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            REGISTRATION FORM Please print Legal Name ________________________________________________________________________________ Last First Middle Initial Gender: M F Birth Date: ____________________ Last 4 Digits of Social Security # _________________ __________________________________________________________________________________________ Street Address Apt# City State Zip Code + 4 digits Primary Phone# (_______) ________________________ Circle One: Home Cell Work Alternate Phone # (_______) _______________________ Circle One: Home Cell Work May we leave a message at the above phone number(s) containing your medical information? No Yes Marital Status (Please Circle One): Single Married Divorced Separated Widowed Race: (Please Check) Ethnicity: (Please Check) □ American Indian or Alaska Native □ Asian □ African American □ More than one race □ Native Hawaiian □ Other Pacific Islander □ White □ Refuse □ Hispanic or Latino □ Not Hispanic or Latino □ Refuse Primary Language Spoken: ________________________ Employment Status (Please Circle One): Student Full-time Part-time Retired __________________________________________________________________________________________ Name of Employer/Company Phone# Who referred you for today’s appointment? Physician Hospital Friend/Relative Self Website P.T. Other____________ __________________________________________________________________________________________ Referring Physician’s Name Phone # EMERGENCY CONTACT INFORMATION __________________________________________________________________________________________ NAME OF EMERGENCY CONTACT PHONE # _____________________ Do you want your Medical Health Record or Billing information shared with this person? Yes No Relationship to Patient PLEASE FILL IN ALL INSURANCE AND BILLING INFORMATION ON PAGE 2 LMT Rehabilitation Associates, P.C. Rev 3/2015 
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REGISTRATION FORM Please print
 Legal Name ________________________________________________________________________________ Last First Middle Initial Gender: M F Birth Date: ____________________ Last 4 Digits of Social Security # _________________
 __________________________________________________________________________________________ Street Address Apt# City State Zip Code + 4 digits
 Primary Phone# (_______) ________________________ Circle One: Home Cell Work
 Alternate Phone # (_______) _______________________ Circle One: Home Cell Work
 May we leave a message at the above phone number(s) containing your medical information? No Yes
 Marital Status (Please Circle One): Single Married Divorced Separated Widowed
 Race: (Please Check) Ethnicity: (Please Check) □ American Indian or Alaska Native □ Asian □ African American □ More than one race
 □ Native Hawaiian □ Other Pacific Islander □ White □ Refuse
 □ Hispanic or Latino
 □ Not Hispanic or Latino
 □ Refuse
 Primary Language Spoken: ________________________
 Employment Status (Please Circle One): Student Full-time Part-time Retired
 __________________________________________________________________________________________
 Name of Employer/Company Phone#
 Who referred you for today’s appointment? Physician Hospital Friend/Relative Self Website P.T. Other____________
 __________________________________________________________________________________________
 Referring Physician’s Name Phone #
 EMERGENCY CONTACT INFORMATION
 __________________________________________________________________________________________ NAME OF EMERGENCY CONTACT PHONE #
 _____________________ Do you want your Medical Health Record or Billing information shared with this person? Yes No Relationship to Patient
 PLEASE FILL IN ALL INSURANCE AND BILLING INFORMATION ON PAGE 2
 Associates, P.C LMT Rehabilitation Associates, P.C.
