PILLOW CLINIC PLLC

DATE;
PATIENT INFORMATION = = S
Patient Name: First M Last SS#
DOB: Sexx. oM oF  Marital Status: o Single oMarried o Divorced o Widowed o Separated o Life Partner
Parent / Legal Guardian Name if patient is a minor Name DOB
Race: o White o Black/African American o Asian o American Indian/Alaska Nalive o Native Hawaiian/Pacific Islander o Declined
Ethnicity: o Not Hispanic/Latino o Hispanic/Latino o Declined
Preferred Language: English Spanish Vielnamese Other
Address: Apt# City St Zip
Phone: Home Cell Waork
E-Mail
Best Contact Method: o Home o Cell o Work o E-Mail o Mail
OK TO LEAVE TEST RESULTS ONVOICEMAIL? _ YES ___ NO
[ CAN WE TEXT YOU YES NO|
FINANCIALLY RESPONSIBLE PARTY
Same as Patient Information (If different, please complete section below)
Name: First M Last
Relationship: Spouse Parent Guardian Other (Please Specify):
Address: Apt # City, St Zip

Phone: Home Cell Work

Email Address

EMERGENCY NOTIFICATION

Name; Relationship to Patient;
Phone: Home ' Cell Work
Name: ) Relationship to Patient:
Phone: Home Cell Work

MEDICATION REFILL

Refill authorizations may require 48-72 hours. The best way to request refills is through your patient portal. Please allow sufficient time for us
to process your refill request. Controlled drug prescriptions must be picked up in the office.

Pharmacy Name/Location Phone

Patient’s Signature (Required)




OPTIONAL AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION TO OTHERS

2 Do Not Releasé Informatlon s : SN : : SRR

| authorize PILLOW CLINIC PLLC to use the additional contact information listed below to discuss or disclose information regarding any matters
relating to my appointments, billing information and/or medical care. This authorization will remain in effect until | provide written notification to
PILLOW CLINIC PLLC of any changes or updates. | authorize PILLOW CLINIC PLLC to use the additional contact information listed below to
discuss or disclose information regarding any matters relating to my appointments, insurance, billing information, test results and/or medical care.

Name Relationship Phone

Name Relationship Phone
FINANCIAL AND PAYMENT GUIDELINES

Notice: Our office does NOT file Auto Insurance claims for visits relating to motor vehicle accidents however a fee of $125 will be charged to the
patient at the time of visit regardless of insurance coverage

NOTICE: Our office does NOT take appointments for workers compensation.

Payment is due at the time of service. This includes all co-pays, deductibles and co-insurance, If your insurance company requires a referral, it is the patient's responsibility
(or guarantor) to obtain the referral prior to your appointment.
| authorize direct payment of my insurance benefits to PILLOW CLINIC PLLC for services rendered to myself or dependents. )
Insurance will be filed for services rendered. Any charges for services not covered by insurance will be the responsibility of the patient or his/her guardian. | understand
that it is my responsibility to know my insurance benefits and whether or not the services rendered are covered benefits.
Patient or guardian is responsible for notifying our office of any changes to demographics or insurance and billing information. Out of
Network services not paid by the health insurance company will be the responsibility of the patient or his/her guardian.
PILLOW CLINIC PLLC or its authorized agent will provide medical informalion to the insurance company as required for payment of claims for services

rendered. **If you are sent to a collection agency by us you will have to pay $100 before you can be seen.*

CONSENT FOR TREATMENT RELEASE OF INFORMATION OFFICE POLICIES & AUTHORIZATION
OF BENEFITS:

Return phone calls: as our nurses see numerous patients during clinic hours, it is very difficult for them to return phone calls. We ask that you
allow up to 24 hours for us to return your phone calls. If you have a life threatening situation please contact the emergency room for immediate
assistance.

Late arrivals: patients that arrive late for their scheduled appointment will be seen as soon as possible. However, should another patient with a

scheduled appointment arrive at the same time, they will be seen first, If you arrive more than 20 minutes late you will be asked to reschedule,

I consent to treatment necessary to the care which has been discussed and directed by the provider.

