ProBalance, Inc.
ProBalance .. 450 Park 5.5t 1008
Physical Therapy* Sports Rehab *Pilates Alameda, CA 94501
PATIENT INFORMATION Ph: 510-523-1900
Patient Name Age Date of Birth
g Male
g Female
Hm Phone: Phone easiest to reach me: Email
O - -
= Street Address City State & Zip
.
c
] Employer Name Occupation Employer Phone
<
(ol
Emergency Contact Name or Nearest Relative Relationship Emergency Contact
Phone
Driver’s License or ID Number Date of Injury Is this injury due to: g Work
g Auto Accident
g Other
Referring Physician Will you be submitting youcegts to your
insurance? g Yes g No

How did you hear about us? Circle all that apply:

Friend/Family : D réferral  Yellow Pages Website ewspaper ad Magazine ad

Magazitwgicle Newspaper Article  Other:

FINANCIAL AND SELF PAY POLICY

We take pride in the high-level quality of our sees. In order to provide you with the best possitdre, please
address the following policies.

Payment for services is due at the time servicesrandered unless payment arrangements have been
approved in advance by our staff (See our fee sdaddr exact prices).

We accept (1) Cash or (2) Checks (3) Credit CaydHgrbor Bay Club Account (at Harbor Bay Club only)

Returned checks and balances older than 30 dayshemaybject to additional collection fees and mgér
charges of 1.5% per month.

If you are submitting your receipts to your inswgarcompany, note that the physical therapy prise li
schedule will be used since charges are listedrbgeglure codes that insurance companies use tegzoc

the claims.

A $35 charge will be assessed for broken appointmenand appointments cancelled within 24 hours
advance notice.

We realize that temporary financial problems mdgaftimely payment of your account. If such prabsedo arise,
we encourage you to contact us promptly for agsigtan the management of your account.

If you have any questions about the above informnmabr any uncertainty regarding your insurance raye
PLEASE don't hesitate to ask us. We are here tp Yl

| have read and agree to all the policies mentiaizye.

Patient Name: Date:

Patient Signature:




ProBalance ..
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NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUTOU MAY BE USED AND DISCLOSED AND HOW YOU CAN
GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT GREFULLY.

ProBalance, Inc. is required, by law, to maint&i@ privacy and confidentiality of your protectedltle information and to provide our patients
with notice of our legal duties and privacy praesiavith respect to your protected health infornmatio

Disclosure of Your Health Care Information

Treatment
We may disclose your health care information te@ptrealthcare professionals within our practicetfierpurpose of treatment, payment or
healthcare operations.

“On occasion, it may be necessary to seek consoftaegarding your condition from other health cgm®viders associated with
ProBalance, Inc.”

“It is our policy to provide a substitute healthregprovider, authorized by ProBalance, Inc. to pdevassessment and/or treatment
to our patients, without advanced notice, in theng\of your primary health care provider’'s absedoe to vacation, sickness, or
other emergency situation.”

Payment
We may disclose your health information to youunasice provider for the purpose of payment or headte operations.

“As a courtesy to our patients, we may submit anizted billing statement to your insurance carrier the purpose of payment to
ProBalance, Inc. for health care services rendefdte billing statement contains medical informatimeluding diagnosis, date of
injury or condition, and codes which describe tlealth care services received.”

Workers’ Compensation
We may disclose your health information as necggsatomply with State Workers’ Compensation Laws.

Emergencies
We may disclose your health information to notifyagsist in notifying a family member, or anothergon responsible for your care about your
medical condition or in the event of an emergencyfgour death.

Public Health

As required by law, we may disclose your healtlorimfation to public health authorities for purposekted to: preventing or controlling
disease, injury or disability, reporting child abusr neglect, reporting domestic violence, repgrtio the Food and Drug Administration
problems with products and reactions to medicatiand reporting disease or infection exposure.

Judicial and Administrative Proceedings
We may disclose your health information in the seusf any administrative or judicial proceeding.

Law Enforcement.
We may disclose your health information to a laioezement official for purposes such as identifyorglocating a suspect, fugitive, material
witness or missing person, complying with a coudeo or subpoena, and other law enforcement puspose

Deceased Persons
We may disclose your health information to cororermedical examiners.

Organ Donation.
We may disclose your health information to orgatiiwes involved in procuring, banking, or transplagtorgans and tissues.

Research
We may disclose your health information to researgiconducting research that has been approved Imstitutional Review Board.

Public Safety.

It may be necessary to disclose your health inftiondo appropriate persons in order to preverigssen a serious and imminent threat to the
health or safety of a particular person or to theegal public.

Specialized Government Agencies.
We may disclose your health information for militanational security, prisoner and government bienptirposes.

Change of Ownership
In the event that ProBalance, Inc. is sold or mgngéh another organization, your health informatrecord will become the property of the

new owner.



Your Health Information Rights

You have the right to request restrictions on demtaes and disclosures of your health informatiBiease be advised, however, that
ProBalance, Inc. is not required to agree to th&intion that you requested.

