1% Medequip Proof of Delivery/Prescription

27 Brookline, Aliso Viejo, CA 92656
800-944-3422

Patient's Name: Date of Birth:

Delivery Address:

Diagnosis Codes: [] LT [] RT
Product Description and Serial number:
Sticker Sticker

Rental ltem:

Surgery Date:

HCPCS Code: HCPCS Code:

Sticker Sticker Start Date:
Discharge Date:

HCPCS Code: HCPCS Code: End Date:

Letter of Medical Necessity: This patient has an absolute medical necessity for the item(s) listed above.

| certify the above-prescribed item is medically indicated and, in my opinion, is reasonable and necessary with reference to the standards of medical practice
and treatment of this patient's condition.

Physician's Name:

Physician's Signature: Date:
PATIENT PRODUCT AGREEMENT
Medicare Pts. Purchase Price $ Est. Co-Pay $

**MEDICARE NON-COVERED ITEMS**: Arm Slings, Post-Op/Cast Shoes, Heel Wedges/Cups/Lifts, Bunion Splints, Neoprene Sleeves, Tennis
Elbow Braces, Lumbar Supports, OTS Orthotics, Shoulder Pulleys, Cold Therapy Units or other Elastic-type Garments.
Home Safety Assessment: CPM machines are powered by electricity and must be used as specified and in a safe environment to prevent risk of shock.

Fire Safety Electric Safety Environmental Safety
Fire Procedures  Y/N Smoke Detector  Y/N Outlets Y/N Amperage YN Equipment Locations  Y/N Extension Cord Y/N Follow Up Needed l:‘
Patient Access Y/N Fire Extinguishers Y/N Groundings Y/N Furniture/Rugs Y/N Door Size Y/N Floor Strength/Stairs Y/N  Return Demonstration by patient |:|

1) Terms and conditions: Medequip, Inc.is the provider of the medical supplies | have received today.
| have been instructed in its proper fitting and usage. Warranty information: Medequip, Inc., will honor all warranties extended by the manufacturer of the product.
| agree to pay all amounts that are not covered by my insurer(s) including applicable co-payments and/or deductibles for which | am responsible.
| request that payment of Medicare, Medicaid, Medicare Supplemental or other insurance benefits be made on my behalf to Medequip, Inc. for any medical supplies
furnished to me by Medequip, Inc. | authorize any holder of medical information about me to release to Medequip, Inc., my physician(s), caregiver, CMS, its agents and to
my primary and/or other medical insurer any information needed to determine or secure eligibility information and/or reimbursement for covered services. | agree to pay all
amounts that are not covered by my insurer(s) and for which | am responsible.

2) Consent to Privacy Practices of Medequip, Inc. Effective Date: January 01, 2009
You have been provided with a copy of Medequip, Inc.’s “Notice of Privacy Practices” that describes how we will use health information concerning our service to you. The
notice details how we will use this information to provide treatment care for you, to gain reimbursement for our services and to improve our operations to better serve you
and other patients.

We are required to document that:

+ We have given you our Notice of Privacy Practices and that you have had the opportunity to review it;

+ Medequip, Inc. will notify you of changes in our Notice of Privacy Practices prior to implementing those changes;

+  You may request restrictions as to how your health information may be used although Medequip, Inc. is not required to agree to those restrictions;

«  Any restrictions to which Medequip, Inc. agrees to will be respected.
You may revoke this consent in writing at any time, although Medequip, Inc. can proceed with uses and disclosures that pertain to treatment, payment, or
healthcare issues that take place before the consent was revoked.

3) This Assignment of Benefits permits Medequip Inc. to do the following on your behalf.

Assignment of Medicare, Medicaid, Medicare Supplemental or other insurance benefits to Medequip, Inc. for medical suppliesfurnished to me by
Medequip, Inc.
Direct billing to Medicare, Medicaid, Medicare Supplemental or other insurer(s).
Release of my medical information to Medicare, Medicaid, Medicare Supplemental or other insurers and their agents.
+  Medequip, Inc. to obtain medical or other information necessary in order to process my claim(s), including determining eligibility and
seeking reimbursement for medical supplies provided.
*  Medequip, Inc. to contact me by telephone or mail regarding my medical supplies order.
By signing below | acknowledge that | understand and consent for use of health information, AOB, and the Terms & Conditions of Medequip, Inc. My
signature on this form indicates | received the prescribed product, undamaged and the Medequip, Inc. Notice of Privacy Practices. Also, | received and
was informed of the Medicare Supplier Standards, Cleaning/Maintenance Info., Infection Control Tips, Complaint Process, Scope of Services,
Follow-up Instructions, written Product Instructions, Warranty Info, and Patient Rights & Responsibilities.