I authorize the release of all medical records to specialists and/or consulling physicians if applicable to my care and condition.
I authorize any holder of medical or other information about me to release to the Social Security Administration, Health Care Financing Administration, its intermediaries, its carriers, or any
other insurance carrier any information needed for this or any other related claim to be processed. | permit a copy of this authorizalion to be used in place of the original and request payment
of medical insurance benefils either to me o to the party who accepts a55|gnment | understand it is mandatory to notify the health care provider of any party who may be responsible for
paying for my treatment,

I further authorize and request that insurance payments be directed to PILLOW CLINIC PLLC

| hereby give my consent to PILLOW CLINIC PLLC, including its licensed-practitioners and employees, to
access, use, and disclose any protected health information to any pharmacies | currently use or will use in
the future for the purpose of transmitting prescriptions to them for my treatment. | consent to the disclosure
of my prescription medication information by any provider, mental health provider, pharmacy, insurer, or
prescription benefits manager, specifically including any state or federal health program to PILLOW CLINIC
PLLC, and pharmacies for the purpose of my treatment. My consent includes the re-disclosure of protected
health information maintained by a drug or alcohol treatment program.

I have read, fully understand and agree fo the above:medication réfill guidelines; financial responsibility statement, payment gmdellnes consent fortreatment and release of
medical information & insurance authorization. I also certify that all of ing information, provided is complete and accurate; "+ SHA

Palient Name: _Signature . LDate



PATIENT MEDICAL HISTORY

Please describe any CURRENT medical problems:

Please describe any PAST illnesses or injuries:

Any Allergies to Medications:

Smoker: YES or NO Date Quit:
Alcohol Consumption: YES or NO How Often:
Recreational Drug Use: YES or NO Please describe:
CURRENT MEDICATIONS
MEDICATION DOSAGE DIRECTIONS NOTES

Please use back of form to add any additional medications or medical history.



Social Determinates of Health Screening Questionnaire

Please take a moment to complete the following questions.

**ALL responses will be kept confidential and shared only with your medical team in effort to better your care

1. What is your living situation today?
o | have asteady place to live
o | have a place to stay TODAY, but | am worried about the future
o 1do NOT have a pace to stay, | am currently staying with others(Shelter, Hotel, Family, etc.)
2. Within the past 12 months, you were worried your food would run out before you would be able to purchase

more?

o Always

o Sometimes
o Never

3. Inthe past 12 months, has the lack of transportation kept you from being able to keep doctors appointments,
work, or from getting things for daily living?

o Always
o Sometimes
o Never
4. How often in the past 6 months has someone, including family and friends, physically hurt you?
o Always
o Sometimes
o Never
5. How often do you feel lonely or isolated from those around you?
o Always
o Sometimes
o Never

6. If for any reason, you need help with daily tasks(such as bathing, meal prepping and preparation, grocery
shopping, etc.) do you get the help you need?

o Always
o Sometimes
o Never

101 Shirley Hicks Drive
Helena, Arkansas 72342



- DISCRIMINATION
IS AGAINST THE LAW

Pillow Clinic, PLLC complies with applicable

Federal civil rights laws and does not discriminate on the basis of race, color, national
origin, age, disability, or sex. Pillow Clinic, PLLC does not

exclude people or treat them differently because of race, color, national origin, age,
disability, or sex.
Plilow Clinic, PLLC provides free aids and services

to people with disabilities to communicate effectively with us, such as:

* qualified sign language interpreters

* written information in other formats (large print, audio, accessible electronic
formats, other formats) ,
provides free language services to people whose primary language is not English, such
as: |
* qualified interpreters

* information written in other languages

If you need these services, contact Tara Adams
If you believe that Pillow Clinic, PLLC . has failed to
provide these services or discriminated in another way on the basis of race, color,

national origin, age, disability, or sex, you can file a grievance with:

