New Patient Information

Please bring this form with your insurance card to your first visit; complete as much as you can.

NAME (First, Last) M.I. BIRTH DATE TODAY'S DATE
STREET ADDRESS CITY STATE/ ZIP
WORK PHONE HOME PHONE CELL PHONE

Circle which phone you prefer we call first.
If needed, may we leave a message on your answering machine? Yes No

EMAIL (you may enter up to 3 emails for appointment reminders)

PHARMACY Name, Phone and Street / City if known MAIL ORDER PHARMACY (if using)

In case of an emergency, is there someone we can contact (list below):

NAME PHONE RELATIONSHIP

Insurance Information*
If you plan to use insurance, complete and sign the following and bring your insurance ID card.

EMPLOYER'S NAME (is it WFU or
NAME OF POLICY HOLDER POLICY HOLDER'S ID # NCBH?)

INSURANCE PLAN NAME POLICY GROUP OR FECA # IS THIS YOUR ONLY PLAN?

Enter the policy holder’s information, if different from yours:

ADDRESS CITY STATE/ ZIP

PHONE BIRTH DATE, GENDER RELATIONSHIP TO YOU

You may need to call you insurer to obtain the following information:

AUTHORIZATION #, IF NEEDED COPAY DEDUCTIBLE DATE DEDUCTIBLE BEGINS

*Note: We are in-network for Aetna, BCBS, Cigna, CBHA, United Health Care, MedCost and

Primary Physician Care and Conoco. However, if you also have medicare or medicaid in addition to
one of these plans our services will not be covered. Also note that in rare occasions your primary
insurer may “carve out” your mental health services to another provider that we are not in-network for
(such as Magellan); if this is the case please contact your insurer to clarify if we are covered (in our
experience the bcbs plan for federal employees carves out to Magellan and will cover our services with
prior authorization; other Magellan plans do not cover our services).
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Medication Information
Do you have any allergies to medications? Yes No Which ones?

Are you currently pregnant, breast-feeding or considering pregnancy? Yes No N/A

What is your current weight and height ?

Are you Right handed? Left handed? or Ambidextrous (equally right/left)?
List any medications (including over-the-counter, vitamins, etc) you take:

NAME DOSE WHEN DID YOU START IT?

Have you ever had any of the following medical conditions?

YES | NO YES | NO
Diabetes Arthritis
High blood pressure Chronic pain
High cholesterol or lipids Sexually transmitted diseases
Heart diseas Renal/kidney disea:
Thyroid illness Restless lesyndrom:
Head injury Sleep apnea
Seizure Glaucoma
Migraines Liver disease / hepatitis
Multiple sclerosi Heartburn/reflux
Stroke Asthma
Rashes or Psoriasis Family History of Diabetes

Other:

Are you in treatment with anyone else (primary care doctor, therapist)?

NAME PHONE NUMBER FAX NUMBER
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Agreement to Treatment
There are a few policies for you to know before beginning treatment:

1) Confidentiality:this is described in the attached Privacy Notice, which is for you to keep.

2) Availability: We are available for emergencies throughout the week by dialing the office
number (336-722-7266) and following the emergency instructions.

3) Paymentpayment is due at the time of your visit and can be made by check, cash or
visa/mastercard.

4) AppointmentsThe time scheduled for your appointments is set aside exclusively for you, so it
is important that you be on time to make use of it. If we ever run late, you will still get the full
allotted time. Appointments are usually scheduled for 15, 25 or 50 minutes.

5) Cancellations, Missed AppointmentRlease provide at least 48 hours notice for cancellations.
If you miss your appointment without 48 hours notice you will be responsible for the full fee
of your session. Since insurance does not reimburse for missed sessions, this fee will include
the amount usually reimbursed by insurance.

You should feel free to discuss any aspects of these when we meet. In signing below, you agree to begin
treatment with the policies above and acknowledge receipt of the Privacy Notice.

Signature of Patient Date Signature of Parent/Guardian (if under 18) Date

Signature to Authorize Insurance Billing

By signing below, | authorize the release of any medical or other information to my insurer that is
necessary to process this claim. 1authorize payment of medical benefits to The Mood Treatment
Center for current and future services.

Signature of Patient (or Parent/Legal Guardian) Date

Signature to Authorize eMail Reminders (optional)
I would like to receive appointment reminders by email and agree to use email for administrative and
not clinical matters. | understand that the confidentiality and delivery of email cannot be guaranteed.