 Rev 3/2015
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Primary Insurance Company Name: __________________________________________________________________
 Subscriber’s Name _____________________________________________________ Birth date: ___________________
 Contract ID# _____________________________________________________ Group # __________________________
 Subscriber’s Relationship to Patient: Self Spouse Minor-Child Adult-Child Other ________________________
 Secondary Insurance Company Name: ________________________________________________________________
 Subscriber’s Name _____________________________________________________ Birth date: ___________________
 Contract ID# _____________________________________________________ Group # __________________________
 Subscriber’s Relationship to Patient: Self Spouse Minor-Child Adult-Child Other ________________________
 OPEN AUTO/ WORK COMP/ LIABILITY CLAIM BILLING INFORMATION:
 Is Auto your Primary Insurance? Yes No
 Do you have an Open Claim Letter from your insurance company or adjuster? (required at time of service) Yes No
 Do you have an authorization or Open Claim Letter from your Work Comp. or Liability Carrier? (required at time of
 service) Yes No
 *Please complete additional Workman’s Compensation or Auto Claim form/questionnaire
 Insurance Co. Name: ______________________________________ Circle Type: Auto Work Comp. Liability
 Claim# ___________________________________________________ Date of Injury: _________________________
 Claim Adjuster’s Name: _______________________________________ Phone#: _____________________________
 Billing Address: ___________________________________________________________________________________ P.O. Box/Address City State Zip Code
 Is there an attorney involved in your case? Yes No ______________________________________________________
 Attorney Name Phone#
 I consent to all treatment as necessary or desirable to the care of the patient named above. This is not restricted or limited
 to whatever drugs, medicine, laboratory, x-rays, or other studies that may be used by the attending physician or one of
 his/her nurse or qualified delegates. I am aware of LMT’s HIPAA privacy policy and procedures, and understand that a
 copy will be provided to me at my request. By signing below, I understand that all professional services rendered will be
 my financial responsibility. I give permission to LMT to bill my insurance company and I will be responsible for any
 unpaid balances, co-pays, and deductibles. I agree to pay for these services by cash, check, money order, Visa, Master
 Card, American Express, or Discover Card.
 PATIENT / GUARDIAN SIGNATURE DATE
 Associates, P.C
 LMT Rehabilitation Associates, P.C.
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Current Medications
 Patient Name ________________________________  Today’s Date ________
 Preferred Pharmacy Name & City _______________________________________
 Pharmacy Phone __________________
 Medications Strength Directions
 MA’s Initials ________                                           MRN# _______________________                                                                                     (Office Use Only)
 LMT Rehabilitation Associates, P.C.
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 LMT Rehabilitation Associates, P.C.  
  Medical history: Alcohol dependency
 Allergic Rhinitis
 Anemia
 Anesthetic reaction
 Angina/chest pain
 Arthritis Location______________
 Asthma
 Bleeding problem
 Cancer Type _______________
 Cerebral Palsy
 Closed head injury
 Colon polyps
 COPD
 Coronary artery disease
 CVA/Stroke
 Depression
 Diabetes Mellitus
 Drug dependency
 GERD/Acid reflux
 Heart attack
 Heart failure
 Heart murmur
 Hyperlipidemia
 Hypertension/High blood pressure
 Hypoglycemia
 Kidney problems Type_____________________
 Multiple Sclerosis
 Muscular Dystrophy
 Osteoporosis
 Paralysis
 Peripheral arterial disease
 Phlebitis (blood clots)
 Pregnant
 Seizures/convulsions
 Ulcer Type/location________________
 Other ______________________
 Surgical history: Angioplasty
 Aortic valve replacement
 Appendectomy (appendix removal)
 Carpal Tunnel release
 C Section
 CABG (coronary artery bypass)
 Cataract Removal
 Cholecystectomy (gall bladder removal)
 Colectomy
 D & C
 Hernia Repair
 Hysterectomy
 Joint Scope (Arthroscopy) Location____________
 Joint Replacement (Arthroplasty) Type:______________
 Lumpectomy
 Mastectomy Side_______________
 Splenectomy
 Spine surgery: Type: ______________________
 Tonsils/Adenoids
 Tubal Ligation
 Other ______________________
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Rev.01/27/14
 LMT REHABILITATION ASSOCIATES, P.C. AUTHORIZATION FOR DISCLOSURE
 OF PROTECTED HEALTH INFORMATION BY A THIRD PARTY Information about the Patient:
 Patient Name: DOB: _____/____/_______ Last First Middle
 Address: Phone: _________________________
 The Patient identified above hereby authorizes and requests the following organization or person (the “Responder”):
 Name: ____________________________________________________________________
 Address: _____________________________________________________________________________________________________________ Street Address City State Zip Code
 Phone: ________________________________________________
 to release and disclose the Patient’s Protected Health Information as defined by HIPAA (“PHI”) to (please select one):
 LMT Rehabilitation Associates, P.C.