Tara Adams ' 101 Shirley Hicks Dr
Helena AR 72342 870-572-5996 TTY
870-572-4471 tadams@pillowclinic.net

You can file a grievance in person or by mail, fax, or email. If you need help filing a
grievance, Tara Adams is available to help you.
You can file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights '
* Electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
* By mail at

U.S. Department of Health and Human Services
200 Independence Ave. SW

Room 509F HHH Building

Washington, DC 20201

* By phone at 1-800-368-1019; 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html




Pilllow Clinic PLLC

NOTICE OF PRIVACY PRACTICES

Effective Date: 02/10/2026,
This Notlce was most recently revised on 02/05/2026,

THIS NOTICE DESGRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED OR

DISCLOSED AND HOW You CAN GET ACCESS TO THIS INFORMATION, PLEASE REVIEW [T
CAREFULLY,

IF YOU HAVE ANY QUESTIONS ABOUT THIS NOTICE OR IF YOU NEED MORE INFORMATION,
PLEASE CONTACT OUR PRIVACY OFFICER:

Privacy Offlcer: Tara Adams

Malling Address: 101 Shirley Hicks Dr Helena, AR 72342
Telephone: 870-572-599¢

Fax: 870-572-4471

E-mall; tadams@plllowclinic.net

About This Notlcg

We are required by law to maintain the privacy of Protected Mealth Information (PHI) and to give you
this Notlce explalning our privacy practices regarding that Information. You have certain rights ~ and

we have certaln |egal obligations - regarding the privacy of your PHI, and this Notlce also explains

your rights and our obligations, We are required to ablde by the terms of the current version of this
Notlce, :

What Is Protected Health Information (PHI)?

Protected Health Information (PHI) Is Information that Individually Identifies you and that we creats
or get from you or from another health care provider, a health plan, your employer, or a health care
clearinghouse and that relates to (1) your past, present, or future physlcal or mental health or

conditions, (2) the provision of health care to you, or (3) the past, present, or future payment for your
health care, '

How We May Use and Disglose Your PH)

We may use and discloge your PHIIn the followlng clrcumstances:

For Treatment, We may use PHI to give you medical treatment or services and to manags
and coordinate your medical care, For example, we may disclose PHI to doctors, nurses,
techniclans, or other personnel who ars Involved In taking care of you, Including people
outside our practice, such as referring or specialist physiclans,

ForPayment, Wwg may use and disclose PHI 30 thatwe can bl forthe treatment and services
You get from us and can collgct payment from you, an Insurance company, or another third



party, For exampls, we may need to give your health plan Information about your treatment
In order for your health plan to pay for that treatment, We also may tell your health plan about
a treatment you are going to recelvs to find out It your plan will cover the treatment. If a bill |

Is overdus, we mey need to glve PHI to a collection agency to the extent necessary to help
collect the bill, and we may disclose an outstanding debt to credIt reporting agencles, ‘

For Health Care Operations., We may use and disclose PHI for our health care operations,
For example, we may use PHI for our general business management actlvities, for checking
on the performancs of our staff In caring for you, for our cost-management actlvities, for
audits, or to get legal services, We may give PHI to other health care entities for thelr health
care operatlons, for example, to your health Insurer for Its quality review purposes,

Appolntment  Reminders/Treatment Alternatives/Health-Related Benefits and
Services, We may use and discloss PHI to contact you to remind you that you have an
appolntment for medical cars, or to contact you to tell you about possible treatment options
or alternatives or health related benefits and services that-may be of Interest to you.