Patient or Guardian's Signature Date Relationship to Patient, if other than self

GREEN: OFFICE COPY FS2CA Rev.5/17



1% Medequip Proof of Delivery/Prescription

27 Brookline, Aliso Viejo, CA 92656
800-944-3422

Patient's Name: Date of Birth:

Delivery Address:

Diagnosis Codes: [] LT [] RT
Product Description and Serial number:
Sticker Sticker

Rental ltem:

Surgery Date:

HCPCS Code: HCPCS Code:

Sticker Sticker Start Date:
Discharge Date:

HCPCS Code: HCPCS Code: End Date:

Letter of Medical Necessity: This patient has an absolute medical necessity for the item(s) listed above.

| certify the above-prescribed item is medically indicated and, in my opinion, is reasonable and necessary with reference to the standards of medical practice
and treatment of this patient's condition.

Physician's Name:

Physician's Signature: Date:
PATIENT PRODUCT AGREEMENT
Medicare Pts. Purchase Price $ Est. Co-Pay $

**MEDICARE NON-COVERED ITEMS**: Arm Slings, Post-Op/Cast Shoes, Heel Wedges/Cups/Lifts, Bunion Splints, Neoprene Sleeves, Tennis
Elbow Braces, Lumbar Supports, OTS Orthotics, Shoulder Pulleys, Cold Therapy Units or other Elastic-type Garments.
Home Safety Assessment: CPM machines are powered by electricity and must be used as specified and in a safe environment to prevent risk of shock.

Fire Safety Electric Safety Environmental Safety
Fire Procedures  Y/N Smoke Detector  Y/N Outlets Y/N Amperage Y/N Equipment Locations  Y/N Extension Cord Y/N Follow Up Needed l:‘
Patient Access Y/N Fire Extinguishers Y/N Groundings Y/N Furniture/Rugs Y/N Door Size Y/N Floor Strength/Stairs Y/N  Return Demonstration by patient |:|

1) Terms and conditions: Medequip, Inc.is the provider of the medical supplies | have received today.
| have been instructed in its proper fitting and usage. Warranty information: Medequip, Inc., will honor all warranties extended by the manufacturer of the product.
| agree to pay all amounts that are not covered by my insurer(s) including applicable co-payments and/or deductibles for which | am responsible.
| request that payment of Medicare, Medicaid, Medicare Supplemental or other insurance benefits be made on my behalf to Medequip, Inc. for any medical supplies
furnished to me by Medequip, Inc. | authorize any holder of medical information about me to release to Medequip, Inc., my physician(s), caregiver, CMS, its agents and to
my primary and/or other medical insurer any information needed to determine or secure eligibility information and/or reimbursement for covered services. | agree to pay all
amounts that are not covered by my insurer(s) and for which | am responsible.

2) Consent to Privacy Practices of Medequip, Inc. Effective Date: January 01, 2009
You have been provided with a copy of Medequip, Inc.’s “Notice of Privacy Practices” that describes how we will use health information concerning our service to you. The
notice details how we will use this information to provide treatment care for you, to gain reimbursement for our services and to improve our operations to better serve you
and other patients.

We are required to document that:

+ We have given you our Notice of Privacy Practices and that you have had the opportunity to review it;

« Medequip, Inc. will notify you of changes in our Notice of Privacy Practices prior to implementing those changes;

+  You may request restrictions as to how your health information may be used although Medequip, Inc. is not required to agree to those restrictions;

«  Any restrictions to which Medequip, Inc. agrees to will be respected.
You may revoke this consent in writing at any time, although Medequip, Inc. can proceed with uses and disclosures that pertain to treatment, payment, or
healthcare issues that take place before the consent was revoked.

3) This Assignment of Benefits permits Medequip Inc. to do the following on your behalf.