 3535 West 13 Mile Road, Suite 437 Royal Oak, MI 48073-6700
 Fax: (248) 280-0505
 1701 South Boulevard E. Suite 120 Rochester Hills, MI 48307-6115
 Fax: (248) 852-0901
 The Patient requests the PHI to be provided to LMT Rehabilitation Associates, P.C. as follows, if Other Than by Mail or Fax:
 _____ Electronic copy Electronic Format Requested: ___________________________________ ______ Other (describe on a separate sheet) This Authorization applies to the following PHI:
 All Records pertaining to:
 Other:
 This Authorization applies only to the following dates of service: ____/____/____, ____/____/____, ____/_____/____.
 This Authorization applies only to the dates of service during the period of time: From: ____/____/____ To: ____/____/____.
 Records of testing, care, treatment or research pertaining to HIV, AIDS or other communicable diseases
 Records of treatment for drug and/or alcohol dependency or abuse
 Records of mental health treatment, psychological services, social services, including communications made to a social worker or psychologist
 Information about the person or organization Authorizing the disclosure of PHI, if Other Than the Patient Listed Above:
 Name:
 Relationship to Patient: Documents of Relationship to Patient Attached
 Address: Phone:
 I understand that: (i) authorizing the disclosure of PHI to LMT Rehabilitation Associates, P.C. (“LMT”) is voluntary, (ii) this Authorization covers multiple requests for and disclosures of PHI and authorizes LMT to make such requests and the Respondent to respond to such requests; (iii) I may refuse to provide authorization for disclosure of PHI to LMT, and LMT may not condition treatment, payment for services, or eligibility for benefits on whether I sign this Authorization; (iv) LMT, as a Covered Entity under HIPAA, is required to keep PHI private and secured; however, any disclosure of information carries with it the potential for an unauthorized re-disclosure, and the information may not be protected by federal or state privacy rules; and (v) LMT must provide me a copy of this signed Authorization.
 This Authorization may be revoked at any time in writing by providing a signed revocation to the Responder’s address listed above. The revocation is effective upon receipt but will have no impact on uses or disclosures of PHI made while the Authorization was valid. If not previously revoked, this Authorization shall expire one (1) year from the date of the Patient’s last visit to LMT.
 I ACKNOWLEDGE AND AGREE THAT IF I REFUSE TO PROVIDE THIS AUTHORIZATION OR REVOKE THIS AUTHORIZATION, LMT MAY NOT BE ABLE TO OBTAIN PHI FROM THE RESPONDENT, AND LMT IS NOT RESPONSIBLE FOR ANY CONSEQUENCES OF SAME AND IS NOT RESPONSIBLE TO NOTIFY ME OR ANY THIRD PARTY OF ANY SUCH CONSEQUENCES. I AGREE THAT I WILL NOT HOLD LMT AND/OR ITS AGENTS RESPONSIBLE FOR ANY LIABILITY, LOSS, DAMAGE OR EXPENSE CAUSED OR INCURRED AS A RESULT OF MY REFUSAL TO PROVIDE THIS AUTHORIZATION, REVOKING THIS AUTHORIZATION, AND/OR IN CONNECTION WITH ANY DISCLOSURE OF PHI PURSUANT TO THIS AUTHORIZATION.
 Patient’s Signature: _____________________________________________________________ Date: ___/___/_____
 Patient’s Authorized Representative’s Signature: _____________________________________ Date: ___/___/_____
 For Office Use Only: If Patient is unable to sign, secure signature of Next of Kin or Legal Agent/Guardian and indicate reason why Patient is unable to sign:
 Minor Disoriented Incompetent Medically Unstable
 Processor’s Initial’s _________________ Date Sent Out: ____/____/_____
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LMT REHABILITATION ASSOCIATES, P.C.
 NOTICE OF PRIVACY PRACTICES
 THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUTYOU MAY BE USED AND DISCLOSED AND HOW YOU CAN
 GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.
