
ST. LOUIS CANCER CARE – PATIENT INFORMATION FORM 
Patient Name: _______________                Date: ___________    Date of Birth: ____________________   

Address: _______________      ______________________________________________ 

City: ________________          _________   State: __________   ZIP Code: _____________ 

Maiden Name: _____________________ Email Address __________                   ____________ 

Home Phone: ___                     _________________   Cell Phone: __________                  ________________ 

Social Security #: __________              _________  Place of Birth (City, State, Country): _________________________ 

Race: ☐ Caucasian / White  ☐ African American / Black   ☐ Asian ☐ American Indian ☐ Native Hawaiian

☐ Other: __________    Ethnicity: ☐ Hispanic / Latino    ☐ Not Hispanic / Latino

Preferred Language:  ☐ English    ☐ Spanish    ☐ Other: _______________

Primary Care Physician: _______________________________________________          Phone: ___________________________ 

Occupation: _________________________________________________  Employer: _____________________________________ 

Marital Status:  ☐ Single   ☐ Married   ☐ Divorced   ☐ Widowed

Number of Children :_________________ Ages: _______________________ 

If married, spouse’s Name: ______________________________   DOB: ____________________ 

Spouse SSN: __________________________  Employer: __________________Spouse Phone: ____________________ 

If unmarried, nearest relative: ____________  Relationship: ____________Phone: ____________________ 

Do you have a Durable Medical Power of Attorney?   ☐ Yes   ☐ No    If yes, can you provide us with a copy?

Billing Information: 
Payment is expected at the time of service unless you are insured by an insurance company with which St. Louis Cancer Care, L.L.P. 
participates. Please present your current policy group and identification numbers at each visit. Verify any referrals, 
preauthorization, and admission requirements. All copays are due before seeing the physician. 

Primary Insurance: ____________________________________________ 
Secondary Insurance: ____________________________________________ 

Insurance Authorization: 
I authorize the insurance companies named above to make payments directly to St. Louis Cancer Care, L.L.P. for the medical 
benefits, if any, otherwise payable to me for their services. 
I authorize St. Louis Cancer Care, L.L.P. to release any information acquired in the course of my examination or treatment to the 
above-named insurance company or physicians participating in my care. 

Patient’s Signature: ____________________________________________  Date: _____________________ 

I agree to update St. Louis Cancer Care, L.L.P. of any changes in insurance immediately upon the change. My failure to provide 
correct insurance information will result in me being personally responsible for the bill. 

Patient’s Signature: ____________________________________________  Date: ____________________ 



Personal and Family Medical History 

Current Prescription Medications (Please include name, dose, and how often you take it.) 
____________________________________________ __________________________________________ 
____________________________________________ __________________________________________ 
____________________________________________ __________________________________________ 
____________________________________________ __________________________________________ 
____________________________________________ __________________________________________ 
___________________________________________ __________________________________________ 
Over-the-Counter Medications  (Include aspirin, vitamins, laxatives, supplements, etc.) 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
List any Allergies to Medications and Adverse Reactions  
________________________________________________________________________________________________ 
Preferred Pharmacy: _____________________________Location: ___________________________________ 
ZIP Code _______________________________________Phone Number:______________________________ 

Past Cancer History 

Type    Age of Diagnosis Notes / Ongoing Issues 

Surgical History 
Surgery Date 

Past Medical History 

Condition Y/N?   Condition Y/N? 

High Blood Pressure Thyroid Disorder 

Diabetes Depression / Anxiety 

Heart Disease High Cholesterol 

Stroke Blood Clots 

Asthma / COPD Kidney Disease 

Other: 



Cancer Screening History 
Mammogram (Date of Last
and Location) 

Colonoscopy (Date of Last 
and Location) 

Pap Smear (Date of Last 
and Location) 

Prostate (PSA) (Date of 
Last and Location) 

Skin (Date of Last and
Location) 

Lung screening CT scans 
(Date of Last and Location) 

Bone Density (Date of Last
and Location) 

Genetic Testing (Date and 
Results of Last and 
Location) 

Smoking Use/ Drug Use 
Smoker ☐   Number of 

years? 
Number of 
Packs/Day 

Nonsmoker ☐   

If Smoker Type  Cigarettes ☐      Vape ☐     Pipe ☐     Chews Tobacco ☐      E-Cigarette ☐      Cannabis ☐ 
If Smoker and quit, year stopped  
Recreational Drugs? Yes  ☐ No ☐ 

Alcohol Use 
Social  ☐   Former ☐    Year stopped Current  ☐  
If Drinker Type (wine, beer, spirits) 
Number of drinks? Frequency? 

Menstrual History 
Age at first menstruation Age at menopause 
Last menstrual period Regular Menses ☐  Irregular Menses☐ 
Light flow ☐     Normal flow   ☐     Heavy flow☐ 

Maternity History 
Number of Pregnancies Number of births 
AŐĞ at first full term Breast fed Yes ☐     No☐ 

Hormonal Exposure 
None ☐ 
Oral Contraceptive pills ☐ Years 

taken? 
Oral Contraceptive 
Type  

Hormonal replacement therapy☐ Years 
taken? 

Type? Year 
stopped? 

Vaccine Status 
Name Y/N Date Taken 
Flu Vaccine 
Shingles Vaccine 
Pneumonia Vaccine 
Tetanus Vaccine 



 
 

Family Medical History 
Condition Family Member (s) 
High Blood Pressure   
Diabetes  
Heart Disease  
Stroke  
Asthma / COPD  
Thyroid Disorder  
Depression / Anxiety  
High Cholesterol  
Blood Clots  
Kidney Disease  
Other:   

 
Family History of Cancer 
Relative Maternal vs 

Paternal side 
Type of 
Cancer 

Age of 
Diagnosis 

Age of death  Multiple Cancers? 

      
      
      
      
      
      

      
 



Authorization for Verbal Communication and/or to Leave Voice Mail Messages 
Regarding My Personal Health Information 

Patient Information 
Name – Last, First, M Date Of Birth 

Information to be disclosed: verbal communication only regarding patient's care-no copies of medical records provided 
Please Provide your current telephone numbers 

Home Phone · Cell Phone 

Work Phone Other Phone 

We normally contact our Patient’s between 8am and 5 pm Monday through Thursday and 8 am to 3 pm Friday. 
Please check below where you would prefer to be contracted during these hours. 

Home Phone ☐      Cell Phone ☐     Work Phone ☐    Other Phone ☐

lf we need to reach you after hours, please check below where you prefer to be called: 

Home Phone ☐      Cell Phone ☐     Work Phone ☐    Other Phone ☐

Your Protected Health Information Designees: 

If you are not available at the time that we call, please list below individuals(designees) with whom we can leave a message or briefly discuss 
your medical information (e.g. lab or test results, prescription information).  This person (designee)will also be able to call the office on your  
behalf.  

Please print the name and relationship to you/patient of each designee below· 

☐ Check here if you do not want your health care information discussed with anyone other than yourself.

Confidential Voice Mail: 

Please check below where we have your permission to leave a confidential voice mail. (e.g. lab or test results, prescription information). Leave the 
boxes unchecked if you do not wish to receive voice mails. 

Home Phone ☐      Cell Phone ☐     Work Phone ☐    Other Phone ☐

Email Address; _________________________________________________ 

Your signature be/ow confirms your approval of  these updated HIPPA communication preferences. You may change your 
selections at any time, but must do so in writing by completing an updated form. Typing your name in the signature 
fields below will be considered your signature. 

Patient’s Signature: ____________________________________________ Date: _____________________ 

Verbal Communication Only. This authorization allows for verbal communication (both in person and on the telephone between 
and the designated person(s) on this form, It does not allow for copies of medical records to be released. 
Voice Mall Messages: Providers and their staff recognize confidentiality as a very important part of your relationship with them. 
To protect your confidentiality, they will not routinely leave messages on your personal messaging system (voice mail or 
answering machine or  with your spouse, family members or any other individual) unless you specifically give your permission to 
do so. This authorization may be used to share this information in the manner that you specify.