Assignment of Medicare, Medicaid, Medicare Supplemental or other insurance benefits to Medequip, Inc. for medical suppliesfurnished to me by
Medequip, Inc.
Direct billing to Medicare, Medicaid, Medicare Supplemental or other insurer(s).
Release of my medical information to Medicare, Medicaid, Medicare Supplemental or other insurers and their agents.
+  Medequip, Inc. to obtain medical or other information necessary in order to process my claim(s), including determining eligibility and
seeking reimbursement for medical supplies provided.
»  Medequip, Inc. to contact me by telephone or mail regarding my medical supplies order.
By signing below | acknowledge that | understand and consent for use of health information, AOB, and the Terms & Conditions of Medequip, Inc. My
signature on this form indicates | received the prescribed product, undamaged and the Medequip, Inc. Notice of Privacy Practices. Also, | received and
was informed of the Medicare Supplier Standards, Cleaning/Maintenance Info., Infection Control Tips, Complaint Process, Scope of Services,
Follow-up Instructions, written Product Instructions, Warranty Info, and Patient Rights & Responsibilities.

Patient or Guardian's Signature Date Relationship to Patient, if other than self

YELLOW: PATIENT COPY FS2CA Rev.5/17



TEJ Medequip

Scope of Services
Medequip is a Durable Medical Equipment company with a mission to build life-long partnerships

with our patients, their families and physicians by offering cutting edge orthotic services and
support.

Patient care is provided by Certified Athletic Trainers, Orthotic Fitters and Orthopedic Technicians
and the like that have received the appropriate training in their field of expertise. We want to
provide Exemplary Service to our customers.

Products we provide include:

-CPM, DVT, and Cold Compression

-Post injury and acute care bracing and immobilizers

-Post operative bracing and supports; Knee, Shoulder, Ankle, Spine
-TENS, Traction and Cold Therapy

-Mobility aids; Manual Wheelchairs, Walkers, Crutches, Canes
-Rehabilitation products; Elastic Bands, Sport Cords

If you are in need of products or services not listed. Please contact your physician.

If you're in need of a product for rental or purchase, please call us at (800) 944-3422 and we’ll
see if we can assist you in getting the item you're looking for. We’re available Monday thru Friday

8am to 5pm Pacific Time.

Eﬂwﬁ'&w‘ﬁ: Pri Practi

Patient Rights:

1. The patient has the right to considerate and respectful service.

2. The patient has the right to obtain service without regard to race, creed, national

origin, sex, age, disability diagnosis or religious affiliation.

3. Subject to applicable law, the patient has the right to confidentiality of all information
pertaining to his/her medical equipment service. Individuals or organizations not
involved in the patient’s care may not have access to the information without the
patient’s written consent.

. The patient has the right to make informed decisions about his/her care.

. The patient has the right to reasonable continuity of care and service.

. The patient has the right to voice grievances without fear of termination of service or
other reprisal in the service process.

7. In the event your complaint remains unresolved with Medequip, Inc., you may file a

complaint with our Accreditor, The Compliance Team, Inc via website
(www.thecomplianceteam.org) or via phone 1-888-291-5353.

o o b

Patient Responsibilities:

1. The patient should promptly notify Medequip, Inc. of any equipment failure or damage.

2. The patient is responsible for any equipment that is lost or stolen while in their
possession and should promptly notify Medequip, Inc. in such instances.

3. The patient should promptly notify Medequip, Inc. of any changes to their address or
telephone.

4. The patient should promptly notify Medequip, Inc. of any changes concerning their
physician or health insurance.

5. The patient should notify Medequip, Inc. of discontinuance of use.

6. Except where contrary to federal or state law, the patient is responsible for any equipment
rental and sale charges which the patient’s insurance company/companies does not pay.

27 Brookline, Aliso Viejo CA 92656 — Phone: 800.944.3422 — Fax: 800.685.5678
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MEDICARE DMEP PPLIER STANDARD

Note: This is an abbreviated version of the supplier standards every Medicare DMEPOS supplier must meet in order to obtain and
retain their billing privileges. These standards, in their entirety, are listed in 42 C.F.R. 424.57(c).

A supplier must be in compliance with all applicable Federal and State licensure and regulatory requirements and cannot contract with
an individual or entity to provide licensed services.

A supplier must provide complete and accurate information on the DMEPOS supplier application. Any changes to this information
must be reported to the National Supplier Clearinghouse within 30 days.