Minors, We may disclose the PHI of minor children to thelr parents or guardlans unless such
disclosurs Is otherwlse prohibited by law,

Personal Representative, If you have a personal representatlve, such as a legal guardlan
(or an executor or administrator of your estate after your death), we will treat that person as
If that person Is you with respect to disclosures of your PHI,

As Required by Law, We will disclose PHI aboutyouwhen required to do so by International,
federal, state, or local law,

To Avert a Setlous Threat to Health or Saféty. We may use and disclose PHI when
nacessary to prevent a serlous threat to your health or safety or to the health or safsty of

others, But we wil| only disclosure the Information to someone who may be able to help
prevent the threat, '

Business Assoclates, We may disclose PHI to our business assoclates who perform
functlons on our behalf or provide us with services If the PHI Is necessary for those functlons
or services, For example, we may use another company to do our billing, or to provide
transcription or consulting services for us, All of our business asgoclates are obligated,
under contract with us, to protect the privacy of your PHI,

Organ and Tissue Donatlon, If you are an organ or tissue donor, we may use or discloss
your PHI to organizations that handle organ procurement or transplantation ~ such as an

organ donation bank - as necessary to facllitate organ or tissue donation and
transplantation,

Military and Veterans, If you are a member of the armed forces, we may release PHI as
required by military command authorities, We also may release PHI to the appropriate
forelgn military authorlty if you are a member of a forelgn military,



Workers’ Compensation, We may use or disclose PH| for workers’ compensatlon or similar
Pprograms that provide benefits for work-related Injuries or lliness,

Public Health Risks, We may disclose PHI for public health activitles. This Includes
dlsclosures to; (1) a person subject to the Jurlsdiction of the Food and Orug Administration

(“FDA") for purposes related to the quality, safety or effectivensss of an FDA-regulated
" product or activity; (2) prevent or control diseass, Injury or disabllity; (3) report births and
deaths; (4) report child abuse or neglect; (5) report reactions to medications or problems with
products; (6) notlfy people of recalls of products they may be using; (7) a person who may
have been exposed to g disease or may be at risk for contracting or spreading a dlsease or
condition; and (8) the appropriate government authority If we belleve a patient has been the
victim of abuss, neglect, or domestic violence and the patlent agrees or we are required or
authorlzed by law to make that disclosurs,

Health Oversight Actlvities, We may discloge PHIto g health oversight agency for actlvitles
authorized by law, These oversight activities Includs, for example, audits, Investigations,
Inspections, licensurs, and simitar activities that are necessary for the government to

monitor the health care system, government programs, and compllance with civil rights
laws,

Lawsults and Disputes, |f Yyou are Involved In a lawsult ora disputs, we may discloss PHI In
response to a court or administrative order, We also may disclose PHI In response to a
subpoena, discovery request, or other legal process from someone else Involved In the
disputs, but only If efforts have been made to tell you about the request or to get an order

protecting the Information requested. We may also use or disclose your PHI to defend
ourselves If you sye ys,

Law Enforcement, We may release PHI If asked by a law enforcement officlal for the
following reasons: In response to a court order, subpoena, warrant, summons or similar
Procsss; to Identify or locate a Suspect, fugltive, materlal witness, or missing psrson; about
the victim of & crime If; about & death we belleve may be the result of criminal conduct; about
criminal conduct on our premises; and In emergency clrcumstances to report g crime, the

location of the crime or victims, or the Identity, description, or location of the person who
committed the ctime, '

Natlonal Security, We may release PHI to authorized federal officlals for natlonal security

activities authorlzed by law, For oxample, we may disclose PHI to thoss officlals so they may
protect the President, '

Coroners, Medical Examiners, and Funeral Directors, Wg may release PHI to a coroner,
medical examiner, or funeral director so that they can carry out thelr dutles,

Inmates. If you are an Inmate of a correctional Institution or under the custody of a law
enforcement officlal, we may disclose PHIto the correctional Institution or law enforcement
officlal If the disclosure s necessary (1) for the Institution to provide you with health care; (2)



Indlviduals Involved In Your Care or Payment for Your Care, We may disclose PHI to a
person who Is Involved In your medical care or helps pay for your care, such as a famlly
member or frlend, to the extent It Is relevant to that person’s Involvement In your care or
payment related to your care, We will provide you with an opportunity to object to and opt
out of such a disclosure whenever we practicably can do so,