Designee Name: Phone number: Relationship to Patient: 

Designee Name: Phone number: Relationship to Patient: 

Designee Name: Phone number: Relafionship to Patient: 

Designee Name: Phone number: R01atlonship to Patient: 

Anjani Chauhan
Line



ST.LOUIS CANCER CARE, L.P.P 
Authorization for Release of Healthcare Information 

*PatienW�1DPH ____________________________       
*Social Security Number:  __________________         

MRN: _________�
*DOB: _________           

1. I authorize the use or disclosure of the above named individual's health information as
described below.
2. The following individual or organization is authorized to make the disclosure:
Name: ___________________________________________________________
Address: _________________________________________________________
3. The type and amount of information to be used or disclosed is as follow:

☐ Complete Medical Record ☐ List of Allergies    ☐ Radiology Reports
☐ Physician Progress Note ☐ Problem List ☐ EKG's
☐ Immunization Record ☐ Lab Reports ☐Medication List
☐ Other (please specify) _______________________________________________

Dates of Treatment: _____________________________________________________ 
4. Unless otherwise provided by law, records and information concerning the following
types of diagnoses, care and treatment will be released only if I indicate my specific
consent by checking the appropriate box:

☐ Alcohol Abuse    ☐ Mental Health Notes     ☐ Drug and Substance Abuse
☐ Testing for presence of HIV-Antibodies and /or treatment of AIDS

5. This information may be released to an used by the individual or organization:
Name: ________________________________________________________________
Address: ______________________________________________________________
   For the purpose of: ____________________________________________________ 
6. I understand that I have the right to cancel this authorization at any time. I understand
that if I wish to withdraw this authorization I must do so in writing. I must present my
written cancellation to the health information management department. I understand that
the authorization withdrawal will not apply to information that has already been released
due to this authorization. I understand that the cancellation will not apply to my insurance
company when the law provides my insurer with the right to contest a claim under my
policy. Unless otherwise cancelled, this authorization will expire on the following date,
event or condition: __________________________. If I fail to specify an expiration date,
event, or condition, this authorization will expire in six months.
7. I understand that authorizing the release of this health information is voluntary. I can
refuse to sign this authorization. I don't have to sign this form to receive treatment. I
understand that I may inspect or copy the information to be used or disclosed, as provided
in CFR 164.524. I understand that any disclosure of information carries with it the
possibility for an unauthorized re-disclosure and the information may not be protected by
federal confidentiality rules. If I have questions about disclosure of my health
information, I can contact my physician's office manager. I understand that there may be
charge for costs associated with copying my health information.7\SLQJ�\RXU�QDPH�LQ�WKH
VLJQDWXUH�ILHOGV�EHORZ�ZLOO�EH�FRQVLGHUHG�\RXU�VLJQDWXUH.

    
_________________________________________________  _________________ 
Signature of Patient / Legal Representative (specify)                     Date 



                FINANCIAL POLICY FOR ST LOUIS CANCER CARE, LLP 

COPAYS:  
ALL COPAYS ARE EXPECTED AT THE TIME OF SERVICE. COPAYS RE IN THE 
AMOUNT ON CURRENT INSURANCE CARD AND % OF INVOICE NOT PAID BY 
YOUR INSURANCE OUR OFFICE ACCEPTS CASH, CHECKS, MASTERCARD OR 
VISA CARDS. 

FORMS AND REGISTRATION: 
ALL PATIENTS WILL FILL OUT THE NECESSARY PAPERWORK TO ENSURE 
PROMPT PAYMENT BY THE INSURANCE COMPANY. THESE FORMS 
INCLUDE: 

SIGN IN SHEET 
COPY OF INSURANCE CARD 
PATIENT INFORMATION SHEET 
ASSIGNMENT OF BENEFITS FORMS 
PRIVACY NOTICE 

IF ANY INFORMATION CHANGES, THE PATIENT WILL NOTIFY OUR OFFICE 
IMMEDIATELY OF THE CHANGE. 

VERIFICATION OF BENEFITS: 
ALL BENEFITS WILL BE VERIFIED BEFORE ANY TREATMENT IS GIVEN. THIS 
IS PERFOMED BY CALLING THE PATIENTS INSURANCE AND VERIFYING 
COVERAGE. AN INSURANCE PRECERT FORM WILL BE FILLED OUT ON ALL 
PATIENTS. 

FILING OF INSURANCE 
ALL INSURANCE CLAIMS WILL BE FILED ON A TIMELY BASIS TO ALL 
INSURANCE COMPANIES. INSURANCE CLAIMS ARE FILED DAILY. WE 
ACCEPT ASSIGNMENT ON ALL CLAIMS, WHICH ENABLES INSURANCE 
CHECKS TO BE SENT DIRECTLY TO OUR OFFICE. ALL INSURANCE IS FILED 
ELECTRONICALLY. WE FILE SECONDARY INSURANCES AS A COURTESY TO 
OUR PATIENTS 

7\SLQJ�\RXU�QDPH�LQ�WKH�VLJQDWXUH�ILHOGV�EHORZ�ZLOO�EH�FRQVLGHUHG�\RXU�VLJQDWXUH.

SIGNATURE__________________________________________________________ 



 

 

 

NOTICE OF PRIVACY PRACTICES 

EFFECTIVE DATE:  April 13, 2003    LAST REVISION DATE: May 1, 2003 

THIS NOTICE OF PRIVACY PRACTICES ("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. 

ABOUT THIS NOTICE 

dŚŝƐ EŽƟĐĞ ŽĨ WƌŝǀĂĐǇ WƌĂĐƟĐĞƐ ŝƐ EKd ĂŶ ĂƵƚŚŽƌŝǌĂƟŽŶ͘ dŚŝƐ EŽƟĐĞ ŽĨ WƌŝǀĂĐǇ WƌĂĐƟĐĞƐ ĚĞƐĐƌŝďĞƐ ŚŽǁ ǁĞ͕ 
ŽƵƌ �ƵƐŝŶĞƐƐ �ƐƐŽĐŝĂƚĞƐ͕ ĂŶĚ ŽƵƌ �ƵƐŝŶĞƐƐ �ƐƐŽĐŝĂƚĞƐΖ ƐƵďĐŽŶƚƌĂĐƚŽƌƐ͕ ŵĂǇ ƵƐĞ ĂŶĚ ĚŝƐĐůŽƐĞ ǇŽƵƌ ƉƌŽƚĞĐƚĞĚ 
ŚĞĂůƚŚ ŝŶĨŽƌŵĂƟŽŶ ;W,/Ϳ ƚŽ ĐĂƌƌǇ ŽƵƚ ƚƌĞĂƚŵĞŶƚ͕ ƉĂǇŵĞŶƚ͕ Žƌ ŚĞĂůƚŚ ĐĂƌĞ ŽƉĞƌĂƟŽŶƐ ;dWKͿ͕ ĂŶĚ ĨŽƌ ŽƚŚĞƌ 
ƉƵƌƉŽƐĞƐ ƚŚĂƚ ĂƌĞ ƉĞƌŵŝƩĞĚ Žƌ ƌĞƋƵŝƌĞĚ ďǇ ůĂǁ͘ /ƚ ĂůƐŽ ĚĞƐĐƌŝďĞƐ ǇŽƵƌ ƌŝŐŚƚƐ ƚŽ ĂĐĐĞƐƐ ĂŶĚ ĐŽŶƚƌŽů ǇŽƵƌ 
ƉƌŽƚĞĐƚĞĚ ŚĞĂůƚŚ ŝŶĨŽƌŵĂƟŽŶ͘ 

ΗWƌŽƚĞĐƚĞĚ ,ĞĂůƚŚ /ŶĨŽƌŵĂƟŽŶΗ ŝƐ ŝŶĨŽƌŵĂƟŽŶ ĂďŽƵƚ ǇŽƵ͕ ŝŶĐůƵĚŝŶŐ ĚĞŵŽŐƌĂƉŚŝĐ /ŶĨŽƌŵĂƟŽŶ͕ ƚŚĂƚ ŵĂǇ 
ŝĚĞŶƟĨǇ ǇŽƵ ĂŶĚ ƚŚĂƚ ƌĞůĂƚĞƐ ƚŽ ǇŽƵƌ ƉĂƐƚ͕ ƉƌĞƐĞŶƚ͕ Žƌ ĨƵƚƵƌĞ ƉŚǇƐŝĐĂů Žƌ ŵĞŶƚĂů ŚĞĂůƚŚ ĐŽŶĚŝƟŽŶ ĂŶĚ ƌĞůĂƚĞĚ 
ŚĞĂůƚŚ ĐĂƌĞ ƐĞƌǀŝĐĞƐ͘ 

tĞ ĂƌĞ ƌĞƋƵŝƌĞĚ ďǇ ƚŚĞ ,ĞĂůƚŚ /ŶƐƵƌĂŶĐĞ WŽƌƚĂďŝůŝƚǇ ĂŶĚ �ĐĐŽƵŶƚĂďŝůŝƚǇ �Đƚ ŽĨ ϭϵϵϲ ;Η,/WDΗͿ ĂŶĚ ŽƚŚĞƌ 
ĂƉƉůŝĐĂďůĞ ůĂǁƐ ƚŽ ŵĂŝŶƚĂŝŶ ƚŚĞ ƉƌŝǀĂĐǇ ŽĨ ǇŽƵƌ ŚĞĂůƚŚ ŝŶĨŽƌŵĂƟŽŶ͕ ƚŽ ƉƌŽǀŝĚĞ ŝŶĚŝǀŝĚƵĂůƐ ǁŝƚŚ ƚŚŝƐ EŽƟĐĞ ŽĨ 
ŽƵƌ ůĞŐĂů ĚƵƟĞƐ ĂŶĚ ƉƌŝǀĂĐǇ ƉƌĂĐƟĐĞƐ ǁŝƚŚ ƌĞƐƉĞĐƚ ƚŽ ƐƵĐŚ ŝŶĨŽƌŵĂƟŽŶ͕ ĂŶĚ ƚŽ ĂďŝĚĞ ďǇ ƚŚĞ ƚĞƌŵƐ ŽĨ ƚŚŝƐ 
EŽƟĐĞ͘ tĞ ĂƌĞ ĂůƐŽ ƌĞƋƵŝƌĞĚ ďǇ ůĂǁ ƚŽ ŶŽƟĨǇ ĂīĞĐƚĞĚ ŝŶĚŝǀŝĚƵĂůƐ ĨŽůůŽǁŝŶŐ Ă ďƌĞĂĐŚ ŽĨ ƚŚĞŝƌ ƵŶƐĞĐƵƌĞĚ ŚĞĂůƚŚ 
/ŶĨŽƌŵĂƟŽŶ͘ 

USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION 

zŽƵƌ ƉƌŽƚĞĐƚĞĚ ŚĞĂůƚŚ ŝŶĨŽƌŵĂƟŽŶ ŵĂǇ ďĞ ƵƐĞĚ ĂŶĚ ĚŝƐĐůŽƐĞĚ ďǇ ǇŽƵƌ ƉŚǇƐŝĐŝĂŶ͕ ŽƵƌ ŽĸĐĞ ƐƚĂī͕ ĂŶĚ ŽƚŚĞƌƐ 
ŽƵƚƐŝĚĞ ŽĨ ŽƵƌ ŽĸĐĞ ƚŚĂƚ ĂƌĞ ŝŶǀŽůǀĞĚ ŝŶ ǇŽƵƌ ĐĂƌĞ ĂŶĚ ƚƌĞĂƚŵĞŶƚ ĨŽƌ ƚŚĞ ƉƵƌƉŽƐĞ ŽĨ ƉƌŽǀŝĚŝŶŐ ŚĞĂůƚŚ ĐĂƌĞ 
ƐĞƌǀŝĐĞƐ ƚŽ ǇŽƵ͕ ƚŽ ƉĂǇ ǇŽƵƌ ŚĞĂůƚŚ ĐĂƌĞ ďŝůůƐ͕ ƚŽ ƐƵƉƉŽƌƚ ƚŚĞ ŽƉĞƌĂƟŽŶ ŽĨ ƚŚĞ ƉŚǇƐŝĐŝĂŶΖƐ ƉƌĂĐƟĐĞ͕ ĂŶĚ ĂŶǇ 
ŽƚŚĞƌ ƵƐĞ ƌĞƋƵŝƌĞĚ ďǇ ůĂǁ͘ 

dƌĞĂƚŵĞŶƚ͗ tĞ ǁŝůů ƵƐĞ ĂŶĚ ĚŝƐĐůŽƐĞ ǇŽƵƌ ƉƌŽƚĞĐƚĞĚ ŚĞĂůƚŚ ŝŶĨŽƌŵĂƟŽŶ ƚŽ ƉƌŽǀŝĚĞ͕ ĐŽŽƌĚŝŶĂƚĞ͕ Žƌ ŵĂŶĂŐĞ 
ǇŽƵƌ ŚĞĂůƚŚ ĐĂƌĞ ĂŶĚ ĂŶǇ ƌĞůĂƚĞĚ ƐĞƌǀŝĐĞƐ͘ dŚŝƐ ŝŶĐůƵĚĞƐ ƚŚĞ ĐŽŽƌĚŝŶĂƟŽŶ Žƌ ŵĂŶĂŐĞŵĞŶƚ ŽĨ ǇŽƵƌ ŚĞĂůƚŚ ĐĂƌĞ 
ǁŝƚŚ Ă ƚŚŝƌĚ ƉĂƌƚǇ͘ &Žƌ ĞǆĂŵƉůĞ͕ ǇŽƵƌ ƉƌŽƚĞĐƚĞĚ ŚĞĂůƚŚ ŝŶĨŽƌŵĂƟŽŶ ŵĂǇ ďĞ ƉƌŽǀŝĚĞĚ ƚŽ Ă ƉŚǇƐŝĐŝĂŶ ƚŽ ǁŚŽŵ 
ǇŽƵ ŚĂǀĞ ďĞĞŶ ƌĞĨĞƌƌĞĚ ƚŽ ĞŶƐƵƌĞ ƚŚĂƚ ƚŚĞ ƉŚǇƐŝĐŝĂŶ ŚĂƐ ƚŚĞ ŶĞĐĞƐƐĂƌǇ ŝŶĨŽƌŵĂƟŽŶ ƚŽ ĚŝĂŐŶŽƐĞ Žƌ ƚƌĞĂƚ ǇŽƵ͘ 

WĂǇŵĞŶƚ͗ zŽƵƌ ƉƌŽƚĞĐƚĞĚ ŚĞĂůƚŚ ŝŶĨŽƌŵĂƟŽŶ ǁŝůů ďĞ ƵƐĞĚ͕ ĂƐ ŶĞĞĚĞĚ͕ ƚŽ ŽďƚĂŝŶ ƉĂǇŵĞŶƚ ĨŽƌ ǇŽƵƌ ŚĞĂůƚŚ ĐĂƌĞ 
ƐĞƌǀŝĐĞƐ͘ &Žƌ ĞǆĂŵƉůĞ͕ ŽďƚĂŝŶŝŶŐ ĂƉƉƌŽǀĂů ĨŽƌ ƚƌĞĂƚŵĞŶƚ Žƌ Ă ŚŽƐƉŝƚĂů ƐƚĂǇ ŵĂǇ ƌĞƋƵŝƌĞ ƚŚĂƚ ǇŽƵƌ ƌĞůĞǀĂŶƚ 
ƉƌŽƚĞĐƚĞĚ ŚĞĂůƚŚ ŝŶĨŽƌŵĂƟŽŶ ďĞ ĚůƐĐůŽƐĞĚ ƚŽ ƚŚĞ ŚĞĂůƚŚ ƉůĂŶ ƚŽ ŽďƚĂŝŶ ĂƉƉƌŽǀĂů ĨŽƌ ƚŚĞ ŚŽƐƉŝƚĂů ĂĚŵŝƐƐŝŽŶ͘ 



,ĞĂůƚŚĐĂƌĞ KƉĞƌĂƟŽŶƐ͗ tĞ ŵĂǇ ƵƐĞ Žƌ ĚŝƐĐůŽƐĞ͕ ĂƐ-ŶĞĞĚĞĚ͕ ǇŽƵƌ ƉƌŽƚĞĐƚĞĚ ŚĞĂůƚŚ /ŶĨŽƌŵĂƟŽŶ ŝŶ ŽƌĚĞƌ ƚŽ 
ƐƵƉƉŽƌƚ ƚŚĞ ďƵƐŝŶĞƐƐ ĂĐƟǀŝƟĞƐ ŽĨ ŽƵƌ ƉŚǇƐŝĐŝĂŶΖƐ ƉƌĂĐƟĐĞ͘ dŚĞƐĞ ĂĐƟǀŝƟĞƐ ŝŶĐůƵĚĞ͕ ďƵƚ ĂƌĞ ŶŽƚ ůŝŵŝƚĞĚ ƚŽ͕ 
ƋƵĂůŝƚǇ ĂƐƐĞƐƐŵĞŶƚ͕ ĞŵƉůŽǇĞĞ ƌĞǀŝĞǁ͕ ƚƌĂŝŶŝŶŐ ŽĨ ŵĞĚŝĐĂů ƐƚƵĚĞŶƚƐ͕ ůŝĐĞŶƐŝŶŐ͕ ĨƵŶĚƌĂŝƐŝŶŐ͕ ĂŶĚ ĐŽŶĚƵĐƟŶŐ Žƌ 
ĂƌƌĂŶŐŝŶŐ ĨŽƌ ŽƚŚĞƌ ďƵƐŝŶĞƐƐ ĂĐƟǀŝƟĞƐ͘ &Žƌ ĞǆĂŵƉůĞ͕ ǁĞ ŵĂǇ ĚŝƐĐůŽƐĞ ǇŽƵƌ ƉƌŽƚĞĐƚĞĚ ŚĞĂůƚŚ ŝŶĨŽƌŵĂƟŽŶ ƚŽ 
ŵĞĚŝĐĂů ƐĐŚŽŽů ƐƚƵĚĞŶƚƐ ǁŚŽ ƐĞĞ ƉĂƟĞŶƚƐ Ăƚ ŽƵƌ ŽĸĐĞ͘ /Ŷ ĂĚĚŝƟŽŶ͕ ǁĞ ŵĂǇ ƵƐĞ Ă ƐŝŐŶ-ŝŶ ƐŚĞĞƚ Ăƚ ƚŚĞ 
ƌĞŐŝƐƚƌĂƟŽŶ ĚĞƐŬ ǁŚĞƌĞ ǇŽƵ ǁŝůů ďĞ ĂƐŬĞĚ ƚŽ ƐŝŐŶ ǇŽƵƌ ŶĂŵĞ ĂŶĚ ŝŶĚŝĐĂƚĞ ǇŽƵƌ ƉŚǇƐŝĐŝĂŶ͘ tĞ ŵĂǇ ĂůƐŽ ĐĂůů ǇŽƵ 
ďǇ ŶĂŵĞ ŝŶ ƚŚĞ ǁĂŝƟŶŐ ƌŽŽŵ ǁŚĞŶ ǇŽƵƌ ƉŚǇƐŝĐŝĂŶ ŝƐ ƌĞĂĚǇ ƚŽ ƐĞĞ ǇŽƵ͘ tĞ ŵĂǇ ƵƐĞ Žƌ ĚŝƐĐůŽƐĞ ǇŽƵƌ ƉƌŽƚĞĐƚĞĚ 
ŚĞĂůƚŚ ŝŶĨŽƌŵĂƟŽŶ͕ ĂƐ ŶĞĐĞƐƐĂƌǇ͕  ƚŽ ĐŽŶƚĂĐƚ ǇŽƵ ƚŽ ƌĞŵŝŶĚ ǇŽƵ ŽĨ ǇŽƵƌ ĂƉƉŽŝŶƚŵĞŶƚ͕ ĂŶĚ ŝŶĨŽƌŵ ǇŽƵ ĂďŽƵƚ 
ƚƌĞĂƚŵĞŶƚ ĂůƚĞƌŶĂƟǀĞƐ Žƌ ŽƚŚĞƌ ŚĞĂůƚŚ-ƌĞůĂƚĞĚ ďĞŶĞĮƚƐ ĂŶĚ ƐĞƌǀŝĐĞƐ ƚŚĂƚ ŵĂǇ ďĞ ŽĨ ŝŶƚĞƌĞƐƚ ƚŽ ǇŽƵ͘ /Ĩ ǁĞ ƵƐĞ 
Žƌ ĚŝƐĐůŽƐĞ ǇŽƵƌ ƉƌŽƚĞĐƚĞĚ ŚĞĂůƚŚ ŝŶĨŽƌŵĂƟŽŶ ĨŽƌ ĨƵŶĚƌĂŝƐŝŶŐ ĂĐƟǀŝƟĞƐ͕ ǁĞ ǁŝůů ƉƌŽǀŝĚĞ ǇŽƵ ƚŚĞ ĐŚŽŝĐĞ ƚŽ ŽƉƚ 
ŽƵƚ ŽĨ ƚŚŽƐĞ ĂĐƟǀŝƟĞƐ͘ zŽƵ ŵĂǇ ĂůƐŽ ĐŚŽŽƐĞ ƚŽ ŽƉƚ ďĂĐŬ ŝŶ͘ 

