
 

New Patient Checklist 
 
Welcome to Healing Bridge Physical Therapy. We are dedicated to providing our patients with 
the best care available.  
 
Thank you for downloading these forms. We will also mail you some information you will 
need to fill out that is not available on the website.  
 
Thank you for completing as many of the forms as possible ahead of your appointment. Please 
arrive fifteen minutes early so that you may spend time with our Patient Coordinators to enable 
them to review your completed paperwork with you before your scheduled appointment.  
 
At the time of your appointment you will need: 

 
___ Your insurance cards for Primary and Secondary, if applicable. 
___ Your case/policy number and contact person, if this is a Worker’s Comp 

or Motor Vehicle Accident claim. 
___ Your referral prescription from your physician 
___ Consent to Use Protected Health Information 
___ TAOS Form 
___ Authorization of Insurance Payment 
___ Your personal calendar/schedule – to schedule the next several weeks of 

appointments. 
___ Any other special forms we may have included for you 
 
And the forms in this packet which are: 
___ Form: Consent for purposes of Treatment, Payment & Healthcare 

Operations 
___ Form: Patient Information Sheet 
___ Form: Patient Intake Questionnaire 
___ Form: Medication List 
___ Notice of Privacy Practices Acknowledgment 
 

 
If you can’t keep your appointment for any reason, please contact our office as soon as possible 
so that we may reschedule your appointment. 
 
Thank you for choosing Healing Bridge Physical Therapy. Please feel free to contact us at 
541-318-7041, anytime, with your questions or concerns. 
 
 
Sincerely, 
 
 
Healing Bridge Physical Therapy 



                                Healing Bridge Physical Therapy 
       404 NE Penn Street    Bend, OR. 97701 
                               Phone: 541-318-7041   Fax: 541-388-3711 
                                             Email: pt@healingbridge.com 
 
 
 
Welcome to Healing Bridge Physical Therapy. We hope to make your healing process 
with us as successful and comfortable as possible. 
 
As a courtesy, we will be assisting with the task of processing insurance claims. 
However, it should be understood that it is your responsibility to pay for any amounts 
not covered by your insurance company. We can work with you in setting up a payment 
schedule if necessary. We would appreciate payment of your co pay portion, usually 
20%, at the time of the visit, in order to keep our recordkeeping as accurate and as 
current as possible. It should also be noted that the actual amount of  your copay 
portion may change due to circumstances surrounding deductibles and provider 
discounts. We will provide you with a monthly statement showing the amount of 
adjustments and payments made by you and your insurance company and any 
outstanding balance due. 
 
If we are billing an insurance company for a worker’s compensation claim, or motor 
vehicle accident, we request all information be brought to the first appointment. We 
require your personal insurance information for our files, in the event your claim is 
denied. 
 
In the event an account becomes overdue, we will turn the account over to a collection 
agency. Any legal fees we pay to secure overdue balances will be added to the account 
and any treatment with our facility will be terminated. 
 

 
We apologize for the amount of paperwork we are asking you to complete. All forms are 
necessary as our tax dollars are hard at work to ensure your protection and privacy. If 
you have any questions, please don't hesitate to ask. we are looking forward to 
providing you with a positive, caring atmosphere to facilitate your healing. 
 

 
 
 
I have read and understand this letter and agree to the terms stated above. A copy of 
this letter has been given to me. 
 
 
 
Signature:_______________________________________ Date:___________________________ 

Administrator
I have received a copy of the Notice of Privacy Practices for my own personal records. 

Signature:_________________________________  Date:______________________




 

Healing Bridge Physical Therapy 
404 NE Penn Avenue Bend, OR, 97701 

Phone: 541-318-7041 Fax: 541-388-3711 
 
 

Cancellation Policy 
 
 
We thank you for choosing Healing Bridge Physical Therapy. Our clinic is unique, not only in our 
specialization of care, but in the one-on-one 1- hour appointments that you receive. Therefore, we 
require a 24-hour cancellation notice for all cancellations. We reserve your appointment hour 
exclusively for you, and attempt to accommodate your schedule. 
 
We understand that emergencies and illnesses may cause a cancellation. Therefore, we do not 
charge for the first missed appointment. A second missed appointment without 24-hour notice will 
result in a $50.00 cancellation fee. Please call and leave a message on the answering machine if 
calling after hours or on the weekend. Include your name, time and date of the appointment. 
 
