")) HAY'S

FOOT & ANKLE CENTER

NOTICE OF PRIVACY PRACTICES

This page serves to inform you of the privacy practices of Hays Foot and Ankle Center and its representatives. The
privacy of your medical information is important to us. We intend to honor your privacy in every way possible. By
signing below you will allow us to disclose your personal health information:

1, understand that as part of my healthcare, this organization originates and
maintains health records describing my health history, symptoms, examination and test results, diagnoses, treatment,
and any plans for future care or treatment. I understand that this information serves as:

* A basis for planning my care and treatment

* A means of communication among the many health professionals who contribute to my care

* A source of information for applying my diagnosis and evaluation information to my bill

* A means by which a third-party payer can verify that services billed were actually provided

* A tool for routine healthcare operations such as assessing quality and reviewing the competence of healthcare
professionals

I have reviewed and understand the Notice of Information Practices. I understand that I have the right to review
the complete policy prior to signing this consent. I understand that the organization reserves the right to change
their notice and practices. I understand that I have the right to request restrictions as to how my health information
may be used or disclosed to carry out treatment, payment or healthcare operations and that the organization is not
required to agree to the restrictions requested. I understand that I may revoke this consent in writing, except to the
extent that the organization has already taken action in reliance thereon.

We respect your rights in maintaining the utmost in privacy in regards to your individual health information. We
will not release any of your health information to non-medical entities without your prior written permission.
Hays Foot and Ankle Center maintains physical and electronic safeguards that restrict unauthorized access to your
health information. Such safeguards include secured office facilities, locked file cabinets and controlled computer
network systems and password accounts.

We will only disclose your medical information to your health plan or other health care professionals or facilities for
purposes of diagnosis or treatment of your medical condition. If you prefer that we do not disclose any or all of
your medical condition(s), please inform us so that we may take any necessary precautions.

No restrictions
I request the following restrictions to the use or disclosure of my health information:

Signature of Patient or Legal Representative Witness Date