 This Notice of Privacy Practices describes how LMT Rehabilitation Associates, P.C. (referred to in this Notice as “Covered Entity”) may use and disclose your protected health information (referred to in this Notice as “PHI”). This Notice also sets out Covered Entity’s obligations concerning your PHI and describes your rights to access and control your PHI. This Notice has been drafted in accordance with the HIPAA Privacy Rule, contained in the Code of Federal Regulations at 45 CFR Parts 160 and 164, and the final rule issued by the Office of Civil Rights of the U.S. Department of Health and Human Services on January 25, 2013 implementing changes to the HIPAA Privacy, Security, Breach Notification, and Enforcement Rules. Terms not defined in this Notice have the same meaning as they have in the HIPAA Privacy Rule.
 Questions and Further Information. If you have any questions or want additional information about this Notice or the policies and procedures described in this Notice, please contact Covered Entity using the Contact Information provided at the end of this Notice.
 COVERED ENTITY’S RESPONSIBILITIES
 Covered Entity is required by law to maintain the privacy and security of your PHI and to provide you with a copy of this Notice setting forth its legal duties and its privacy practices with respect to your PHI, and to notify you following a breach of unsecured PHI. Covered Entity will abide by the terms of this Notice.
 CHANGES TO THIS NOTICE
 Covered Entity reserves the right to revise its privacy practices and the provisions of this Notice at any time, as permitted or required by applicable law, and make the new provisions effective for all PHI that it maintains. Any revisions to our Notice may be retroactive. If Covered Entity makes a material change to this Notice, it will post a revised Notice on our website and provide a revised Notice to you during your next visit to our office and upon request.
 USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION
 The following is a description of when Covered Entity is permitted or required to use or disclose your PHI.
 Treatment, Payment and Health Care Operations . Covered Entity has the right to use and disclose your PHI for all activities that are included within the definitions of “treatment”, “payment” and “health care operations” as defined in the HIPAA Privacy Rule.
 1Treatment. Covered Entity may use or disclose your PHI to any physician or other health care provider involved with the medical services provided to you, such as release of your name and insurance information to a specialist providing medical tests.
 Payment. 1 Covered Entity may use or disclose your PHI to collect payment for the medical services provided to you, such as release of the date and type of treatment Covered Entity provided to you on a claim for payment made to your health insurance company.
 Health Care Operations. Covered Entity may use or disclose your PHI 1as part of Covered Entity’s internal health care operations, such as quality of care audits of our staff and affiliates, training programs, accreditation, certification, licensing, or credentialing activities.
 1Appointment Reminders, Test Results, Billing. Covered Entity (or our health insurance issuers, HMOs, business associates, or third-party administrators) may use and disclose your PHI to contact you by phone, U.S. postal mail or electronic mail as a reminder that you have an appointment or that you should schedule an appointment. We may use and disclose PHI to contact you by phone, electronic mail or U.S. postal mail with any test results, billing statements and inquiries, reminders, and/or questions.
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LMT Rehabilitation Associates, P.C. Page 2Notice of Privacy Practices
 Treatment Alternatives . Covered Entity (or our health insurance issuers, HMOs, business associates, or third-party administrators) may use and disclose your PHI in order to inform you about or recommend possible treatment options, alternatives or health-related services that may be of interest to you. You may be contacted either by phone, U.S. postal mail or electronic mail. With limited exceptions, where the making of such communications involves receipt of financial remuneration by us, we must obtain your authorization for any use or disclosure of PHI.
 Fundraising . Covered Entity may contact you by phone, U.S. postal mail or electronic mail to raise funds for Covered Entity and you have the right to opt out of receiving such communications.
 Business Associates . Covered Entity contracts with service providers, called business associates, to perform various functions on its behalf. For example, Covered Entity may contract with a service provider to perform the administrative functions necessary to pay your medical claims. To perform these functions or to provide the services, business associates will receive, create, maintain, use, or disclose PHI, but only after Covered Entity and the business associate agree in writing to contract terms requiring the business associate to appropriately safeguard your information.