Changing Appointment Times: 
To maintain our standard of quality care and service in this ever changing world of fast-paced 
health care, we must operate our facility with optimal efficiency. To this end, we occasionally call 
our patients and request a schedule or time change for an appointment. If you receive such a call, 
we want to assure you that you have no obligation to change your pre-scheduled time if it is 
inconvenient for you. If you are able to change it, we fully appreciate your flexibility. Likewise, if 
you have a schedule change that conflicts with your physical therapy appointment, we encourage 
you to call as soon as possible for an alternative opening. If your schedule change is with less than 
24 hours notice, but we are able to find an alternative appointment for you on the same day, you 
will not be charged the late cancellation fee. 
 
Our main goal is to assist you in your recovery and we will make every effort to work with you to 
meet your scheduling needs. However, to continue to provide our specialized one-on-one service, 
we must minimize cancellations and maximize efficiency. Therefore, we must strictly enforce our 
cancellation policy. The cancellation fee is not billable to your insurance company and will be 
your responsibility.  
 
Patients whose benefits are through Worker’s Compensation, Motor Vehicle Accidents, COIHS 
and OMAP cannot be charged for missed appointments. For this reason, therapy may be 
discontinued after two missed appointments for those who do not adhere to our 24-hour 
cancellation policy. 
 
Thank you for your understanding and cooperation.  
 
 



 

F012-E, Rev. A  

                                                   Healing Bridge Physical Therapy, Inc. 
                                                   404 NE Penn Avenue 
                                                      Bend, OR. 97701 
 
                             Consent for purposes of Treatment, Payment & 
                                               Healthcare Operations 
 
 
I consent to the use or disclosure of my protected health information by Healing Bridge Physical 
Therapy, Inc. for the purpose of providing treatment to me, obtaining payment for my health care 
bills or to conduct health care operations of Healing Bridge Physical Therapy. I understand that 
treatment of me by my physical therapist may be conditioned upon my consent as evidenced by 
my signature on this document. 
 
I understand that I have the right to request a restriction as to how my protected health 
information is used or disclosed to carry out treatment, payment or other healthcare operations of 
the facility. Healing Bridge Physical Therapy is not required to agree to the restrictions that I may 
request. However, if Healing Bridge Physical Therapy agrees to a restriction that I request, the 
restriction is binding on Healing Bridge Physical Therapy and my Physical Therapist. 
 
I have the right to revoke this consent, in writing, at any time, except to the extent that my 
Physical Therapist and Healing Bridge Physical Therapy has taken action in reliance on this 
consent. 
 
My “protected health information” means health information, including my demographic 
information, collected from me and created or received by my physical therapist, another health 
care provider, a health plan, my employer, or a health care clearinghouse. This protected health 
information relates to my past, present or future physical or mental health or condition and 
identifies me, or there is a reasonable basis to believe the information may identify me. 
 
I understand I have a right to review Healing Bridge Physical Therapy’s Notice of Privacy Practices 
prior to signing this document. The Healing Bridge Physical Therapy’s Notice of Privacy Practices 
has been made available to me for review. The Notice of Privacy Practices describes the types of 
uses and disclosures of my protected health information that will occur in my treatment, payment 
of my bills, or in the performance of health care operations of Healing Bridge Physical Therapy. 
The Notice of Privacy Practices for Healing Bridge Physical Therapy is provided  in the waiting 
room of the facility and is also posted to their website. This Notice of Privacy Practices also 
describes my rights and Healing Bridge Physical Therapy’s duties with respect to my protected 
health care information. 
 
Healing Bridge Physical Therapy reserves the right to change the privacy practices that are 
described in the Notice of Privacy Practices. I may obtain a revised notice by calling the office and 
requesting a revised copy be sent in the mail or asking for one at the time of my next 
appointment. 
 