You have the right to have your health informatieneived or communicated through an alternativéhotebr sent to an alternative
location other than the usual method of commurocatir delivery, upon your request.

You have the right to inspect and copy your heialtbrmation.
You have a right to request that ProBalance, Imoeral your protected health information. Please dhdsad, however, that
ProBalance, Inc. is not required to agree to anyend protected health information. If your requiesamend your health information
has been denied, you will be provided with an expi@n of our denial reason(s) and information athmw you can disagree with
the denial.
You have a right to receive an accounting of dsates of your protected health information mad@imBalance, Inc..
You have a right to a paper copy of this Notic€n¥acy Practices at any time upon request.

Changes to this Notice of Privacy Practices

ProBalance, Inc. reserves the right to amend tbigcH of Privacy Practices at any time in the fafand will make the new provisions effective
for all information that it maintains. Until sucmandment is made, ProBalance, Inc. is require@itd comply with this Notice.

ProBalance, Inc. is required by law to maintain phi¥acy of your health information and to provigeu with notice of its legal duties and
privacy practices with respect to your health infation. If you have questions about any part &f tiotice or if you want more information
about your privacy rights, please contact: Ada #/bl calling this office at (510) 523-1900. If Atléells is not available, you may make an
appointment for a personal conference in persdiy ¢elephone within 2 working days.

Complaints
Complaints about your Privacy rights, or how Praak, Inc. has handled your health information hba directed to Ada Wells by calling

this office at (510) 523-1900. If Ada Wells is reptailable, you may make an appointment for a paisoonference in person or by telephone
within 2 working days.

If you are not satisfied with the manner in whibfstoffice handles your complaint, you may subnfibranal complaint to:

DHHS, Office of Civil Rights

200 Independence Avenue, S.W.
Room 509F HHH Building
Washington, DC 20201

This notice is effective as of July',12008.
| have read the Privacy Notice and understand ghtsicontained in the notice.

By way of my signature, | provide ProBalance, Wwith my authorization and consent to use and dssdamy protected health care information
for the purposes of treatment, payment and healt aperations as described in the Privacy Notice

Patient’'s Name (print)

Patient’s Signature Date

Authorized Facility Signature Date



Release of Liability for Non-Physical Therapy Activties

There may come a time when clients new to ProBalanexisting ProBalance patients/clients transitio
from one-on-one physical therapy care to the inatmaof selected individual, group, and/or indepemid
fithess/wellness activities located in the ProBedafacility that are not supervised by a physibatapist.

In consideration of being allowed to participate any way in these programs, the undersigned
acknowledges, appreciates and agrees that:

1. While physical therapists at ProBalance magiiste during the fithess/wellness client’s viaittivities and interventions
performed and supervised by non-physical therapigtsot considered physical therapy, and theref@eindertaken by the
client at his/her sole risk.

2. A physical therapist may offer advice to thedis/wellness client or client’s instructor/praatier at the client’s request
based on prior clinical findings or a brief scregyiconsultation. However, a brief consultationhwét ProBalance Physical
Therapist is not a substitution for a full physittarapy evaluation or direct care visit by the b3l therapist. Further activities
and interventions with the non-physical therapist MOT to be considered supervision by a phystoatapist and are therefore
undertaken by the client at his/her sole risk.

3. Group classes (those designed for more thampésgons), including those instructed by a physiadapist, fall into the
category of “Non-Physical Therapy Activity” and amedertaken by the patient/client at his/her sisle r

4. The use of all ProBalance facilities — exereigaipment including Pilates apparatus, weightesdmills, and stationary
cycles— is undertaken by the patient/client ahleiséole risk.

5. The risk of injury from activities involved ihis program is significant, including the potenf@ permanent paralysis and
death, and while particular rules, equipment, asdgnal discipline may reduce this risk, the rikarious injury does exist;
and,

6. | knowingly and freely assume all such riskehdonown and unknown, even if arising from the rggice of the releasees or
others, and assume full responsibility for my g#pttion; and,

7. 1 willingly agree to comply with the stated atustomary terms and conditions for participatiénhéwever | observe any
unusual significant hazard during my presence diggation, | will remove myself from participatioand bring such to the
attention of the nearest official immediately; and,

8. |, for myself and on behalf of my heirs, assjgrersonal representatives and next of kin, herelease and hold harmless
ProBalance, Inc., their officers, officials, ageritglependent contractors, and/or employees, @idugicipants, sponsoring
agencies, sponsors, advertisers, and if applicalleers and lessors of premises used to conduewtrd (“Releasees”), with
respect to all and any injury, disability, death|ass or damage to person or property, whethsimgrifrom the negligence of the
releasees or otherwise, to the fullest extent gezchby law.

| HAVE READ THIS RELEASE OF LIABILITY AND ASSUMPTION OF RISK AGREEMENT,
FULLY UNDERSTAND ITS TERMS, UNDERSTAND THAT | HAVEGIVEN UP SUBSTANTIAL
RIGHTS BY SIGNING IT, AND SIGN IT FREELY AND VOLUNRRILY WITHOUT ANY
INDUCEMENT.

PARTICIPANT’S SIGNATURE DATE