 Other Covered Entities . Covered Entity may use or disclose your PHI to assist health care providers in connection with their treatment or payment activities, or to assist other covered entities in connection with certain health care operations. For example, Covered Entity may disclose your PHI to a health care provider when needed by the provider to render treatment to you, and Covered Entity may disclose PHI to another covered entity to conduct health care operations in the areas of quality assurance and improvement activities, or accreditation, certification, licensing, or credentialing. This also means that Covered Entity may disclose or share your PHI with other health care programs or insurance carriers (such as Medicare, Blue Cross Blue Shield, etc.) in order to coordinate benefits, if you or your family members have other health insurance or coverage.
 Required by Law . Covered Entity may use or disclose your PHI to the extent required by federal, state, or local law.
 Public Health Activities. Covered Entity may use or disclose your PHI for public health activities that are permitted or required by law. For example, it may use or disclose information for the purpose of preventing or controlling disease, injury, or disability, or it may disclose such information to a public health authority authorized to receive reports of child abuse or neglect. Covered Entity also may disclose PHI, if directed by a public health authority, to a foreign government agency that is collaborating with the public health authority.
 Health Oversight Activities. Covered Entity may disclose your PHI to a health oversight agency for activities authorized by law. For example, these oversight activities may include audits; investigations; inspections; licensure or disciplinary actions; or civil, administrative, or criminal proceedings or actions. Oversight agencies seeking this information include government agencies that oversee the health care system, government benefit programs, other government regulatory programs, and government agencies that ensure compliance with civil rights laws.
 Lawsuits and Other Legal Proceedings. Covered Entity may disclose your PHI in the course of any judicial or administrative proceeding or in response to an order of a court or administrative tribunal (to the extent such disclosure is expressly authorized). If certain conditions are met, Covered Entity may also disclose your PHI in response to a subpoena, a discovery request, or other lawful process.
 Abuse or Neglect. Covered Entity may disclose your PHI to a government authority that is authorized by law to receive reports of abuse, neglect, or domestic violence. Additionally, as required by law, if Covered Entity believes you have been a victim of abuse, neglect, or domestic violence, it may disclose your PHI to a governmental entity authorized to receive such information.
 Schools. Covered Entity may disclose proof of immunization to a school where State or other law requires the school to have such information prior to admitting the student, if Covered Entity obtains an agreement, which may be oral, from a parent, guardian or other person acting in loco parentis for the individual, or from the individual himself or herself, if the individual is an adult or emancipated minor.
 Law Enforcement. Under certain conditions, Covered Entity also may disclose your PHI to law enforcement officials for law enforcement purposes. These law enforcement purposes include, by way of example, (1) responding to a court order or similar process; (2) as necessary to locate or identify a suspect, fugitive, material witness, or missing person; or (3) as relating to the victim of a crime.
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LMT Rehabilitation Associates, P.C. Page 3Notice of Privacy Practices
 Coroners, Medical Examiners, and Funeral Directors. Covered Entity may disclose PHI to a coroner or medical examiner when necessary for identifying a deceased person or determining a cause of death. Covered Entity also may disclose PHI to funeral directors as necessary to carry out their duties.
 Organ and Tissue Donation. Covered Entity may disclose PHI to organizations that handle organ, eye, or tissue donation and transplantation.
 Research. Covered Entity may disclose your PHI to researchers when (1) their research has been approved by an institutional review board that has reviewed the research proposal and established protocols to ensure the privacy of your PHI, or (2) the research involves a limited data set which includes no unique identifiers (information such as name, address, social security number, etc., that can identify you).
 To Prevent a Serious Threat to Health or Safety. Consistent with applicable laws, Covered Entity may disclose your PHI if disclosure is necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the public. It also may disclose PHI if it is necessary for law enforcement authorities to identify or apprehend an individual.
 Military. Under certain conditions, Covered Entity may disclose your PHI if you are, or were, Armed Forces personnel for activities deemed necessary by appropriate military command authorities. If you are a member of foreign military service, Covered Entity may disclose, in certain circumstances, your information to the foreign military authority.
 National Security and Protective Services. Covered Entity may disclose your PHI to authorized federal officials for conducting national security and intelligence activities, and for the protection of the President, other authorized persons, or heads of state.