Disaster Rellef, We may disclose your PHIto disaster rellef organizations that seek your PHI
to coordinate your cars or notify family and frlends of your location or condition In a disaster,

We will provide you with an opportunity to agree or object to such a disclosure whenever we
practicably can do so,

Uses and disclosures for marketing purposes and disclosures that constitute a sale of PHI can only
be made with your written authorization. Other uses and disclosures of PHI not coversd by this
Notloe or the laws that apply to us will be made only with your written authorization, If you do glve
us an authorlzation, you may revoke It at any time by submitting a written revocation to our Privacy
Offlcer and we will no longer disclose PHI under the authorization, Disclosures that we made In
rellance on your authorlzation before you revoked It will not be affected by the revocatian,

Spegclal Protections for HIV, Alcghol and Substance Abuse, Mental Health, and Genetlc
Information .

Speclal privacy protections apply to HIV-related I[nformation, mental health, and genstic
Information, Some perts of this general Notice of Privacy Practices may not apply to these kinds of
PHI. Please check with our Privacy Officer for Information about the speclal protections that do
apply. For exampls, If we glve you a test to determine If you have been exposed to MIV, we will not

discloss the fact that you have taken the test to anyone without your written consent unless
otherwlise required by law,

If we recelve or keep Information about you from a substance use disorder treatment program
covered by 42 CFR Part 2 (called a "Part 2 Program”) through a general consent you gave that
program for treatment, payment, and/or health care operatlons, we may use and share your record
for those same purposes as explained In this Notice, except for uses and disclosures for civil,
criminal, adminlstrative, and legislative proceedings against you, We will never use or share your
Part 2 Program record, or any testimony about what Is In your Part 2 Program record, In any civil,
crlmlnal,.admlnlstratlve, or leglslative proceeding by any federal, stats, or local authority agalnst
You, unless you glve wrlitten permission or @ court Issues an order after notifying you,

Your Rlghts Regarding Your PH]

You have the following rights, subject to certaln Umitations, regarding your PHI;

Right to Inspect and co

Py- You have tho right vo INvpest andror rogolye g GOpy of PHI that
may be used to make de

clslons about your care or paymsent for your care, Butyou do not -



have a right to Inspect or copy psychotherapy notes, We may charge you a fee for the costs
of copying, malling or other supplies assoclated with your request, We may not charge you
a fee If you need the Information for a claim for benefits under the Socjal Securlty Act or any
other state or federal nesds-based benefit program, We may deny your request In certain
imited clrcumstances, If we do deny your request, you have the right to have the denlal
reviswed by a licensed healthcars professlonal who was not diractly Involved In‘the denlal of
yourrequest, and we will comply with the outcome of the review,

Right to an Electronlc Copy of Elsctronic Medical Records, If your PHI Is malntalned In
one ormore deslgnated record sets slectronically (for example an electronic medical record
or an slectronic health record), you have the right to request that an slectronic copy of your
record be glven to you or transmitted to another Individual or entity, We may chargs you a
reasonable, cost-based fes for the labor assoclated with copylng or transmitting the

electronic PHI, If you choose to have your PHI transmitted slectronlcally, you will need to
provide a written request to this office Usting the contact Information of the Individual or
entity who should recelve your electronic PHI,

Right to Recelve Notice of a Breach, We are required to notify you by first class mall or by

e~mail (If you have Indlcated a preference to recsive Information by e-mall), of any breach of
Your unsecured PH],

Right to Request Amendments, Ifyou feel that PHI we have Is Incorrect or Incomplets, you
may ask us to amend the Information, You have the right to request an amendment for as
long as the Information Ig keptbyorforus, A request foramendment must be made In writing
to the Privacy Officer at the address provided at the beginning of this Notice and It must tell
us the reason for your request, We may deny your request If It Is not In writing or does not
Include a reason to support the request, In addition, we may deny your request If you ask us
to amend Information that (1) was not created by us, (2) Is not part of the medical Information
kept by or for us, (3) Is not Information that you would be permitted to Inspect and copy, or
(2) Is accurate and complets, If we deny your request, you may submit a written statement
of disagresment of reasonable length. Your statement of disagreement will be Included In
your medlcal record, but we may also Include a rebuttal statement,