Signature of Patient (or Parent/Legal Guardian if under 18)  Date
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Signature to allow communication with others (optional)

If there are people whom you would like to be involved in your treatment, and would like us to be able
to discuss your treatment with them in case they contact us, please list them and sign below (you can
change this at a later date).

NAME OF PERSON INVOLVED RELATIONSHIP PHONE NUMBER

We will not discuss your treatment with anyone else without your permission unless it is your doctor,
pharmacist or therapist we need to speak to. If there is anyone you want to make sure we have no
contact with, please list their name here as an extra precaution:

NAME OF PERSON WE SHOULDN'T SPEAK WITH RELATIONSHIP

Signature of Patient (or Parent/Legal Guardian if under 18)  Date

The remaining pages are designed to help you think about and gather important information a
your condition prior to our visit. They contain rating scales that you may complete your self an
you feel comfortable, versions for a close friend or relative to complete.
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Family Psychiatric History NAME
DATE

Genetic tests are now being developed to help predict how people will respond to medications. Until
these tests are available, you can help your doctor understand the genetic factors in your condition by
describing the mental health and personalities of your relatives.

Have any of your blood-relatives had any of the following difficulties?
Depression, Post-partum Depression, Anxiety problems, Mood Swings, Bipolar or Manic-
Depression, Suicide, Violence, Drug or Alcohol Abuse, Obsessive Compulsive Disorder
(OCD), Attention Deficit Disorder (ADD or ADHD), Thyroid disorders, Dementia or
Alzheimer’s. Has anyone had “Nervous Breakdowns” or been hospitalized for mental health?
Has anyone heard voices or seen things? Has anyone had significant legal problems or been
unable to work?

For each relative that comes to mind, write their relation to you and what you know about their
condition. Also record, if known, any treatments they received and how they responded.
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n E E = E o
e | =20 52
In the past week, about how many days did you feel well? S 3 oy = E
2 = 3 = i
In the past week, whacis the most ___and least ___ you slept in a 24-hr period? % 65 % E E E §
£z | 2% | g8
Please rate your mood symptoms for the past week... E i T 2 g 3
Depression, incuding lack of pleasure/motivation | 0 [ 1 2 [ 3 4| 5 6
Inactive, withdrawingornotdoingmuch | 0 | 1 2 | 3 4[5 6
Trouble making decisions, concentrating, planning or organizing | 0 | 1 2 | 3 4 | 5 6
Thoughts that you would be better off dead, or of hurtingyourself | 0 | 1 2 | 3 4[5 6
Anxiety, fear,ornervousness | 0 | 1 2| 3 4| 5 6
Irritability (check if it was: verbal O, physical to objects O, physical to people O0) | 0 1T 2|3 4[5 6
Unusually high energy / motivation or decreased needforsleep | 0 | 1 2 | 3 4 [ 5 6
Feeling so good or hyper thatit was noticeabletoothers | 0 | 1 2 | 3 4[5 6
Doing things thatothers might think are risky, impulsiveorexcessive | 0 [ 1 2 | 3 4 | 5 6
Rapid thoughts that move so fast it’s hard to followthem | 0 [ 1 2| 3 4| 5 6
Difficulty sustaining artention, such as reading, lectures, conversadon, TV | 0 [ 1 2 | 3 4 | 5
Distracted by noises around you or by your ownthoughts | 0 | 1T 2 | 3 4[5 6
Procrastinaring, avoiding tasks or not finishingthem | 0 [ 1 2 | 3 4| 5 6

Circle if you recently had trouble with any of these symptoms:

Mental: 1)emotional numbing 2) paranoid sensations 3) panic attacks (how many per week 7)) 4 Hearing voices or
seeing things s) fatigue & memory problems Sleep: 7)needing > 10 hrsleep s needing < 4 hrsleep ¢)vivid dreams
10y sleep-walking 11)snoring Neurologic: 12)inner tension or restlessness 13 muscle stiffness 14) slowing of
movements or muscles 1s)unwanted muscle movements 16 imbalance 17 dizziness 1s) fainting or falling 19y tremor
20) sensory changes 21)taste changes 22)headaches :3)teeth grinding General: 24) flu-like feelings 25) sexual
difficulties 26) physical pain (rate 1-10, 10=worst: ) Eyes: 27) blurry vision 28)visual changes 29)double vision
Stomach: 30) increased appetite 31) binging or purging 32)appetite loss 33)stomach pain 34 nausea 3s)diarrhea
sg)constipation 37)drymouth 38)excess thirst 39)excess salivation Skin: «w)rash 4)acne 42)excess sweating
s3)itch 44)easily sunburned 4s)unusual bruising <s)hair loss Heart: 47)palpitations Urinary: &) frequent urination

49) difficulty urinating  Female: so) menstrual changes 1) breast changes

In the past week | used...
Sleepmeds: __ #/week. Anti-anxiety meds (e.g. xanax, ativan, klonopin)? per day / week / month

Caffeine ___ cups/day. Nicotine ___ pack/day. Alcohol: __ drinks/day. Other drugs:
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Past Treatments

In the space below, please write psychiatric medications you remember trying (refer to the list on the back to help recall).