 
 
Signature of Patient:___________________________________ 
or Personal Representative 
 
 
Name of  Patient:______________________________________ 
or Personal Representative 
 
 
Date:________________________________________________ 
 
 
Description of:_________________________________________ 
Personal Representative’s Authority 
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Patient Information Sheet      
 

Date_____________ 
 
 
NAME:  First:_______________________ Last:______________________________Middle:________________ 
 
ADDRESS:  Street:__________________________________________________________Apt#:______________ 
 
       City:________________________________State:______________Zip Code:___________________ 
                     
 
PHONE:   Home:_______________________Work:_____________________Cell:_________________________ 
                   
Emergency Phone:_____________________       May we leave a message?   Yes  or  No –Home /Cell / Work 
 
Email Address:__________________________________________________ 
 
BIRTHDATE:_______________________SEX:   M     F     SOCIAL SECURITY#:________________________ 
 
DRIVERS LICENSE: State:__________Number:____________________________Exp Date:_______________ 
 
EMPLOYER:_____________________________________  OCCUPATION:_____________________________ 
 
ADDRESS:____________________________________________________________________________________ 
 
EMPLOYMENT STATUS: (circle one)   Not employed   Full Time   Part Time   Retired  
 
MARITAL STATUS: (circle one) Single   Married   Separated   Divorced   Widowed 
 
STUDENT STATUS: (circle one)  Full Time    Part Time    Non Student 
 
PHYSICIAN/HEALTHCARE PRACTITIONER  REFERRED BY:____________________________________ 
 
SUBSCRIBER’S NAME: Last:_____________________First:____________________Middle:_______________ 
 
SUBSCRIBER’S EMPLOYER:__________________________________PHONE:__________________________ 
 
SUBSCRIBER’S DATE OF BIRTH:____________ SUBSCRIBERS SSN# _______________________________  
 
PRIMARY INSURANCE COMPANY:____________________________ID NUMBER_____________________ 
 
RELATIONSHIP TO INSURED: Self           Spouse         Child 
 
SECONDARY INSURANCE COMPANY:_________________________ID NUMBER:_____________________ 
 
RELATIONSHIP TO INSURED: (circle one)    Self           Spouse          Child 
 
 
IF INSURANCE IS WORKERS COMPENSATION (W/C) OR MOTOR VEHICLE ACCIDENT (MVA) 
PLEASE FILL OUT THIS SECTION ALSO: 
 
INSURANCE COMPANY:_______________________ PHONE:___________________________________ 
 
ADJUSTER’S NAME:_______________________CLAIM #:________________________________________ 
 
DATE OF ILLNESS/INJURY:_________________________ AUTO ACCIDENT: (circle one)   YES     NO 



DATE:                                          Please fill in as completely as you can

1 Name: Please leave this space blank for your therapist

Last First MI
2 Date of Birth: Age:

SOCIAL HISTORY
3 What MD referred you to Healing Bridge Physical Therapy?

4 Employment/Work (job/school/play)
Working full time working part time 
outside of home outside of home
working full time working part time 
from home from home
homemaker student retired unemployed

Occupation:

# of hours worked per week: 

5 GENERAL HEALTH STATUS
Have you had any major life changes during the past year?  
(eg, new baby, job change, death of a family member)

No Yes Please Explain: 

6 SOCIAL/HEALTH HABITS
Smoking

Currently smoke tobacco? Yes No
# of packs per day

Smoked in past? Yes Year quit: No
Alcohol
How many days per week do you drink beer, wine, or other 
alcoholic beverages, on avg?
If one beer, glass of wine, or cocktail equals one drink,
how many drinks do you have, on an average day?

7 Exercise
Do you exercise beyond normal daily activities and chores?

Yes Describe the exercise (including days per week 
and avg # of minutes)

No
8 What is your level of pain today?

(low) 1   2   3   4   5   6   7   8   9   10 (high)
What is your level of pain on average?

(low) 1   2   3   4   5   6   7   8   9   10 (high)
9 Please mark the location of your symptoms on the diagram at right
10 MEDICAL/SURGICAL HISTORY

a. Please check if you have ever had:
Arthritis: Neurological disorder
Broken bones/fractures such as MS, ALS etc.
Seizures/epilepsy Cancer
Osteoporosis Ulcers/stomach problems
Allergies Depression or Anxiety (Continued on the Opposite Page)

Healing Bridge Physical Therapy Patient Intake Questionnaire    



Patient Intake Questionaire (Continued)
10 MEDICAL/SURGICAL HISTORY(Cont'd) Please leave this space blank for your therapist

Circulation/vascular Diabetes or
problems Low blood sugar
Heart problems Head injury
High blood pressure Infectious disease
Lung problems  (eg. Tuberculosis, hepatitis)
Thyroid problems Other

b.  Within the past year, have you had any of the following 
symptoms? (check all that apply)
Joint pain or swelling Bowel or bladder problems
Pain at night Shortness of breath
Headaches Dizziness or blackouts
Weakness in arms or legs Weight loss or gain
Loss of balance Cough
Difficulty walking Hearing problems
Difficulty sleeping Vision problems
Chest pain Other:

c.  Have you ever had surgery?           Yes             No
if yes, please describe, and include dates: Mo Year