An authorized individual (one whose signature is binding) must sign the application for billing privileges.

A supplier must fill orders from its own inventory, or must contract with other companies for the purchase of items necessary to fill
the order. A supplier may not contract with any entity that is currently excluded from the Medicare program, any State health care
programs, or from any other Federal procurement or non-procurement programs.

A supplier must advise beneficiaries that they may rent or purchase inexpensive or routinely purchased durable medical equipment,
and of the purchase option for capped rental equipment.

A supplier must notify beneficiaries of warranty coverage and honor all warranties under applicable State law, and repair or replace
free of charge Medicare covered items that are under warranty.

A supplier must maintain a physical facility on an appropriate site. This standard requires that the location is accessible to the public
and staffed during posted hours of business. The location must be at least 200 square feet and contain space for storing records.

A supplier must permit CMS, or its agents to conduct on-site inspections to ascertain the supplier’s compliance with these standards.
The supplier location must be accessible to beneficiaries during reasonable business hours, and must maintain a visible sign and
posted hours of operation.

A supplier must maintain a primary business telephone listed under the name of the business in a local directory or a toll free number
available through directory assistance. The exclusive use of a beeper, answering machine, answering service or cell phone during
posted business hours is prohibited.

A supplier must have comprehensive liability insurance in the amount of at least $300,000 that covers both the supplier’s place of
business and all customers and employees of the supplier. If the supplier manufactures its own items, this insurance must also cover
product liability and completed operations.

A supplier must agree not to initiate telephone contact with beneficiaries, with a few exceptions allowed. This standard prohibits
suppliers from contacting a Medicare beneficiary based on a physician’s oral order unless an exception applies.

A supplier is responsible for delivery and must instruct beneficiaries on use of Medicare covered items, and maintain proof of
delivery.
A supplier must answer questions and respond to complaints of beneficiaries, and maintain documentation of such contacts.

A supplier must maintain and replace at no charge or repair directly, or through a service contract with another company, Medicare-
covered items it has rented to beneficiaries.

A supplier must accept returns of substandard (less than full quality for the particular item) or unsuitable items (inappropriate for the
beneficiary at the time it was fitted and rented or sold) from beneficiaries.

A supplier must disclose these supplier standards to each beneficiary to whom it supplies a Medicare-covered item.
A supplier must disclose to the government any person having ownership, financial, or control interest in the supplier.

A supplier must not convey or reassign a supplier number; i.e., the supplier may not sell or allow another entity to use its Medicare
billing number.

A supplier must have a complaint resolution protocol established to address beneficiary complaints that relate to these standards. A
record of these complaints must be maintained at the physical facility.

Complaint records must include: the name, address, telephone number and health insurance claim number of the beneficiary, a
summary of the complaint, and any actions taken to resolve it.

A supplier must agree to furnish CMS any information required by the Medicare statute and implementing regulations.

All suppliers must be accredited by a CMS-approved accreditation organization in order to receive and retain a supplier billing
number. The accreditation must indicate the specific products and services, for which the supplier is accredited in order for the
supplier to receive payment of those specific products and services (except for certain exempt pharmaceuticals).
Implementation Date - October 1, 2009

All suppliers must notify their accreditation organization when a new DMEPOS location is opened.

All supplier locations, whether owned or subcontracted, must meet the DMEPOS quality standards and be separately accredited in
order to bill Medicare.

All suppliers must disclose upon enrollment all products and services, including the addition of new product lines for which they are
seeking accreditation.

Must meet the surety bond requirements specified in 42 C.F.R. 424.57(c). Implementation date- May 4, 2009

A supplier must obtain oxygen from a state- licensed oxygen supplier.

A supplier must maintain ordering and referring documentation consistent with provisions found in 42 C.F.R. 424.516(f).
DMEPOS suppliers are prohibited from sharing a practice location with certain other Medicare providers and suppliers.
DMEPOS suppliers must remain open to the public for a minimum of 30 hours per week with certain exceptions.




(USED WITH PERMISSION)

NOTICE OF PRIVACY PRACTICES
As Required by the Privacy Regulations Promulgated
Pursuant to the Health Insurance Portability and
Accountability Actof 1996 (HIPAA)
THIS NOTICE DESCRIBES HOW HEALTH INFORMATION
ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU
CAN GET ACCESS TO YOUR IDENTIFIABLE HEALTH
INFORMATION.