tĞ ŵĂǇ ƵƐĞ Žƌ ĚŝƐĐůŽƐĞ ǇŽƵƌ ƉƌŽƚĞĐƚĞĚ ŚĞĂůƚŚ ŝŶĨŽƌŵĂƟŽŶ ŝŶ ƚŚĞ ĨŽůůŽǁŝŶŐ ƐŝƚƵĂƟŽŶƐ ǁŝƚŚŽƵƚ ǇŽƵƌ 
ĂƵƚŚŽƌŝǌĂƟŽŶ͕ dŚĞƐĞ ƐŝƚƵĂƟŽŶƐ ŝŶĐůƵĚĞ͗ ĂƐ ƌĞƋƵŝƌĞĚ ďǇ ůĂǁ͕ ƉƵďůŝĐ ŚĞĂůƚŚ ŝƐƐƵĞƐ ĂƐ ƌĞƋƵŝƌĞĚ ďǇ ůĂǁ͕ 
ĐŽŵŵƵŶŝĐĂďůĞ ĚŝƐĞĂƐĞƐ͕ ŚĞĂůƚŚ ŽǀĞƌƐŝŐŚƚ͕ ĂďƵƐĞ Žƌ ŶĞŐůĞĐƚ͕ ĨŽŽĚ ĂŶĚ ĚƌƵŐ ĂĚŵŝŶŝƐƚƌĂƟŽŶ ƌĞƋƵŝƌĞŵĞŶƚƐ͕ ůĞŐĂů 
ƉƌŽĐĞĞĚŝŶŐƐ͕ ůĂǁ ĞŶĨŽƌĐĞŵĞŶƚ͕ ĐŽƌŽŶĞƌƐ͕ ĨƵŶĞƌĂů ĚŝƌĞĐƚŽƌƐ͕ ŽƌŐĂŶ ĚŽŶĂƟŽŶ͕ ƌĞƐĞĂƌĐŚ͕ ĐƌŝŵŝŶĂů ĂĐƟǀŝƚǇ͕  
ŵŝůŝƚĂƌǇ ĂĐůŝǀŝƚǇ ĂŶĚ ŶĂƟŽŶĂů ƐĞĐƵƌŝƚǇ͕  ǁŽƌŬĞƌƐΖ ĐŽŵƉĞŶƐĂƟŽŶ͕ /ŶŵĂƚĞƐ͕ ĂŶĚ ŽƚŚĞƌ ƌĞƋƵŝƌĞĚ ƵƐĞƐ ĂŶĚ 
ĚŝƐĐůŽƐƵƌĞƐ͘ hŶĚĞƌ ƚŚĞ ůĂǁ͕ ǁĞ ŵƵƐƚ ŵĂŬĞ ĚŝƐĐůŽƐƵƌĞƐ ƚŽ ǇŽƵ ƵƉŽŶ ǇŽƵƌ ƌĞƋƵĞƐƚ͘ 

dŚĞ ,/W�� ůĂǁ ƌĞƋƵŝƌĞƐ ƵƐ ƚŽ ĂůƐŽ ĚŝƐĐůŽƐĞ ǇŽƵƌ ƉƌŽƚĞĐƚĞĚ ŚĞĂůƚŚ ŝŶĨŽƌŵĂƟŽŶ ǁŚĞŶ ƌĞƋƵŝƌĞĚ ďǇ ƚŚĞ ^ĞĐƌĞƚĂƌǇ 
ŽĨ ƚŚĞ �ĞƉĂƌƚŵĞŶƚ ŽĨ ,ĞĂůƚŚ ĂŶĚ ,ƵŵĂŶ ^ĞƌǀŝĐĞƐ ƚŽ ŝŶǀĞƐƟŐĂƚĞ Žƌ ĚĞƚĞƌŵŝŶĞ ŽƵƌ ĐŽŵƉůŝĂŶĐĞ ǁŝƚŚ ƚŚĞ 
ƌĞƋƵŝƌĞŵĞŶƚƐ ƵŶĚĞƌ ^ĞĐƟŽŶ ϭϲϰ͘ϱϬϬ͘ 

USES AND DISCLOSURES THAT REQUIRE YOUR AUTHORIZATION 

KƚŚĞƌ WĞƌŵŝƩĞĚ ĂŶĚ ZĞƋƵŝƌĞĚ hƐĞƐ ĂŶĚ �ŝƐĐůŽƐƵƌĞƐ ǁŝůů ďĞ ŵĂĚĞ ŽŶůǇ ǁŝƚŚ ǇŽƵƌ ĐŽŶƐĞŶƚ͕ ĂƵƚŚŽƌŝǌĂƟŽŶ͕ Žƌ 
ŽƉƉŽƌƚƵŶŝƚǇ ƚŽ ŽďũĞĐƚ͕ ƵŶůĞƐƐ ƌĞƋƵŝƌĞĚ ďǇ ůĂǁ͘ tŝƚŚŽƵƚ ǇŽƵƌ ĂƵƚŚŽƌŝǌĂƟŽŶ͕ ǁĞ ĂƌĞ ĞǆƉƌĞƐƐůǇ ƉƌŽŚŝďŝƚĞĚ ĨƌŽŵ 
ƵƐŝŶŐ Žƌ ĚŝƐĐůŽƐŝŶŐ ǇŽƵƌ ƉƌŽƚĞĐƚĞĚ ŚĞĂůƚŚ ŝŶĨŽƌŵĂƟŽŶ ĨŽƌ ŵĂƌŬĞƟŶŐ ƉƵƌƉŽƐĞƐ͘ tĞ ŵĂǇ ŶŽƚ ƐĞůů ǇŽƵƌ ƉƌŽƚĞĐƚĞĚ 
ŚĞĂůƚŚ ŝŶĨŽƌŵĂƟŽŶ ǁŝƚŚŽƵƚ ǇŽƵƌ ĂƵƚŚŽƌŝǌĂƟŽŶ͘ tĞ ŵĂǇ ŶŽƚ ƵƐĞ Žƌ ĚŝƐĐůŽƐĞ ŵŽƐƚ ƉƐǇĐŚŽƚŚĞƌĂƉǇ ŶŽƚĞƐ 
ĐŽŶƚĂŝŶĞĚ ŝŶ ǇŽƵƌ ƉƌŽƚĞĐƚĞĚ ŚĞĂůƚŚ /ŶĨŽƌŵĂƟŽŶ͘ 

tĞ ǁŝůů ŶŽƚ ƵƐĞ Žƌ ĚŝƐĐůŽƐĞ ǇŽƵƌ ŝŶĨŽƌŵĂƟŽŶ ŽƚŚĞƌ ƚŚĂŶ ĂƐ ĚĞƐĐƌŝďĞĚ ŚĞƌĞ ƵŶůĞƐƐ ǇŽƵ ƚĞůů ƵƐ ǁĞ ĐĂŶ ŝŶ ǁƌŝƟŶŐ͘ 
/Ĩ ǇŽƵ ƚĞůů ƵƐ ǁĞ ĐĂŶ͕ ǇŽƵ ŵĂǇ ĐŚĂŶŐĞ ǇŽƵƌ ŵŝŶĚ Ăƚ ĂŶǇ ƟŵĞ͘ zŽƵ ŵĂǇ ƌĞǀŽŬĞ ƚŚĞ ĂƵƚŚŽƌŝǌĂƟŽŶ͕ Ăů ĂŶǇ ůŝŵĞ͕ ŝŶ 
ǁƌŝƟŶŐ͕ ĞǆĐĞƉƚ ƚŽ ƚŚĞ ĞǆƚĞŶƚ ƚŚĂƚ ǇŽƵƌ ƉŚǇƐŝĐŝĂŶ Žƌ ƚŚĞ ƉŚǇƐŝĐŝĂŶΖƐ ƉƌĂĐƟĐĞ ŚĂƐ ƚĂŬĞŶ ĂŶ ĂĐƟŽŶ ŝŶ ƌĞůŝĂŶĐĞ ŽŶ 
ƚŚĞ ƵƐĞ Žƌ ĚŝƐĐůŽƐƵƌĞ /ŶĚŝĐĂƚĞĚ /Ŷ ƚŚĞ ĂƵƚŚŽƌŝǌĂƟŽŶ͘ 