11 For men only:  Have you been diagnosed with 
prostate disease? Yes  No
For women only:
Have you been diagnosed with any pelvic 
or reproductive problems or disease?: Yes  No

12 MEDICATIONS
Do you take any prescription or nonprescription medications?   

No Yes     Please list (include Advil, Tylenol, 
Ibuprofen etc. Additional space on following sheet, if needed)

13 CURRENT CONDITION(S)/CHIEF COMPLAINT(S)
Describe the problem for which you seek physical therapy:

What makes the problem(s) better?

What makes the problem(s) worse?

What are your goals for physical therapy?

Any Additional Comments:



Medication List 
 
 

NAME: _______________________________________________  DOB: __________________   

Allergies: ________________________________________________________________________  

________________________________________________________________________________    

Medical Issues/Diagnosis: ____________________________________________________________    

________________________________________________________________________________  

________________________________________________________________________________  

________________________________________________________________________________  

________________________________________________________________________________  

________________________________________________________________________________  

 

 
Medication Name Dosage Frequency Reason 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    
 
 
EMERGENCY CONTACTS:                              Home phone                             Work/Cell Phone 
 

_____________________________________ ___________________________________________  

_____________________________________ ___________________________________________  

_____________________________________ ___________________________________________  
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Effective Date 04/15/2003 

 
Healing Bridge Physical Therapy 
NOTICE OF PRIVACY PRACTICES 

 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT 
YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET 

ACCESS TO THIS INFORMATION 
 

PLEASE REVIEW IT CAREFULLY. 
 

If you ha ve any questions about this notice, please contact the Office Manager 
by calling 541-318-7041. 

 
This notice describes the procedures and practices that this clinic and its professional, support 
and administrative staff follow to protect the privacy of your health information. 
 
YOUR HEALTH INFORMATION 
 
This notice applies to the information and records we have about your health, health status, 
and the health care and services you receive at this office.  Your health information may include 
information created and received by this office, it may be in the form of written or electronic 
records or spoken words, and it may include information about your health history, health 
status, symptoms, examinations, test results, diagnoses, treatments, procedures, prescriptions, 
related billing activity and similar types of health-related information. 
 
We are required by law to give you this notice.  It will tell you about the ways in which we may 
use and disclose health information about you and describes your rights and our obligations 
regarding the use and disclosure of that information. 
 
HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU 
 
We may use and disclose health information for the following purposes: 
 

• For Treatment.  We may use health information bout you to provide you with medical 
treatment or services.  We may disclose health information about you to doctors, 
nurses, technicians, office staff or other personnel who are involved in taking care of 
you and your health. 

 
For example, the doctor who referred you for physical therapy may be treating you for a 
medical or orthopedic condition and we may need to know about that and any other 
health problems that could complicate your treatment.  We may use your medical 
history to decide what treatment is best for you.  We will consult with your doctor and 
send reports about your treatment to the doctor.  We do this to provide the most 
appropriate care for you. 
 
Different personnel in our office may share information about you and disclose 
information to people who do not work in our office in order to coordinate your care, 
such as telephoning your doctor and getting needed information.  Family members and 
other health care providers may be part of your physical therapy outside this office and 
that may require us to provide information about you. 
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• For payment.  We may need to disclose health information about you in order to bill 
your health plan or insurance company or other third party for your treatment in this 
clinic. 

 
We may also need to tell your health plan or insurance company about a treatment you 
are going to receive in order to obtain prior approval, or to determine whether your plan 
will pay for the treatment. 

 
• For Health Care Operations.  We may use and disclose health information about you 

in order to manage the clinic and ensure that you and our other patients receive quality 
care.   

 
For example, we may use your health information to evaluate the performance of our 
staff in caring for you.  We may also use health information about all or many of our 
patients to help us decide what additional services we should offer, how we can become 
more efficient, or whether certain treatments are effective for certain problems.  
 
We may also disclose your health information to your health plan and other health care 
providers that care for you in order to help these plans and providers evaluate or 
improve care, reduce cost, coordinate and manage health care and services, train staff 
and comply with the law. 