PLEASE REVIEW THIS NOTICE CAREFULLY.
A. OUR COMMITMENT TO YOUR PRIVACY

Our organization is dedicated to maintaining the privacy of your
identifiable health information. In conducting our business, we
will create records regarding you and the treatment and services
we provide to you. Weare required by law to maintain the
confidentiality of health information thatidentifies you. Wealso
are required by law to provide you with this notice of our legal
duties and privacy practices concerning your identifiable health
information. By law, we must follow the terms of the notice of
privacy practices that we have in effect at the time.

To summarize, this notice provides you with the following

Important information:

How we may use and disclose your identifiable health
information.

Your privacy rights in your identifiable health information.
Our obligations concerning the use and disclosure of your
identifiable health information.

The terms of this notice apply to all records containing your
identifiable health information that are created or retained by
our practice. We reserve the right to revise or amend our notice
of privacy practices. Any revision or amendment to this notice
will be effective for all of your records our practice has created or
maintained in the past, and for any of your records we may create
or maintain in the future. Our organization will post a copy of
our current notice in our offices in a prominent location, and

you may request a copy of our most current notice during any
office vi

B. _IF YOU HAVE QUESTIONS ABOUT THIS
NOTICE, PLEASE CONTACT:

Compliance Officer, Medequip, Inc., 27 Brookline, Aliso Viejo
CA 92656 (800)944-3422

C. WE MAY USE AND DISCLOSE YOUR HEALTH
INFORMATION IN THE FOLLOWING WAYS

The following categories describe the different ways in which we may
use and disclose your identifiable health information:

1. Treatment. Our organization may use your identifiable
health information to treat you. For example, we may perform a

follow-up interview and we may use the results to help us
modify your treatment plan. Many of the people who work for
our organization may use of disclose your identifiable health
information in order to treat you or to assist others in your 1
treatment. Additionally,we may disclose your identifiable health

information to others who may assist in your care, such as your

physician, therapists, spouse, children, or parents.

2. Payment. Our organization may use and disclose your
identifiable health information in order to billand collect
payment for the services and items you may receive from
us. For example, we may contact your health insurer to
certify that you are eligible for benefits (and for what range
of benefits), and we may provide your insurer with details
regarding your treatment to determine if your insurer will
cover, or pay for, your treatment. We also may use and
disclose your identifiable health information to obtain
payment from third parties who may be responsible for such
costs, such as family members. Also, we may use your
identifiable health information to billyou directly for
services and items.

3. Health Care Operations. Our organization may use and
disclose your identifiable health information to operate our
business. Asexamples of the ways in which we may use
and disclose your information for our operations, our
organization may use your health information to evaluate
the quality of care you received from us or to conduct cost-
management and business planning activities for our
practice.

4. Appointment Reminders.Our organization may use and
disclose your identifiable health information to contact you
and remind you of visits/deliveries.

5. Health-Related Benefits and Services.Our organization
may use and disclose your identifiable health information to
inform you of health-related benefits or services that may be
of interest to you.

6. Release of Information to Family/Friends.Our 3.
organization may release your identifiable health
information to a friend or family member who is helping
you pay for your health care of who assists in taking care of
you.

7. Disclosures Required By Law. Our organization will use
and disclose your identifiable health information when we
are required to do so by federal, state, or local law.

D. USEAND DISCLOSURE OF YOUR IDENTIFIABLE
HEALTH IN CERTAIN SPECIAL
CIRCUMSTANCES

4.

The following categories describe unique scenarios in which we
may use or disclose your identifiable health information:

Public Health Risks. Our organization may disclose your
identifiable health information to public health authorities
who are authorized by law to collect information for the
purpose of:

. Maintaining vital records, such as births and deaths

e  Reporting child abuse or neglect

. Preventing or controlling disease, injury, or disability
Notifying a person regarding potential exposure to a
communicable disease

. Notifying a person regarding a potential risk for
spreading or contracting a disease or condition
Reporting reactions to drugs or problems with
products or devices

° Notifying individuals ifa product or device they may
be using has been recalled

e  Notifying appropriate government agency(ies) and
authority(ies) regarding the potential abuse or neglect
of'an adult patient (including domestic violence);
however, we will only disclose this information if the
patient agrees or we are required or authorized by law
to disclose this information

e Notifying your employer under limited circumstances
related primarily to workplace injury or illness or
medical surveillance.