Check your response toit;

Medication Name Approximate age | Felt No Felt | Worked | Notes
or dates used better | difference | worse at first,
on it / unsure onit | wore off
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Samples Medication Names

Mood Stabilizers

Lamictal, lamotrigine

Lithium, lithobid, eskalith

Depakote, valproate

Trileptal, oxcarbazepine

Tegretol, carbamazepine

Atypicals (aripiprazole, abilify, zyprexa, invega,
olanzapine, risperdal, risperidone, seroquel,
quetiapine, geodon, ziprasidone, saphris,
asenapine)

Antidepressants

SSRIs (fluoxetine, prozac, sertraline, zoloft,
paroxetine, paxil, fluvoxamine, luvox,
citalopram, celexa, escitalopram, lexapro)

SNRIs (effexor, venlafaxine, cymbalta, duloxetine,
pristig, desvenlafaxine, savella, milnacipran)

Viibyrd (vilazodone)

Wellbutrin (buproprion, budeprion, aplenzin)

Remeron, mirtazipine

Serzone, nefazodone

Trazodone, desyrel

Tricyclics (imipramine, clomipramine, amitriptyline,
nortriptyline, doxepin, protriptyline, elavil)

MAOIs (emsam, selegiline, nardil, phenelzine,
parnate, tranylcypromine)

Naturals: St John’s Wort, Deplin, SAMe, Omega3,
Fish oil, Lightbox

Sleep Medicines

Newer hypnotics (ambien, zolpidem, sonata, zaleplon,
lunesta, eszopiclone)

Melatonin agonist (rozerem, ramelton)

Benzodiazepines (ativan, lorazepam, klonopin,
clonazepam, xanax, alprazolam, oxazepam,
restoril, temazepam, prosom, doral, halcion)

Trazodone, desyrel. Silenor, doxepin

Anti-addiction
Campral
Naltrexone
Wellbutrin
Chantix
Antabuse
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Antianxiety

Benzodiazepines (ativan, lorazepam, klonopin,
clonazepam, xanax, alprazolam, oxazepam,
restoril, temazepam, etc.)

SSRIs (fluoxetine, prozac, sertraline, zoloft,
paroxetine, paxil, fluvoxamine, luvox,
citalopram, celexa, escitalopram, lexapro)

SNRIs (effexor, venlafaxine, cymbalta, duloxetine,
pristig, desvenlafaxine, savella, milnacipran)

Buspar, buspirone

Remeron, mirtazipine

Neurontin, gabapentin

Pregabalin, lyrica

Antipsychotics

Atypicals (zyprexa, olanzapine, invega, risperdal,
risperidone, seroquel, quetiapine, geodon,
ziprasidone, saphris, asenapine, abilify,
aripiprazole, latuda, fanapt)

Typicals (haldol, haloperidol, thorazine,
chlorpromazine, stelazine, prolixin)

Clozaril, clozapine

Stimulants and ADHD Treatments

Stimulants (ritalin, methylphenidate, metidate,
concerta, adderall, dexedrine, vyvanse, focalin)

Strattera, atomoxetine

Provigil, modafinil, nuvigil

Other

Lyrica, pregabalin

Gabatril, tiagabine

Neurontin, gabapentin

Keppra, levetiracetam

Topamax, topiramate

Provigil, modafinil, nuvigil
Lightbox

Fish Oil, omega-3 fatty acid
Vitamin B, Folate/folic acid, Deplin
SAMe

Chromium

Kava Kava

Electroconvulsive Therapy (ECT)
Transcranial Magnetic Therapy (TMS)
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NAME DATE

Mood Disorder Questionnaire

The following questions may help determine whether an antidepressant is appropriate for you. Circle yes or

no, as you go. Your nurse or doctor will help you score the test.

© Has there ever been a period of time when you were not your usual self and...