 Inmates. If you are an inmate of a correctional institution or under the custody of a law enforcement official, Covered Entity may disclose your PHI to the correctional institution or to a law enforcement official for: (1) the institution to provide health care to you; (2) your health and safety, and the health and safety of others; or (3) the safety and security of the correctional institution.
 Workers' Compensation. Covered Entity may disclose your PHI to comply with workers' compensation laws and other similar programs that provide benefits for work-related injuries or illnesses.
 Disclosures to the Secretary of the U.S. Department of Health and Human Services. Covered Entity is required to disclose your PHI to the Secretary of the U.S. Department of Health and Human Services when the Secretary is investigating or determining Covered Entity’s compliance with the HIPAA Privacy Rule.
 Others Involved in Your Health Care . Covered Entity may disclose your PHI to a friend or family member that is involved in or responsible for your health care, unless you object or request a restriction (in accordance with the process described below under “Right to Request Restrictions”). 1 Covered Entity also may disclose your information to an entity assisting in a disaster relief effort so that your family can be notified about your condition, status, and location. If you are not present or able to agree to these disclosures of your PHI, then, using professional judgment, Covered Entity may determine whether the disclosure is in your best interest.
 Disclosures to You . Covered Entity is required to disclose to you or your personal representative most of your PHI when you request access to this information. Covered Entity will disclose your PHI to an individual who has been designated by you as your personal representative and who has qualified for such designation in accordance with relevant law. Prior to such a disclosure, however, Covered Entity must be given written documentation that supports and establishes the basis for the personal representation. Covered Entity may elect not to treat the person as your personal representative if it has a reasonable belief that you have been, or may be, subjected to domestic violence, abuse, or neglect by such person; that treating such person as your personal representative could endanger you; or if Covered Entity determines, in the exercise of its professional judgment, that it is not in your best interest to treat the person as your personal representative.
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LMT Rehabilitation Associates, P.C. Page 4Notice of Privacy Practices
 OTHER USES AND DISCLOSURES OF YOUR PROTECTED HEALTH INFORMATION
 Most uses and disclosures of psychotherapy notes (where appropriate and if Covered Entity has any such notes), uses and disclosures of PHI for marketing purposes, and disclosures that constitute a sale of PHI, as well as other uses and disclosures of your PHI that are not described in this Notice will be made only with your written authorization. If you provide Covered Entity with an authorization, you may revoke the authorization in writing, and this revocation will be effective for future uses and disclosures of PHI. However, the revocation will not be effective for information that Covered Entity has used or disclosed in reliance on the authorization.
 YOUR RIGHTS
 The following is a description of your rights with respect to your PHI.
 Right to Request a Restriction . You have the right to request a restriction on the PHI Covered Entity uses or discloses for treatment, payment or health care operations. You also have a right to request a limit on disclosures of your PHI to family members or friends who are involved in your care or the payment for your care. Your request must include the PHI you wish to limit, whether you want to limit Covered Entity’s use, disclosure, or both, and (if applicable), to whom you want the limitations to apply (for example, disclosures to your spouse). You may request such a restriction using the Contact Information at the end of this Notice.
 Covered Entity is not required to agree to any restriction that you request, except that Covered Entity must agree to the request to restrict disclosure of PHI to a health plan if the disclosure is for the purpose of carrying out payment or health care operations and is not otherwise required by law and the PHI pertains solely to a health care item or service for which you, or a person other than the health plan on behalf of the individual, has paid the Covered Entity in full. If Covered Entity agrees to the restriction, it will not use or disclose PHI in violation of such restriction, except that, if the individual who requested the restriction is in need of emergency treatment and the restricted PHI is needed to provide the emergency treatment, Covered Entity may use the restricted PHI, or may disclose such information to a health care provider, to provide such treatment to the individual. If restricted PHI is disclosed to a health care provider for emergency treatment, Covered Entity shall request that such health care provider not further use or disclose the information. Covered Entity may terminate its agreement to a restriction if 1) you agree to or request the termination in writing, 2) you orally agree to the termination and the oral agreement is documented; 3) or Covered Entity notifies you that it is terminating its agreement to a restriction, except that such termination is not effective with respect to PHI for which Covered Entity must agree to a restriction as described above and is only effective with respect to PHI created or received after Covered Entity provided such a notice.
