medical record in another form, we will respond within 21 days of receipt of your written
request. If we need additional time to respond, we will let you know as soon as possible. If you are denied
access to your health information, you are entitled to a review by a healthcare professional, designated by
us, who was not involved in the decision to deny access. If access is ultimately denied, you will be entitled



- .

to a written explanation of the reasons for the denial. Should we deny you access to your records in New

York, you may also appeal our decision to a medical record access review committee appointed by the
Commissioner of the New York State Department of Health.

Disclosure Accounting: You have the right to receive a list of instances in which we or our business
associates disclosed your health information over the last 6 years or such shorter time as you may specify.
That accounting will not include certain disclosures, in accordance with federal law, including disclosures
made for the purposes of treatment, payment, or health care operations. You may obtain a form to request
a disclosure accounting by using the contact information listed at the end of this Notice. We will ordinarily
respond to your request within 60 days. If we need additional time to respond, we will let you know as
soon as possible. You will receive one disclosure accounting annually free of charge, but we may charge
you a reasonable, cost-based fee for additional accountings within the same twelve-month period.

Restrictions: You have the right to request that we place additional restrictions on our use or disclosure of
your health information. If we agree to do so, we will put these restrictions in place except in an emergency
situation or as required by law. We do not need to agree to the restriction unless (i) the disclosure is for the
purpose of carrying our payment or health care operations and is not otherwise required by law, and (ii)
the health information relates only to a health care item or service that you or someone on your behalf has
paid for out of pocket and in full. You have the right to revoke the restriction at any time. You may obtain
a form to request additional restrictions by using the contact information at the end of this Notice.

Alternative Communication: You have the right to request that we communicate with you about your
health information by alternative means or to alternative locations. You may obtain a form to request
additional alternative communications by using the contact information at the end of this Notice. Your
request must specify how or where you wish to be contacted, and provide a satisfactory explanation
regarding how payments will be handled if we communicate with you through the alternative means or
location you request.

Amendment of Health Information: If you believe we have health information about you that is incorrect
or incomplete, you may request in writing an amendment to your health information. You may obtain a
form to request an amendment by using the contact information at the end of this Notice. Your request
must explain why the information should be amended. We will ordinarily respond to your request within
60 days. If we need additional time to respond, we will let you know as soon as possible. If we did not
create your health information, if your health information is not part of our records, or if your health
information is already accurate and complete, we can deny your request and notify you of our decision in
writing. You can submit a statement that you disagree with our decision, which we can rebut. You have the
right to request that your original request, our denial, your statement of disagreement, and our rebuttal be
included in future disclosures of your health information.

Notification of Breach of Unsecured Health Information: We are required by law to maintain the
privacy of your health information, and to provide you with this Notice containing our legal duties and
privacy practices with respect to your protected health information. Our policy is to encrypt our electronic
files containing your health information so as to protect the information from those who should not have
access to it. If, however, for some reason we experience a breach of your unencrypted health information,
we will notify you of the breach.

Paper Notice: You have the right at any time to obtain a paper copy of this Notice, even if you receive



this Notice electronically. You may make such a request by writing to the address provided at the end of
this Notice.

Choose Someone to Act for You: If you have given someone medical power of attorney or if someone is
your legal guardian, that person can exercise your rights and make choices about your health information.
We will make sure the person has this authority and can act for you before we take any action.

YOUR CHOICES

For certain health information, you can tell us your choices about what we share. If you have a clear
preference for how we share your information in the situation described below, notify us using the contact
information listed below.

In these cases, you have both the right and the choice to tell us to:

« Share information with your family, close friends, or others involved in your care
+ Share information in a disaster relief sitnation

* Include your name in a hospital directory

If you are not able to tell us vour preference, for example, if you are unconscious, we may go ahead and
share your information if we believe it is in your best interest. We may also share your information when

needed to lessen a serious and imminent threat to health and safety.

In the case of fundraising, we may contact you for fundraising efforts, but you can tell us not to contact
you again.

OTHER SPECIFIC STATE LAW REQUIREMENTS

Some states provide even greater rights, including more favorable access and amendment rights, as well
as protection for particularly sensitive information. Special privacy protections apply to sensitive health
information including AIDS/HIV-related information, alcohol and substance abuse treatment information,
mental health information, and genetic information. Some parts of this Notice may not apply to these
types of information. Uses and disclosures of this information will only be made with your express written
authorization in accordance with applicable law.

CONTACT INFORMATION

If you have any questions about this Notice, you may contact our Corporate Compliance Officer at
217-540-5100, or write us at:

Corporate Compliance Officer

1200 Network Centre

Effingham, Illinois 62401

(217) 540-5100



COMPLAINTS

If you are concerned that we may have violated your privacy rights or have any other complaints, you may
complain to us using the contact information above. You also may submit a written complaint to the U.S.
Department of Health and Human Services. We will provide you with the address to file your complaint
with the U.S. Department of Health and Human Services upon request. If you choose to file a complaint,
we will not retaliate or take action against you for your complaint.
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