..you felt so good or so hyper that other people thought you were not your

normal self, or you were so hyper that you got into trouble? YES | NO
..you were so irritable that you shouted at people or started fights or arguments? YES NO
..you felt much more self-confident than usual? YES NO
..you got much less sleep than usual and found you didn't really miss it? YES NO
..you were much more talkative or spoke faster than usual? YES NO
..thoughts raced through your head or you couldn't slow you mind down? YES NO
..you were so easily distracted by things around you that you had trouble
concentrating or staying on track? YES i NO
..you had much more energy than usual? YES NO
..you were much more active or did many more things than usual? YES NO
..you were much more social or outgoing than usual; for example, you telephoned friends in the
middle of the night? YES i NO
..you were much more interested in sex than usual? YES NO
..you did things that were unusual for you or that other people might have thought YES NO
were excessive, foolish, or risky?
..spending money got you or your family into trouble? YES NO
@ |f you checked YES to more than one of the above, have several of these ever happened during

the same period of time? YES i NO

© How much of a problem did any of these cause you — like being unable to work;
having family, money, or legal troubles; getting into arguments or fights?

NO PROBLEM MINOR PROBLEM MODERATE PROBLEM SERIOUS PROBLEM
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Mood Spectrum Diagnostic Scale

Name Date

Instructions: For each sentence, place a check in the box after it if you feel it describes you.

Some individuals notice that their mood and/or energy levels shift drastically
from time to timel]. These individuals notice that, at times, their mood

and/or energy level is very low, and at other times, very

high OJ. During their “low” phases, these individuals often feel a lack of energy;
aneed to stay in bed or get extra sleep; and little or no motivation to do things
they need to dd. They often put on weight during these periods During

their low phases, these individuals often feel “blue”, sad all the time, or
depressed]. Sometimes, during these low phases, they feel hopeless or even
suicidalC]. Their ability to function at work or socially is impaired].

Typically, these low phases last for a few weeks, but sometimes they last only a
few day4 1.

Individuals with this type of pattern may experience a period of
“normal” mood in between mood swings, during which their mood and energy
level feels “right” and their ability to function is not disturbedl They may
then notice a marked shift or “switch” in the way they feklTheir energy
increases above what is normal for them, and they often get many things done
they would not ordinarily be able to dial. Sometimes, during these “high”
periods, these individuals feel as if they have too much energy or feel “hyper”
1. Some individuals, during these high periods, may feel irritable, “on edge”,
or aggressivel. Some individuals, during these high periods, take on too
many activities at ondel. During these high periods, some individuals may
spend money in ways that cause them trodblerhey may be more talkative,
outgoing, or sexual during these peridds Sometimes, their behavior during
these high periods seems strange or annoying to ofbkeiSometimes, these
individuals get into difficulty with co-workers or the police, during these high
periodsC]. Sometimes, they increase their alcohol or non-prescription drug
use during these high periods.

Now that you have read this passage, please check one of the following four boxes (consider your
whole life when you answer, including recent times):

L1 This story fits me very well, or almost perfectly

L] This story fits me fairly well 4

L1 This story fits me to some degree, but not in most respects

O] This story does not really describe me at all
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For a friend or relative to complete...

NAME of person you are completing this for DATE

YOUR NAME and relationship

The following questions may help determine which medication is appropriate for your friend or

relative. Circle yes or no, as you go.

© Has there ever been a period of time when you noticed they were not their
usual self and...
..they seemed to feel so good or so hyper that you thought they weren't their normal | ygs | NO
self, or they were so hyper they got into trouble?
..they were so irritable that they shouted at people or started fights or arguments? YES : NO
..they acted much more self-confident than usual? YES i NO
..they got much less sleep than usual and seemed to not really miss it? YES : NO
..they were much more talkative or spoke faster than usual? YES : NO
..they had many ideas at once or their thoughts raced from topic to topic? YES : NO
..they were so easily distracted by things around them that you had trouble following | yvgs | NO
their train of thought?
..they seemed to have much more energy than usual? YES | NO
..they were much more active or did many more things than usual? YES i NO
..they were much more social or outgoing than usual; for example, telephoning friends: yvgs | NO
in the middle of the night?
..they were much more interested in sex than usual? YES : NO
..they did things that were unusual for them or that you thought were excessive, YES i NO
foolish, or risky?
..they spent money to the point that it got them or their family into trouble? YES : NO
@ If you checked YES to more than one of the above, have several of these ever YES | NO

happened during the same period of time?
© How much of a problem did any of these cause — like being unable to work;

having family, money, or legal troubles; getting into arguments or fights?