Right to an Accounting of Disclosures, You have the right to ask for an “accounting of
disclosures,” which Is a list of the disclosures we made of your PHI, We are nat required to
list certaln disclosures, Including (1) disélosures mads for treatment, payment, and health
care operations purposes, (2) disclosures mads with your authorization, (3) disclosures
made to create a limited data set, and (4) disclosurss mads directly to you, You must submit
your request In writing to our Privacy Offlcer, Your request must state a time perlod which
may not be longer than 6 years before your request, Your request should Indicate In what
form you would like the accounting (for example, on paper or by s-mall), The first accounting
of disclosures you request within any 12-month petiod will be free, For additional requests
within the same perlod, we may charge you for the reasonable costs of providing the

accounting, We will tell you what the costs are, and you may choose to withdraw or modlfy
yourrequest before the costs arg Incurred.

Rlght to Request Restriotions. You have the right to rosiuevs a rovvriesion or imivasion on

the PHI we use or disclose for treatmont, paymeny, or health vare operations, You also have



the right to request a Umit on the PHI we disclose about you to somsone who Is Involved In
your care or the payment for your care, like a family member or frlend., We are not required
to agree to your request, If we agres, we will comply with your request unless we terminate
Our agreement or the Information Is nesded to provide you with emergency treatment,

Right to Restrict Certaln Disclosures to Your Health Plan, You have the right to restrict
certain disclosures of PHI to a health plan If the disclosure Is for payment or health care
operations and pertalns to a health care Item or service forwhichyou have pald out of pocket

In full. We will honor this request unless we are otherwise required by law to disclose this
Information, This request must be made at the time of service,

Right to Request Confidentlal Communications, You have the right to request that we
communicate with you only In certain ways to preserve your privacy, For example, you may
request thatwe contactyoy by mallata speclal address or callyou only atyourwork number,

You must make any such request In writing, and You must specify how or where we are to

contact you, We will accommodate all-reasonable requests, We will not ask you for the
reason for your request,

Rlght to a Paper Copy of This Notlce, You have the right to a paper copy of this Notlcs, even

If you have agreed to receive this Notice slectronically, You may request a copy of this

Notlce at any time, You can get a copy of this Notlce at our website: http://
www.pillowclinicpllc.com, '

To exerclse your rights desctlbed In this Notlce, send your request, In writing, to our Privacy Officer

at the address lsted at the beginning of this Notice, We may ask you to fill out a form that we will
supply. To get a paper copy of this Notice, contact our Privacy Officer by phone or mall,

The sffective date of the Notlce s stated at the beginning. We reserve the rightto changs this Notice,
We res th

o right to make the changed Notlce effective for PHI we already have as well as for any

PHI we create or recelve In the future, A copy of our current Notice Is posted In our offlce and on our
webslte,

If you belleve

Secretary of the Department of Health and Human Services, Toflle a complaint with us, contact our
Privacy Officer at the addrgss Usted at the beginning of this Notlce, All complalnts must be mads In
writing and should be submitted within 180 days of when you knew or should have known of the
Suspscted violation, Therg willbe no retallation againstyou for flling a complaint,

Medical Residents and Medical Students, Medical residents or medical students may observe or

participate in your treatment or use your PHI to assist in thelr training, You have the right to
refuse to be examined, observed, or treated by medical residents or medical students,

Ncewslettery and Other Communications, Wem

mallings, or other means regarding treatment opti
management programs,
initiatives or actlvitles In

ay use your PHI to communicate to you by newsletters, ",

ons, health related Information, disease
wellness programs, or other community-based
which our practice s particlpating,

WWW.hhs.gov/ocr/pr!vacy/hlpau/understanding/consumcrs/notlcepp.html