YOUR RIGHTS 

dŚĞ foůůoǁinŐ aƌĞ statĞŵĞnts of ǇoƵƌ ƌiŐŚts ǁitŚ ƌĞsƉĞct to ǇoƵƌ ƉƌotĞctĞd ŚĞaůtŚ infoƌŵaƟon͘ 

zoƵ ŚaǀĞ tŚĞ ƌiŐŚt to insƉĞct and coƉǇ ǇoƵƌ ƉƌotĞctĞd ŚĞaůtŚ infoƌŵaƟon - WƵƌƐƵĂŶƚ ƚŽ ǇŽƵƌ ǁƌŝƩĞŶ ƌĞƋƵĞƐƚ͕ 
ǇŽƵ ŚĂǀĞ ƚŚĞ ƌŝŐŚƚ ƚŽ ŝŶƐƉĞĐƚ Žƌ ĐŽƉǇ ǇŽƵƌ ƉƌŽƚĞĐƚĞĚ ŚĞĂůƚŚ /ŶĨŽƌŵĂƟŽŶ ǁŚĞƚŚĞƌ ŝŶ ƉĂƉĞƌ Žƌ ĞůĞĐƚƌŽŶŝĐ 
ĨŽƌŵĂƚ͘ tĞ ǁŝůů ƉƌŽǀŝĚĞ Ă ĐŽƉǇ Žƌ Ă ƐƵŵŵĂƌǇ ŽĨ ǇŽƵƌ ŚĞĂůƚŚ ŝŶĨŽƌŵĂƟŽŶ͕ ƵƐƵĂůůǇ ǁŝƚŚŝŶ ϯϬ ĚĂǇƐ ŽĨ ǇŽƵƌ 
ƌĞƋƵĞƐƚ͘ tĞ ŵĂǇ ĐŚĂƌŐĞ Ă ƌĞĂƐŽŶĂďůĞ͕ ĐŽƐƚ-ďĂƐĞĚ ĨĞĞ͘ /Ĩ ǁĞ ĚĞŶǇ ĂĐĐĞƐƐ ƚŽ ƚŚĞ ƌĞƋƵĞƐƚĞĚ /ŶĨŽƌŵĂƟŽŶ͕ ǇŽƵ 
ĐĂŶ ĂƉƉĞĂů ƚŚĞ ĚĞŶŝĂů͘ 



Under federal law, however, you may not inspect or copy the following records: WƐǇĐŚŽƚŚĞƌĂƉǇ ŶŽƚĞƐ͕ 
ŝŶĨŽƌŵĂƟŽŶ ĐŽŵƉŝůĞĚ ŝŶ ƌĞĂƐŽŶĂďůĞ ĂŶƟĐŝƉĂƟŽŶ ŽĨ͕  Žƌ ƵƐĞĚ ŝŶ͕ Ă Đŝǀŝů͕ ĐƌŝŵŝŶĂů͕ Žƌ ĂĚŵŝŶŝƐƚƌĂƟǀĞ ĂĐƟŽŶ Žƌ 
ƉƌŽĐĞĞĚŝŶŐ͕ ƉƌŽƚĞĐƚĞĚ ŚĞĂůƚŚ ŝŶĨŽƌŵĂƟŽŶ ƌĞƐƚƌŝĐƚĞĚ ďǇ ůĂǁ͕ ŝŶĨŽƌŵĂƟŽŶ ƚŚĂƚ ŝƐ ƌĞůĂƚĞĚ ƚŽ ŵĞĚŝĐĂů ƌĞƐĞĂƌĐŚ ŝŶ 
ǁŚŝĐŚ ǇŽƵ ŚĂǀĞ ĂŐƌĞĞĚ ƚŽ ƉĂƌƟĐŝƉĂƚĞ͕ ŝŶĨŽƌŵĂƟŽŶ ǁŚŽƐĞ ĚŝƐĐůŽƐƵƌĞ ŵĂǇ ƌĞƐƵůƚ ŝŶ ŚĂƌŵ Žƌ ŝŶũƵƌǇ ƚŽ ǇŽƵ Žƌ ƚŽ 
ĂŶŽƚŚĞƌ ƉĞƌƐŽŶ͕ Žƌ /ŶĨŽƌŵĂƟŽŶ ƚŚĂƚ ǁĂƐ ŽďƚĂŝŶĞĚ ƵŶĚĞƌ Ă ƉƌŽŵŝƐĞ ŽĨ ĐŽŶĮĚĞŶƟĂůŝƚǇ͘ 

zoƵ ŚaǀĞ tŚĞ ƌiŐŚt to ƌĞƋƵĞst a ƌĞstƌicƟon of ǇoƵƌ ƉƌotĞctĞd ŚĞaůtŚ infoƌŵaƟon - dŚŝƐ ŵĞĂŶƐ ǇŽƵ ŵĂǇ ĂƐŬ ƵƐ 
ŶŽƚ ƚŽ ƵƐĞ Žƌ ĚŝƐĐůŽƐĞ ĂŶǇ ƉĂƌƚ ŽĨ ǇŽƵƌ ƉƌŽƚĞĐƚĞĚ ŚĞĂůƚŚ ŝŶĨŽƌŵĂƟŽŶ ĨŽƌ ƚŚĞ ƉƵƌƉŽƐĞƐ ŽĨ ƚƌĞĂƚŵĞŶƚ͕ ƉĂǇŵĞŶƚ 
Žƌ ŚĞĂůƚŚĐĂƌĞ ŽƉĞƌĂƟŽŶƐ͘ zŽƵ ŵĂǇ ĂůƐŽ ƌĞƋƵĞƐƚ ƚŚĂƚ ĂŶǇ ƉĂƌƚ ŽĨ ǇŽƵƌ ƉƌŽƚĞĐƚĞĚ ŚĞĂůƚŚ ŝŶĨŽƌŵĂƟŽŶ ŶŽƚ ďĞ 
ĚŝƐĐůŽƐĞĚ ƚŽ ĨĂŵŝůǇ ŵĞŵďĞƌƐ Žƌ ĨƌŝĞŶĚƐ ǁŚŽ ŵĂǇ ďĞ ŝŶǀŽůǀĞĚ /Ŷ ǇŽƵƌ ĐĂƌĞ Žƌ ĨŽƌ ŶŽƟĮĐĂƟŽŶ ƉƵƌƉŽƐĞƐ ĂƐ 
ĚĞƐĐƌŝďĞĚ ŝŶ ƚŚŝƐ EŽƟĐĞ ŽĨ WƌŝǀĂĐǇ WƌĂĐƟĐĞƐ͘ zŽƵƌ ƌĞƋƵĞƐƚ ŵƵƐƚ ƐƚĂƚĞ ƚŚĞ ƐƉĞĐŝĮĐ ƌĞƐƚƌŝĐƟŽŶ ƌĞƋƵĞƐƚĞĚ ĂŶĚ ƚŽ 
ǁŚŽŵ ǇŽƵ ǁĂŶƚ ƚŚĞ ƌĞƐƚƌŝĐƟŽŶ ƚŽ ĂƉƉůǇ͘ zŽƵƌ ƉŚǇƐŝĐŝĂŶ ŝƐ ŶŽƚ ƌĞƋƵŝƌĞĚ ƚŽ ĂŐƌĞĞ ƚŽ ǇŽƵƌ ƌĞƋƵĞƐƚĞĚ ƌĞƐƚƌŝĐƟŽŶ 
ĞǆĐĞƉƚ ŝĨ ǇŽƵ ƌĞƋƵĞƐƚ ƚŚĂƚ ƚŚĞ ƉŚǇƐŝĐŝĂŶ ŶŽƚ ĚŝƐĐůŽƐĞ ƉƌŽƚĞĐƚĞĚ ŚĞĂůƚŚ ŝŶĨŽƌŵĂƟŽŶ ƚŽ ǇŽƵƌ ŚĞĂůƚŚ ƉůĂŶ ǁŝƚŚ 
ƌĞƐƉĞĐƚ ƚŽ ŚĞĂůƚŚĐĂƌĞ ĨŽƌ ǁŚŝĐŚ ǇŽƵ ŚĂǀĞ ƉĂŝĚ ŝŶ ĨƵůů ŽƵƚ ŽĨ ƉŽĐŬĞƚ͘ 