NO PROBLEM MINOR PROBLEM MODERATE PROBLEM SERIOUS PROBLEM
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For a friend or relative to complete...

NAME of person you are completing this for DATE

YOUR NAME and relationship

Instructions: For each sentence, place a check in the box after it if you feel it describes your friend or
relative.

Some individuals notice that their mood and/or energy levels shift drastically
from time to timel]. These individuals notice that, at times, their mood

and/or energy level is very low, and at other times, very

high 1. During their “low” phases, these individuals often feel a lack of energy;
aneed to stay in bed or get extra sleep; and little or no motivation to do things
they need to dd. They often put on weight during these periods During

their low phases, these individuals often feel “blue”, sad all the time, or
depressedl. Sometimes, during these low phases, they feel hopeless or even
suicidalll. Their ability to function at work or socially is impaired].

Typically, these low phases last for a few weeks, but sometimes they last only a
few day4 1.

Individuals with this type of pattern may experience a period of
“normal” mood in between mood swings, during which their mood and energy
level feels “right” and their ability to function is not disturbedl They may
then notice a marked shift or “switch” in the way they feklTheir energy
increases above what is normal for them, and they often get many things done
they would not ordinarily be able to dial. Sometimes, during these “high”
periods, these individuals feel as if they have too much energy or feel “hyper”
1. Some individuals, during these high periods, may feel irritable, “on edge”,
or aggressivel. Some individuals, during these high periods, take on too
many activities at ondel. During these high periods, some individuals may
spend money in ways that cause them trodblerhey may be more talkative,
outgoing, or sexual during these peridds Sometimes, their behavior during
these high periods seems strange or annoying to othkeiSometimes, these
individuals get into difficulty with co-workers or the police, during these high
periodsL]. Sometimes, they increase their alcohol or non-prescription drug
use during these high periods.

Now that you have read this passage, please check one of the following four boxes (consider their
whole life when you answer, including recent times):

L] This story fits my friend or relative very well, or almost perfectly 6

L1 This story fits my friend or relative fairly well 4

O This story fits my friend or relative to some degree, but not in most respect

[ This story does not really describe my friend or relative at all
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Notice of Privacy Practices for the Mood Treatment Center

This notice describes how your medical information
may be used, disclosed and safeguarded, and how you
can get accessto thisinformation. Pleasereview it
carefully.

I. Our Responsibilities

The confidentiality of your personal health information
isvery important to us. Your health information
includes both clinica (symptoms, diagnoses,
treatments) and administrative (billing, dates) material.
Generally speaking, we are required to:

» Maintain the privacy of your health information
asrequired by law;

» Provide you with this Notice of our duties and
privacy practices regarding the health information
about you that we collect and maintain;

» Follow the terms of this Notice currently in
effect.

II. Uses and Disclosures of Information

Under federal law, we are permitted to use and disclose
persona health information for treatment, payment,
and health care operations without authorization.
Whenever possible, we will obtain your consent before
disclosing any such information. Here are some
examplesto clarify:

Treatment: we consult with your therapist or family
doctor about your condition.

Payment: Y our health information is disclosed to your
insurer to obtain reimbursement. In these cases, we will
disclose only the minimum information necessary.

Health Care Operations: Thisrefersto administrative
activities such as services or audits that relate to the
operation of our practice.

III. Other Uses and Disclosures

In the following situations we may be ethically or
legally obligated to use or disclose your personal
information without authorization:

Serious Threat to Health or Safety
We may disclose your health information to protect
you or others from a serious threat of harm by you.

Abuse, Neglect, or Domestic Violence
If you give usinformation which leads us to suspect
child abuse, neglect, or death due to maltreatment
of achild; or that adisabled adult isin need of
protective services, we must report such
information to the county Department of Social
Services. If asked by the Director of Socia
Servicesto turn over information relevant to achild
protective services investigation, we must do so.

Minors
If you are an unemancipated minor under North
Carodlinalaw, there may be circumstancesin which
we disclose health information about you to a
parent, guardian, or other person acting in loco
parentis, in accordance with our legal and ethical
responsibilities.

Parents
If you are a parent of an unemanci pated minor, and
are acting as the minor’ s personal representative,
we may disclose health information about your
child to you under certain circumstances. For
example, if we arelegally required to obtain your
consent as your child’s persona representative in
order for your child to receive care from us, we may
disclose hedth information about your child to you.