 Right to Request Confidential Communications . You have the right to request that Covered Entity communicate with you in an alternative manner or at an alternative location. For example, you may ask that all communications be sent to your work address. You must request a confidential communication in writing using the Contact Information at the end of this Notice. Your request must specify the alternative means or location for communication with you. Covered Entity will accommodate a request for confidential communications that is reasonable, but may condition it on, when appropriate, information as to how payment, if any, will be handled.
 Right to Request Access . You have the right to inspect and copy PHI that may be used to make decisions about your benefits. You must submit your request in writing. For your convenience, you may request a form using the Contact Information at the end of this Notice. If you request copies, Covered Entity may charge you copying and postage fees as allowed by law.
 Note that under federal law, you may not inspect or copy the following records: psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding; and PHI that is subject to law that prohibits access to PHI. In some, but not all, circumstances, you may have a right to have a decision to deny access reviewed.
 Right to Request an Amendment. You have the right to request an amendment of your PHI held by Covered Entity if you believe that information is incorrect or incomplete. If you request an amendment of your PHI, your request must be submitted in writing using the Contact Information at the end of this Notice and must set forth a reason(s) in support of the proposed amendment. In certain cases, Covered Entity may deny your request for an amendment. For example, Covered Entity may deny your request if the information you want to amend is accurate and complete or was not created by Covered Entity. If Covered Entity denies your request, you have the right to file a statement of disagreement. Your statement of disagreement will be linked with the disputed information and all future disclosures of the disputed information will include your statement.
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LMT Rehabilitation Associates, P.C. Page 5Notice of Privacy Practices
 Right to Request an Accounting . You have the right to request an accounting of certain disclosures Covered Entity has made of your PHI. You may request an accounting using the Contact Information at the end of this Notice. You can request an accounting of disclosures made up to six years prior to the date of your request. You are entitled to one accounting free of charge during a twelve-month period. There will be a charge to cover Covered Entity’s costs for additional requests within that twelve-month period. Covered Entity will notify you of the cost involved and you may choose to withdraw or modify your request before any costs are incurred.
 Right to a Paper Copy of This Notice . You have the right to a paper copy of this Notice, even if you have agreed to accept this Notice electronically. To obtain such a copy, please contact Covered Entity using the Contact Information at the end of this Notice.
 Right to Receive Notifications of Breaches of Unsecured PHI . You have the right to and will receive notifications of breaches of your unsecured PHI.
 COMPLAINTS
 If you believe Covered Entity has violated your privacy rights, you may complain to Covered Entity or to the Secretary of the U.S. Department of Health and Human Services. You may file a complaint with Covered Entity using the Contact Information at the end of this Notice. Covered Entity will not penalize you for filing a complaint.
 EFFECTIVE DATE
 This Notice of Privacy Practices is effective as of April 2003.
 First Revision Effective Date: December 1, 2013
 CONTACT INFORMATION
 To exercise any of the rights described in this Notice, for more information, or to file a complaint, please contact:
 Amy Thomas, Privacy OfficialLMT Rehabilitation Associates, P.C.30701 Barrington AvenueSuite 150 Madison Heights, MI 48071-5135
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LMT Rehabilitation Associates, P.C.
 ACKNOWLEDGMENT OF RECEIPT OFNOTICE OF PRIVACY PRACTICES
 The undersigned Patient or legally authorized representative (“Agent”) of the Patient acknowledges that he or she personally received a copy of LMT Rehabilitation Associates, P.C.’s Notice of Privacy Practices on the date indicated below.
 Signature: ________________________________________ Date: _______________
 Patient: ________________________________________
 Information about Agent (attach appropriate documentation):
 Agent: ________________________________________
 Title: ________________________________________
 FOR OFFICE USE ONLY
 G Patient/Representative Unable to Sign - Notice of Privacy Practices Provided
 G Patient/Representative Refused to Sign - Notice of Privacy Practices Provided
 G Other____________________________________________________________________
 Signature: ________________________________________ Date: _________________
 Print Name: ________________________________________________________________
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