zoƵ ŚaǀĞ tŚĞ ƌiŐŚt to ƌĞƋƵĞst to ƌĞcĞiǀĞ conĮdĞnƟaů coŵŵƵnicaƟons - zŽƵ ŚĂǀĞ ƚŚĞ ƌŝŐŚƚ ƚŽ ƌĞƋƵĞƐƚ 
ĐŽŶĮĚĞŶƟĂů ĐŽŵŵƵŶŝĐĂƟŽŶ ĨƌŽŵ ƵƐ ďǇ ĂůƚĞƌŶĂƟǀĞ ŵĞĂŶƐ Žƌ Ăƚ ĂůƚĞƌŶĂƟǀĞ ůŽĐĂƟŽŶƐ͘ tĞ ǁŝůů ĐŽŵƉůǇ ǁŝƚŚ Ăůů 
ƌĞĂƐŽŶĂďůĞ ƌĞƋƵĞƐƚƐ͕ ďƵƚ ǁĞ ƌĞƐĞƌǀĞ ƚŚĞ ƌŝŐŚƚ ƚŽ ƌĞƋƵĞƐƚ ƚŚĞ ĚĞƚĂŝůƐ ŝŶ ǁƌŝƟŶŐ͘ tĞ ǁŝůů ŶŽƚ ƌĞƋƵŝƌĞ ĂŶ 
ĞǆƉůĂŶĂƟŽŶ ĨŽƌ ƚŚĞ ƌĞƋƵĞƐƚ ĂƐ Ă ĐŽŶĚŝƟŽŶ ŽĨ ĂŐƌĞĞŝŶŐ ƚŽ ĨŽůůŽǁ ŝƚ͘ tĞ ĂůƐŽ ŚĂǀĞ ƚŚĞ ŽƉƟŽŶ ƚŽ ĐŽŶĚŝƟŽŶ ƚŚĞ 
ĂŐƌĞĞŵĞŶƚ ĨŽƌ ĂůƚĞƌŶĂƚĞ ĐŽŶĮĚĞŶƟĂů ĐŽŵŵƵŶŝĐĂƟŽŶƐ ǁŝƚŚ ĂƐƐƵƌĂŶĐĞ ƚŚĂƚ ƉĂǇŵĞŶƚ ŽĨ ƐƉĞĐŝĂů ĨĞĞƐ ƌĞƋƵŝƌĞĚ 
ǁŝůů ďĞ ŚĂŶĚůĞĚ͘ 

zoƵ ŚaǀĞ tŚĞ ƌiŐŚt to ƌĞƋƵĞst an aŵĞndŵĞnt to ǇoƵƌ ƉƌotĞctĞd ŚĞaůtŚ /nfoƌŵaƟon - zŽƵ ŚĂǀĞ ƚŚĞ ƌŝŐŚƚ ƚŽ 
ƌĞƋƵĞƐƚ ĂŶ ĂŵĞŶĚŵĞŶƚ ůŽ ŚĞĂůƚŚ ŝŶĨŽƌŵĂƟŽŶ ĂďŽƵƚ ǇŽƵ ŝĨ ǇŽƵ ƚŚŝŶŬ ŝƐ ŝŶĐŽƌƌĞĐƚ Žƌ ŝŶĐŽŵƉůĞƚĞ͘ tĞ ŵĂǇ ĚĞŶǇ 
ǇŽƵƌ ƌĞƋƵĞƐƚ ŝĨ ǁĞ ĚŝĚ ŶŽƚ ĐƌĞĂƚĞ ƚŚĞ ƉƌŽƚĞĐƚĞĚ ŚĞĂůƚŚ ŝŶĨŽƌŵĂƟŽŶ͕ ŝĨ ƚŚĞ ĂŵĞŶĚŵĞŶƚ ǁŽƵůĚ ŶŽƚ ďĞ ƉĂƌƚ ŽĨ 
ŽƵƌ ŶŽƌŵĂů ƌĞĐŽƌĚ ŬĞĞƉŝŶŐ ŽĨ ƉƌŽƚĞĐƚĞĚ ŚĞĂůƚŚ ŝŶĨŽƌŵĂƟŽŶ͕ ŝĨ ƚŚĞ ĂŵĞŶĚŵĞŶƚ ǁŽƵůĚ ŶĞǀĞƌ ďĞ ŝŶĐůƵĚĞĚ ĨŽƌ 
ŝŶƐƉĞĐƟŽŶ ďǇ ĂŶǇ ŽƚŚĞƌ ŐƌŽƵƉ Žƌ ƉĂƌƚǇ Žƌ /Ĩ ǁĞ ďĞůŝĞǀĞ ƚŚĞ ƌĞĐŽƌĚ ŝƐ ĂĐĐƵƌĂƚĞ ĂŶĚ ĐŽŵƉůĞƚĞ ǁŝƚŚŽƵƚ ƚŚĞ 
ĂŵĞŶĚŵĞŶƚ͘ tĞ ǁŝůů ŶŽƚ ƌĞƋƵŝƌĞ ĂŶ ĞǆƉůĂŶĂƟŽŶ ĨŽƌ ƚŚĞ ƌĞƋƵĞƐƚ ĨŽƌ ĂŵĞŶĚŵĞŶƚ ĨƌŽŵ ǇŽƵ ĂƐ Ă ĐŽŶĚŝƟŽŶ ŽĨ 
ĂŐƌĞĞŝŶŐ ƚŽ ĨŽůůŽǁ ŝƚ͘ 

/Ĩ ǁĞ ĚĞŶǇ ǇŽƵƌ ƌĞƋƵĞƐƚ ĨŽƌ ĂŵĞŶĚŵĞŶƚ͕ ǁĞΖůů ƚĞůů ǇŽƵ ǁŚǇ ŝŶ ǁƌŝƟŶŐ ǁŝƚŚŝŶ ϲϬ ĚĂǇƐ͘ zŽƵ ŚĂǀĞ ƚŚĞ ƌŝŐŚƚ ƚŽ ĮůĞ 
Ă ƐƚĂƚĞŵĞŶƚ ŽĨ ĚŝƐĂŐƌĞĞŵĞŶƚ ǁŝƚŚ ƵƐ ĂŶĚ ǁĞ ŵĂǇ ƉƌĞƉĂƌĞ Ă ƌĞďƵƩĂů ƚŽ ǇŽƵƌ ƐƚĂƚĞŵĞŶƚ ĂŶĚ ǁŝůů ƉƌŽǀŝĚĞ ǇŽƵ 
ǁŝƚŚ Ă ĐŽƉǇ ŽĨ /ƚ͘ 

zoƵ ŚaǀĞ tŚĞ ƌiŐŚt to ƌĞcĞiǀĞ an accoƵnƟnŐ of cĞƌtain discůosƵƌĞs - zŽƵ ŚĂǀĞ ƚŚĞ ƌŝŐŚƚ ƚŽ ƌĞĐĞŝǀĞ ĂŶ 
ĂĐĐŽƵŶƟŶŐ ŽĨ ĚŝƐĐůŽƐƵƌĞƐ͕ ŝŶ ƉĂƉĞƌ Žƌ ĞůĞĐƚƌŽŶŝĐ ĨŽƌŵ͕ ĞǆĐĞƉƚ ĨŽƌ ĚŝƐĐůŽƐƵƌĞƐ ƚŚĂƚ ĂƌĞ ƉƵƌƐƵĂŶƚ ƚŽ ĂŶ 
ĂƵƚŚŽƌŝǌĂƟŽŶ͕ ĨŽƌ ƉƵƌƉŽƐĞƐ ŽĨ ƚƌĞĂƚŵĞŶƚ͕ ƉĂǇŵĞŶƚ͕ ŚĞĂůƚŚĐĂƌĞ ŽƉĞƌĂƟŽŶƐ ĂƐ ĚĞĮŶĞĚ ŚĞƌĞ͕ ƌĞƋƵŝƌĞĚ ďǇ 
ƐƉĞĐŝĮĐ ůĂǁ͕ Žƌ Ɛŝǆ ǇĞĂƌƐ ƉƌŝŽƌ ƚŽ ƚŚĞ ĚĂƚĞ ŽĨ ƚŚĞ ƌĞƋƵĞƐƚ͘ 

zoƵ ŚaǀĞ tŚĞ ƌiŐŚt to oďtain a ƉaƉĞƌ coƉǇ of tŚis noƟcĞ fƌoŵ Ƶs ĞǀĞn /f ǇoƵ ŚaǀĞ aŐƌĞĞd to ƌĞcĞiǀĞ tŚĞ 
noƟcĞ ĞůĞctƌonicaůůǇ͘ tĞ ǁiůů aůso ŵaŬĞ aǀaiůaďůĞ coƉiĞs of oƵƌ EoƟcĞ͕ if ǇoƵ ǁisŚ to oďtain onĞ͘ 

tĞ ƌĞsĞƌǀĞ tŚĞ ƌiŐŚt to cŚanŐĞ tŚĞ tĞƌŵs of tŚis noƟcĞ and tŚĞ cŚanŐĞs ǁiůů aƉƉůǇ to aůů infoƌŵaƟon ǁĞ 
ŚaǀĞ aďoƵt ǇoƵ͘ dŚĞ nĞǁ noƟcĞ ǁiůů ďĞ aǀaiůaďůĞ ƵƉon ƌĞƋƵĞst͕ in oƵƌ oĸcĞ͕ and on oƵƌ ǁĞďsitĞ͘ 