In some circumstances, we may not disclose
health information about an unemancipated minor
to you. For example, if your child islegally
authorized to consent to treatment (without separate
consent from you), consents to such treatment, and
does not request that you be treated as his or her
personal representative, we may not disclose health
information about your child to you without your
child’ swritten authorization.

Judicial or Administrative Proceedings
In cases where you are involved in a court
proceeding and arequest is made for your personal
health information, thisinformation is privileged
under state law and we will not release it without
your consent or acourt order.

Workers' Compensation
We may disclose health information about you for
purposes related to workers compensation, as
required and authorized by law.

Health Care Oversight
We may disclose health information about you for
oversight activities authorized by law or to an
authorized health oversight agency to facilitate
auditing, inspection, or investigation related to our
provision of health care, or to the health care
system.

Food and Drug Administration (FDA)
We may disclose health information about you to
the FDA, or to an entity regulated by the FDA, in
order, for example, to report an adverse event or a
defect related to adrug or medical device.

Required By Law
We may disclose health information about you as
required by federal, state, or other applicable law.



Y ou will be notified, as required and when allowed
by law, of any such disclosures.

IV. Psychotherapy Notes

In the course of your care with us, we may keep
separate notes about our conversations. These notes,
known as “psychotherapy notes’, are kept apart from
the rest of your medical record and their confidentiality
is subject to greater protection. They do not include
basic medical information about your diagnosis or
treatment.

Psychotherapy notes may be disclosed only after
you have given written authorization to do so. (Limited
exceptions exig, e.g. in order for usto prevent harm to
yourself or others, and to report child abuse/neglect).

Y ou cannot be required to authorize the release of your
psychotherapy notesin order to obtain health-insurance
benefitsfor your treatment, or enroll in a heath plan.
Psychotherapy notes are also not among the records
that you may request to review or copy (see discussion
of your rightsin section V11 below). If you have any
guestions, feel free to discuss this subject with us.

V. Your Health Information Rights

Under the law, you have certain rights regarding the
health information that we collect and maintain about
you. Thisincludesthe right to:

» Request that we restrict certain uses and
disclosures of your health information; we are not,
however, required to agree to arequested
regtriction.

» Request that we communicate with you by
aternative means. We will accommodate
reasonable requests for such confidential
communications; for example, if you do not want a
family member to know you are seeing us we can
send correspondence to an alternate address.

> Request to review, or to receive a copy of, the
health information about you that is maintained in
our files and the files of our business associates (if
applicable). If we are unable to satisfy your request,
we will tell you inwriting the reason for the denial
and your right, if any, to request areview of the
decision.

» Request that we amend the health information
about you that is maintained in our files and the
files of our business associates (if applicable). Y our
request must explain why you believe our records
about you are incorrect, or otherwise require
amendment. If we are unable to satisfy your
request, we will tell you in writing the reason for
the denial and tell you how you may contest the

decision, including your right to submit a statement
(of reasonable length) disagreeing with the
decision. This statement will be added to your
records.

» Request alist of our disclosures of your health
information. This list, known as an “accounting” of
disclosures, will not include certain disclosures,
such asthose made for treatment, payment, or
health care operations.

» Reqguest a paper copy of thisNotice.

In order to exercise any of your rights described above,
you must submit your request in writing to us. If you
have questions about your rights, please speak with us

in person or by phone during normal office hours.

VI. For More Information or to Report a
Problem

If you need further information or want to contact us
for any reason regarding the handling of your health
information, please direct any communications to:

Chris Aiken, M.D.; 1615 Polo Road
Winston-Salem, NC 27106; (336) 722-7266

If you believe your privacy rights have been violated,
you may file awritten complaint by mailing it or
delivering it to us. Y ou may complain to the Secretary
of Health and Human Services (HHS) at:

Officefor Civil Rights

U.S. Department of Health and Human Services
200 Independence Avenue, S.W.

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019; OCRprivacy @hhs.gov.

We cannot, and will not, make you waive your right to
file acomplaint with HHS as a condition of receiving
care from us, or penalize you for filing a complaint
with HHS.

VII. Revisions to this Notice

We reserve the right to amend the terms of this Notice.
If this Noticeis revised, the amended terms shall apply
to al health information that we maintain, including
information about you collected or obtained before the
effective date of the revised Notice. If the revisions
reflect amaterial change to the use and disclosure of
your information, your rights regarding such
information, our lega duties, or other privacy practices
described in the Notice, we will promptly distribute the
revised Notice, post it in the waiting area of our office,
make copies available to our patients and others, and
post it at www.moodtreatmentcenter.com.

VIII. Effective Date: January 1, 2000