Health Oversight Activities. Our organization may disclose
your identifiable health information to a health oversight
agency for activities authorized by law. Oversight activities
can include, for example, investigations, inspections, audits,
surveys, licensure, and disciplinary actions; civil,
administrative, and criminal procedures or actions; or other
activities necessary for the government to monitor
government programs, compliance with civil rights laws,
and the health care system in general.

Lawsuits and Similar Proceedings. Our organization may
use and disclose your identifiable health information in
response to a court or administrative order if you are
involved in a lawsuit or similarproceeding. Wealso may
disclose your identifiable health information inresponse to a
discovery request, subpoena, or other lawful process by
another party involved in the dispute, but only if we have
made an effort to inform you of the request or to obtain an
order protecting the information the party has requested.

Law Enforcement.We may release identifiable health

information if asked to do so by a law enforcement official:

e  Regarding a crime victim in certain situations, if we
are unable to obtain the person’s agreement

. Concerning a death we believe might have resulted
from criminal conduct.



Regarding criminal conduct at our offices

Inresponse to a warrant, summons, court order,
subpoena, or similarlegal process

To identify/locate a suspect, material witness, fugitive,
or missing person

In an emergency, to report a crime (including the
location or victim(s) of the crime, or the description,
identity orlocation of the perpetrator)

Serious Threats to Health or Safety. Our organization may
use and disclose your identifiable health information when
necessary to reduce or prevent a serious threat to your
health and safety or the health and safety of another
individual or the public. Under these circumstances, we will
only make disclosures to a person or organization able to
help prevent the threat.

Military. Our organization may disclose your identifiable
health information if you are a member of U.S. or foreign
military forces (including veterans) and if required by the
appropriate military command authorities.

National Security. Our organization may disclose your

identifiable health information to federal officials for

intelligence and national security activities authorized by

law. Wealso may disclose your identifiable health

information to federal officials in order to protect the

President, other officials or foreign heads of state, or to 3.
conduct investigations.

Inmates. Our organization may disclose your identifiable
health information to correctional institutions or law
enforcement officials if you are an inmate or under the
custody ofa law enforcement official. Disclosure for these
purposes would be necessary: (a)for the institution to
provide health care services to you; (b) for the safety and
security ofthe institution; and/or (c) to protect your health
and safety or the health and safety of other individuals.

Workers’ Compensation. Our organization may release
your identifiable health information for workers’
compensation and similar programs. 4.

E. YQURRIGHTS REGARDING YOURIDENTIFIABLE

HEALTH INFORMATION

You have the following rights regarding the identifiable health
information that we maintain about you:

1. Confidential Communications. You have the right to
request that our organization communicate with you about
your health andrelated issues in a particular manner or at a
certain location. Forinstance, you may ask that we contact
you at home, rather than work. In order to request a type of
confidential communication, you must make a written

request to Compliance Officer, Medequip, Inc., 27
Brookline, Aliso Viejo, CA 92656 (800) 944.3422
specifying the requested method of contact or the location
where you wish to be contacted. Our organization will
accommodate reasonable requests. You

do not need to give a reason for your request.

Requesting Restrictions. You have the right to request a
restriction in our use or disclosure of your identifiable health
information for the treatment, payment, or health care
operations. Additionally, you have the right to request that
we limit our disclosure of your identifiable health
information to individuals involved in your care or the
payment for your care, such as family members and friends.
We are not required to agree to your request ; however, if
we do agree, we are bound by our agreement except when
otherwise required by law,in emergencies, or when the
information is necessary to treat you. Inorder to request a
restriction in our use of disclosure of your identifiable health
information, you must make your request in writing  to
Compliance Officer, Medequip, Inc., 27 Brookline, Aliso
Viejo, CA 92656 (800) 944.3422 Your request must
describe in a clear and concise fashion: (a)the information
you wish restricted; (b) whether you are requesting to limit
our practice’s use, disclosure, or both; and (c) to whom
you want the limits to
apply. 6.

Inspection and Copies. You have the right to inspect and

obtain a copy of the identifiable health information that

may be used to make decisions about you, including

patient medical records and billing records, but not

including psychotherapy notes. You must submit your

request in writing Compliance Officer, Medequip, Inc., 7.