COMPLAINTS 

zŽƵ ŵĂǇ ĐŽŵƉůĂŝŶ ƚŽ ƵƐ /Ĩ ǇŽƵ ďĞůŝĞǀĞ ǇŽƵƌ ƉƌŝǀĂĐǇ ƌŝŐŚƚƐ ŚĂǀĞ ďĞĞŶ ǀŝŽůĂƚĞĚ ďǇ ƵƐ͘ zŽƵ ŵĂǇ ƌĞĂĐŚ ŽƵƚ ƚŽ ŽƵƌ 
�ŽŵƉůŝĂŶĐĞ KĸĐĞƌ ďǇ ĐĂůůŝŶŐ ŽƵƌ ŽĸĐĞ Ăƚ ϯϭϰ-ϴϰϮ-ϳϯϬϭ Žƌ ƐĞŶĚŝŶŐ Ă ůĞƩĞƌ ƚŽ ŽƵƌ ŽĸĐĞ Ăƚ ϭϬϬϬϰ <ĞŶŶĞƌůǇ 
ZĚ͕ ^ƚĞ ϭϯϳ�͕ ^ƚ >ŽƵŝƐ͕ DK ϲϯϭϮϴ͘ tĞ ǁŝůů ŶŽƚ ƌĞƚĂůŝĂƚĞ ĂŐĂŝŶƐƚ ǇŽƵ ŝŶ ĂŶǇ ǁĂǇ ĨŽƌ ĮůŝŶŐ Ă ĐŽŵƉůĂŝŶƚ͘ 

zŽƵ ĐĂŶ ĂůƐŽ ĮůĞ Ă ĐŽŵƉůĂŝŶƚ ǁŝƚŚ ƚŚĞ ^ĞĐƌĞƚĂƌǇ ŽĨ ƚŚĞ h͘^͘ �ĞƉĂƌƚŵĞŶƚ ŽĨ ,ĞĂůƚŚ ĂŶĚ ,ƵŵĂŶ ^ĞƌǀŝĐĞƐ KĸĐĞ 
ĨŽƌ  �ŝǀŝů ZŝŐŚƚƐ ďǇ ƐĞŶĚŝŶŐ Ă ůĞƩĞƌ ƚŽ ϮϬϬ /ŶĚĞƉĞŶĚĞŶĐĞ �ǀĞŶƵĞ͕ ^͘t͕͘ tĂƐŚŝŶŐƚŽŶ͕ �͘�͘ ϮϬϮϬϭ͕ Žƌ ĐĂůůŝŶŐ        
ϭ-877-ϲϵϲ-ϲϳϳϱ͕ Žƌ ďǇ ǀŝƐŝƟŶŐ ǁǁǁ͘ŚŚƐ͘ŐŽǀͬŽĐƌͬƉƌŝǀĂĐǇͬŚŝƉĂĂͬĐŽŵƉůĂŝŶƚƐͬ

tĞ ĂƌĞ ƌĞƋƵŝƌĞĚ ďǇ ůĂǁ ƚŽ ŵĂŝŶƚĂŝŶ ƚŚĞ ƉƌŝǀĂĐǇ ŽĨ͕  ĂŶĚ ƉƌŽǀŝĚĞ ŝŶĚŝǀŝĚƵĂůƐ ǁŝƚŚ͕ ƚŚŝƐ ŶŽƟĐĞ ŽĨ ŽƵƌ ůĞŐĂů ĚƵƟĞƐ 
ĂŶĚ ƉƌŝǀĂĐǇ ƉƌĂĐƟĐĞƐ ǁŝƚŚ ƌĞƐƉĞĐƚ ƚŽ ƉƌŽƚĞĐƚĞĚ ŚĞĂůƚŚ ŝŶĨŽƌŵĂƟŽŶ͘ tĞ ĂƌĞ ĂůƐŽ ƌĞƋƵŝƌĞĚ ƚŽ ĂďŝĚĞ ďǇ ƚŚĞ 
ƚĞƌŵƐ ŽĨ ƚŚĞ ŶŽƟĐĞ ĐƵƌƌĞŶƚůǇ ŝŶ ĞīĞĐƚ͘ /Ĩ ǇŽƵ ŚĂǀĞ ĂŶǇ ƋƵĞƐƟŽŶƐ ŝŶ ƌĞĨĞƌĞŶĐĞ ƚŽ ƚŚŝƐ ĨŽƌŵ͕ ƉůĞĂƐĞ ĂƐŬ ƚŽ ƐƉĞĂŬ 
ǁŝƚŚ ŽƵƌ ,/W�� �ŽŵƉůŝĂŶĐĞ KĸĐĞƌ ŝŶ ƉĞƌƐŽŶ Žƌ ďǇ ƉŚŽŶĞ Ăƚ ϯϭϰ-ϴϰϮ-ϳϯϬϭ͘ 

WůĞĂƐĞ ƐŝŐŶ ƚŚĞ Η��<EKt>��'D�Ed K& Z���/Wd K& EKd/�� K& WZ/s��z WZ��d/��^Η͘ �Ǉ ƐŝŐŶŝŶŐ 

ƚŚŝƐ ĨŽƌŵ ǇŽƵ ĂƌĞ ŽŶůǇ ĂĐŬŶŽǁůĞĚŐŝŶŐ ƚŚĂƚ ǇŽƵ ŚĂǀĞ ƌĞĐĞŝǀĞĚ Žƌ ďĞĞŶ ŐŝǀĞŶ ƚŚĞ ŽƉƉŽƌƚƵŶŝƚǇ ƚŽ ƌĞĐĞŝǀĞ Ă ĐŽƉǇ 
ŽĨ ŽƵƌ EŽƟĐĞ ŽĨ WƌŝǀĂĐǇ WƌĂĐƟĐĞ 



ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

I acknowledge that I have received a copy of SLCC's "Notice of Privacy Practices" for protected health 
information on the date set forth below. Typing your name in the signature fields below will be 
considered your signature.

Date of Receipt Patient Date of Birth 

Patient Name Authorized Personal Representative 

Patient Signature Signature of Authorized Personal Representative 

______________________________________________________________________________________________________ 

FOR USEBY SLCC PERSONNEL ONLY 
Complete if patient acknowledgement is not obtained. 

An Acknowledgment of Receipt of Notice of Privacy Practices was not received because: 

Patient refused to sign Acknowledgment 

Unable to gain signed Acknowledgment due to communication/ language or other 
barrier 

Patient was unable to sign Acknowledgment due to emergency treatment situation 

Other (please indicate reason): 

Signature of SLCC Representative Date 

PRV-200-F2 Acknowledgement of Receipt of Notice of Privacy Practice

ST. LOUIS 
CANCER 
CARE, L.L.P. 
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Patient Portal Authorization 
Agreement

Name:  ___________________________________________________ 

Email:  ___________________________________________________ 

Purpose of this Form  
St. Louis Cancer Care, L.L.P. offers secure electronic access to your medical record and secure electronic 
communications between our office and you for those patients who wish to participate. Secure 
messaging can be a valuable communications tool, but certain precautions should be used to minimize 
risks. In order to manage these risks we have imposed some terms and conditions of participation. Your 
signature on this form will demonstrate that you have been informed of these risks and the conditions 
of participation and that you accept the risks and agree to the conditions of participation.  

How the Secure Patient Portal Works  
A secure web portal is a webpage that uses encryption (a form of electronic security) to keep 
unauthorized persons from reading communications, information, or attachments. Secure messages and 
information can only be read by someone who knows the right password or pass-phrase to log into the 
Portal site. Using the connection channel between your computer and the Web site, you can read, view, 
or send information on or from your computer. It is automatically encrypted in transmission between 
the Web site and your computer.  

How to Participate  
You may compose, pick up, and reply to secure messages or view information sent to you through the 
Patient Portal. Once you have reviewed, agreed to, and signed our policies and procedures regarding 
use of the Patient Portal, and given us a valid personal email address we will give you instructions on 
how to use the portal and your login information will be emailed to your personal email address (or that 
of your caregiver or adult child). 

Protecting Your Private Health Information and Risks  
This method of communication and viewing prevents unauthorized parties from being able to access or 
read messages while they are in transmission. However, no transmission system is perfect. We will do 
our best to maintain electronic security. Keeping messages secure depends on two additional factors: 
the secure message must reach the correct email address, and only the correct individual (or someone 
authorized by that individual) must be able to have access to it. You are responsible for ensuring that we 
have your current email address and you agree to inform us immediately if it changes. Protect your 
username and password information as you would protect your banking information. Safeguard this 
information so that only you or someone you authorize has access to this information.  
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If you believe someone has learned your password, you should immediately go to the Web site and 
change it. You agree not to share your username and password with unauthorized persons and to 
maintain that username and password in a secure place at all times. Access to the Patient Portal is a free 
service but we reserve the right to change this policy if needed. We strive to keep all of your protected 
health care information completely confidential. Please read our Notice of Privacy Practices for 
additional information on uses and disclosures.  

Conditions of Participating in the Patient Portal  
Access to the secure web portal is a service, and we may suspend or discontinue it at any time and for 
any reason. If we do suspend or discontinue this service , we will notify you as promptly as we 
reasonably can. You agree to not hold St. Louis Cancer Care, L.L.P. or any of its staff or physicians liable 
for network or security infractions beyond their control. By signing this agreement, you acknowledge 
that you understand the policies and procedure, agree to comply with them and all of your questions 
have been answered to your satisfaction. If you do not understand, or do not agree to comply with our 
policies and procedures, do not sign this agreement and do not request access to the patient portal.  

If you have questions we will gladly provide more information. dǇƉŝŶŐ ǇŽƵƌ ŶĂŵĞ ŝŶ ƚŚĞ ƐŝŐŶĂƚƵƌĞ ĨŝĞůĚƐ 
ďĞůŽǁ ǁŝůů ďĞ ĐŽŶƐŝĚĞƌĞĚ ǇŽƵƌ ƐŝŐŶĂƚƵƌĞ͘

Patient Acknowledgement  

Signature:    ______________________________________________________________ 

Date:             ______________________________________________________________ 

For Office Use Only 
I have authenticated the identity of the person named on this authorization form: 

___Picture ID    ___Person known to me 

_________________________________________________           __________________ 
Employee Signature                  Date  



What is CareSpace? 
CareSpace is a secure, online patient portal that provides you with access to your health 
information and care team. Through CareSpace, you can: 

 

 
Ɣ Access your health information. CareSpace is easily accessible on your personal 

computer, tablet, or mobile device, so you have 24/7 access to your medical information. 
 

 
Ɣ Communicate with your care team. CareSpace provides you a place to send and receive 

messages with your care team at our practice, and have your questions answered 
seamlessly. 

 

 
Ɣ Keep friends, family, and caregivers informed. By inviting friends and family to your 

CareSpace account, your support team can easily access your health information. 
 
 

Ɣ Download and securely send your health information. From CareSpace you can securely 
send your health information to providers outside of our practice, like your primary care 
doctor. 

 

 
How do I get a CareSpace account? 
To get a CareSpace account, you just need to provide our practice with your email address. We 
will send you an invitation to CareSpace which includes instructions on how to complete the 
simple registration process. 

 

 
Where do I login for CareSpace? 
You can always access CareSpace by visiting https://carespaceportal.com from a browser on 
your computer, tablet or mobile device. 

 

 
Where does the information in CareSpace come from? 
The information in CareSpace comes from your medical records at our practice. 

 
 

Who can see my account? 
Only you will be able to determine who can see your account. If you invite someone to your 
CareSpace account, they can see all the information in your portal, but they cannot send 
messages to your practice. At this time, you cannot limit their access, however you can revoke  
someone’s access once you’ve invited them.  

 
Is the information in CareSpace private and secure? 
Yes, CareSpace uses the latest security standards and your information will stay private and 
secure. CareSpace is HIPAA compliant, and ONC 2015 certified. CareSpace access is only 
permitted to authorized users who have been given access privileges and verified through a 
registration process. 

 

 
How can I access and see my medical record? 
You can view, download, and transmit your health information via CareSpace today. Simply go 
to the “Download” button in the upper-right hand corner of the Health page. From there, you can 
view or download your medical record. 

 

https://carespaceportal.com/


 
Can I change the email associated with my CareSpace account? 
Right now, you cannot change the email address associated with your CareSpace account. 

 
 

Are there Patient Resources specific to my diagnosis in CareSpace? 
At this time, CareSpace includes links to the leading patient education resources for oncology: 
NCI, American Cancer, and CancerCare. 

 

 
I can’t remember my password. How do I get back into my account? 
You can reset your own password from the CareSpace login page, https://carespaceportal.com 
by clicking “Forgot Password.” 

 

 
When will I be able to see new lab results in CareSpace? 
Per new regulatory guidelines from CMS, all health information (including lab results) must be 
released to a patient within 4 business days of when the results were available to clinicians. As 
such, lab results will be released to CareSpace after your doctor signs them, or after 4 business 
days. 

 

 
When can I expect to get a response if I send the practice a message? 
You can expect a response from our practice within 48 hours. 

 

 
What happened to SeeYourChart, the old patient portal? 
The SeeYourChart patient portal is being fully retired over the course of the year, and replaced 
with CareSpace. In a continued effort to support high quality patient care, we are excited to 
announce this upgrade. CareSpace offers a more user-friendly experience, and it is accessible 
on computer, tablet and mobile devices. 

 
 

Will I lose information from SeeYourChart when I transition to CareSpace? 
Today in CareSpace, you will have access to historical Care Plans, Patient Education Materials, 
and any historical document types that our practices has set to continue to flow to the 
CareSpace portal. You will also see historical lab results, messages, and have the ability to 
generate your medical record from the “Download” button in the upper-right hand corner of the 
Health page. 

 

 
Where are my appointments? 
The CareSpace team is working on this feature in the upcoming months and hopes to release 
the Appointment Calendar to CareSpace in the third quarter of 2019! 

 

 
Do the authorized users (e.g. friends, family or caregivers) that had access to my 
SeeYourChart account have access to my CareSpace account? 
You will need to re-invite friends, family and caregivers to your new portal. Inviting someone is 
easy. From the Sharing page, just enter your invitees email address and birthday (as a security 
measure), and they will be sent registration instructions.

https://carespaceportal.com/
https://carespaceportal.com/


 
 
 
 
 

ST. LOUIS CANCER CARE CONSENT FORM 
 

PATIENT CONSENT FORM- CONFIDENTIAL 
 
Patient Name: __________________________ 
 
Patient DOB:  __________________________ 

 

• Consent to Treatment: I hereby authorize the employees, agents and staff of St. Louis 
Cancer Care to perform, and hereby consent to such medical treatment and examinations 
as may in the opinion of the patients' physician be necessary. This also includes any 
services related to nutrition support/counseling and activity level and temperature 
monitoring. 

• Consent to Navigation Services: I consent to receive principle navigation services 
provided by St. Louis Cancer Care employees. Such navigation services may include, but 
are not limited to, providing informational assistance, financial assistance, and/or social 
and support services. By signing this agreement, I understand and agree to these 
services. 

• Principal Care Management (PCM): PCM services are available to patients with one 
serious chronic condition. Medicare defines a serious chronic condition as one that is 
expected to last for at least 3 months, is the focus of ongoing medical care, and places 
the patient at significant risk of hospitalization, functional decline, or death. Benefits of 
PCM Services include: 

 24/7 access to a care provider familiar with your chronic condition. 
 A personalized care plan focused specifically on managing your principal chronic 

condition, available in print or electronically. 
 Regular check-ins and follow-up to support treatment goals and symptom 

management. 
 Coordination with specialists, pharmacists, and community-based services 

involved in your care. 
 Transition support after hospital or skilled nursing facility discharges related to 

your chronic condition. 
 Medication management and oversight specific to your chronic illness. 
 Should you desire to receive these services through your provider, he/she agrees 

to only bill your insurance for services once per 30-day billing cycle.  The 
standard Medicare Part B cost-sharing (copayment or deductible) may apply to 
these services.You have the right to withdraw your consent at any time, and 
such withdrawal will not affect your ability to receive care from your providers. 

• Mental Health Consent: We have a behavioral health integration ("BHI") program 
designed to support patients experiencing challenges with their mental health. A 
behavioral health care manager and consulting psychiatrist works collaboratively with our 
physicians to help patients learn coping skills and make recommendations about 
medications if they might be useful. Your participation in the program is entirely voluntary. 
You have the right to withdraw your consent at any time, and such withdrawal will not 
affect your ability to receive care from your providers. Cost sharing (such as copayments, 
deductibles and co-insurance) may apply to both face-to-face and 



non-face-to-face services provided, even if cost sharing is covered by supplemental 
insurers.By signing this form, you acknowledge that you understand the nature of BHI and 
provide your consent to participate and for your health information to be shared among your 
care team. 

• Remote Patient Monitoring (RPM) Consent: We offer Remote Patient Monitoring ("RPM")
services to help manage your chronic condition between office visits. RPM involves the
regular collection and transmission of your health data (such as weight, blood pressure, blood
glucose, or oxygen levels) from a device in your home to your care team. These readings are
monitored daily, and your provider or a member of your care team may contact you if results
fall outside of a set range or to support your treatment goals. RPM can improve early
intervention, reduce hospitalizations, and help maintain your quality of life. Should you choose
to receive RPM services, your provider agrees to only bill your insurance once per 30-day
billing cycle. Standard Medicare Part B cost-sharing (copayment or deductible) may apply.

• Al Scribing in the Office: To support accurate documentation and help your provider focus
more on you, our office may utilize a secure, HIPAA-compliant Al technology to assist with
medical notes. A temporary recording and transcript of your visit are used to generate a draft,
which your provider reviews and edits. Transcripts are stored securely for a limited time. Your
privacy remains a top priority at every step.

Should you have questions about this consent please ask one of our staff or contact us at 314-
842-7301

I have read this form, I understand what it says, and any questions of mine have been answered. 
I am signing this form voluntarily. Typing your name in the signature fields below will be considered 
your signature.

Print Patient Name 

Patient Signature: Date: 
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