27 Brookline Aliso Viejo, CA 92656 in order to inspect

and/or obtain a copy of your identifiable health

information. Our organization may charge a fee for the

costs of copying, mailing, labor, and supplies associated

with your request. Our practice may deny your request to

inspect and/or copy in certain limited circumstances;

however, you may request a review of our denial. Reviews

will be conducted by another licensed health care 8.

professional chosen by us.

Amendment. You may ask us to amend your health
information if you believe it is incorrect or incomplete, and
you may request an amendment for as long as the
information is kept by or for our organization. Torequest an
amendment, your request must be made in writing and
submitted to Compliance Officer, Medequip, Inc., 27
Brookline Aliso Viejo, CA 92656. You must provide us with
areason that supports your request foramendment. Our
organization will deny your request if you fail to submit your
request (and the reason supporting your request) in writing

Also, we

may deny your request if you ask us to amend information
that is: (a)accurate and complete; (b)not part of the
identifiable health information kept by or for the
organization; (c)not part of the identifiable health
information which you would be permitted to inspect and
copy; or (d)not created by our organization, unless the
individual or entity that created the information isnot
available to amend the information.

Accounting of Disclosures. All of our patients have

the right to requests an “accounting of disclosures.” An
“accounting of disclosures” isa list of certain disclosures
our organization has made of your identifiable health
information. Inorder to obtain an accounting of disclosures,
you must submit your request in writing to Compliance
Officer, Medequip, Inc., 27 Brookline Aliso Viejo, CA
92656 All requests for an “accounting of disclosures” must
state a time period which may not be longer than six years
and may not include dates before April 14,2003. The first
list you request within a 12- month period is free of charge,
but our practice may charge you for additional lists within
the same 12-month period.

Our organization will notify you ofthe costs involved with
additional requests, and you may withdraw your request
before you incur any costs.

Right to a Paper Copy of This Notice. You are entitled
to receive a paper copy of our notice ofprivacy practices.
You may ask us to give you a copy of this notice atany
time. To obtain a paper copy of this notice, contact
Compliance Officer, Medequip, Inc., 27 Brookline,
Aliso Viejo CA 92656

Right to File a Complaint. Ifyou believe your privacy
rights have been violated, you may file a complaint with
our organization or with the Secretary of the Department of
organization, Compliance Officer, Medequip, Inc., 27
Brookline, Aliso Viejo CA 92656. All complaints must be
submitted in writing. You will not be penalized for
filing a complaint.

Right to Provide an Authorization for Other Uses and
Disclosures. Our organization will obtain your written
authorization for uses and disclosures that are not identified
by this notice or permitted by applicable law. Any
authorization you provide to us regarding the use and
disclosure of your identifiable health information may be
revoked at any time in writing. After you revoke your
authorization, we will no longer use or disclose your
identifiable health information for the reasons described
in the authorization. Please note that we are required to
retain records of your care.



TEJ Medequip

Exemplary Provider Satisfaction Survey

Dear Medequip Patient:

Medequip recently delivered medical equipment or supplies to you as prescribed by your physician. In
our ongoing effort to provide our patients with exceptional service and care, we ask that you please take
a few minutes and complete the enclosed survey. Simply remove the self-mailer survey from this packet
and fill out the survey, fold as marked and mail to Medequip, no postage necessary. Your feedback
helps Medequip to evaluate and improve our services. Thank you for participating in our survey.

Access Delivery and Service Yes No
Was the equipment delivered in a timely manner? Qa Q
Was the equipment ready for you to use upon delivery? Qa Qa
Did you receive and understand instructions of proper application and
use of the equipment supplied? a a
Do you feel confident to use the equipment? Q Q
5. Did you receive information on Rights & Responsibilities, a a

complaint process, billing, contact numbers and reasons to notify Medequip? Q
6. Were your questions, problems and concerns addressed in a timely manner? [ Qa
7. Are you satisfied with the equipment? a a
8. Were the Medequip staff members courteous and helpful? a a
9. Are you satisfied with Medequip’s overall service? a a
10. Would you recommend Medequip to others? a a

What would you suggest Medequip can do to improve our service?

Item Received: Date Received:

Your Name: Telephone (optional): X Please call me
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Please make sure to tape and seal this edge before you put in mail.