 
• Appointment Reminders.  We may contact you to remind you of your appointment. 

 
• Treatment Alternatives.  We may tell you about or recommend possible treatment 

options or alternatives that may interest you. 
 

• Health-Related Products and Services.  We may tell you about health-related 
products or services that may interest you. 

 
Please notify us if you do not wish to be contacted for appointment reminders, or if you 
do not wish to receive communications about treatment alternatives or health-related 
products and services.  If you advise us in writing (at the address listed at the top of 
this Notice) that you do not wish to receive these communications, we will not use or 
disclose your information for these purposes.    

 
OTHER CIRCUMSTANCES 

 
We may use or disclose health information about you for the following purposes, in accordance 
with the requirements and limitations of state and other law: 

 
• To Avert a Serious Threat to Health or Safety.  We may use and disclose health 

information about you when necessary to prevent a serious threat to your health and 
safety or the health and safety of the public or another person. 

 
• Required By Law.  We will disclose health information about you when required to do 

so by federal, state or local law. 
 
• Research.  We may use and disclose health information about you for research projects 

that are subject to a special approval process.  We will ask you for your permission if 
the researcher will have access to your name, address or other information that reveals 
who you are, or will be involved in your care at the office. 

 
 

• Military, Veterans, National Security and Intelligence.  If you are or were a 
member of the armed forces, or part of the national security or intelligence 
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communities, we may be required by military command or other government authorities 
to release health information about you.  We may also release information about foreign 
military personnel to the appropriate foreign military authority. 
 

• Workers’ Compensation.  We may release health information about you for workers’ 
compensation or similar programs.  These programs provide benefits for work-related 
injuries or illness. 

 
• Public Health Risks.  We may disclose health information about you for public health 

reasons in order to prevent or control disease, injury or disability; or report suspected 
abuse or neglect, non-accidental physical injuries or problems with products. 

 
• Health Oversight Activities.  We may disclose health information to a health 

oversight agency for audits, investigations, inspections, or licensing purposes.  These 
disclosures may be necessary for certain state and federal agencies to monitor the 
health care system, government programs, and compliance with civil rights laws. 

 
• Lawsuits and Disputes.  If you are involved in a lawsuit or a dispute, we may disclose 

health information about you in response to a court or administrative order.  Subject to 
all applicable legal requirements, we may also disclose health information about you in 
response to a subpoena. 

 
• Law Enforcement.  We may release health information if asked to do so by a law 

enforcement official in response to a court order, subpoena, warrant, summons or 
similar process, subject to all applicable legal requirements. 

 
• Coroners, Medical Examiners and Funeral Directors.  We may release health 

information to a coroner or medical examiner.  This may be necessary, for example, to 
identify a deceased person or determine the cause of death. 

 
• Information Not Personally Identifiable.  We may use or disclose health information 

about you in a way that does not personally identify you or reveal who you are. 
 

• Family and Friends.  We may disclose health information about you to your family 
members or friends if we obtain your verbal agreement to do so or if we give you an 
opportunity to object to such a disclosure and you do not raise an objection.  We may 
also disclose health information to your family or friends if we can infer from the 
circumstances, based on our professional judgment that you would not object.  For 
example, we may assume you agree to our disclosure of your personal health 
information to your spouse when you bring your spouse with you into the room during 
treatment or while treatment is discussed. 

 
In situations where you are not capable of giving consent (due to your incapacity or 
medical emergency), we may, using our professional judgment, determine that a 
disclosure to your family member or friend is in your best interest.  In that situation, we 
will disclose only health information relevant to the person’s involvement in your care.   
 

OTHER USES AND DISCLOSURES PURSUANT TO YOUR SIGNED AUTHORIZATION 
 
We will not use or disclose your health information for any purpose other than those identified 
in the previous sections without your specific, written Authorization.   If you sign an 
Authorization for us to use or disclose health information about you, you may revoke that 
Authorization, in writing, at any time.  If you revoke your Authorization, we will no longer use 
or disclose information about you for the reasons covered by your written Authorization, but 
we cannot take back any uses or disclosures already made with your permission. 
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YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION 
 
You have the following rights regarding health information we maintain about you: 
 

• Right to Inspect and Copy.  You have the right to inspect and copy your health 
information, such as medical and billing records, that we keep and use to make 
decisions about your care.  You must submit a written request to the Office Manager
in order to inspect and/or copy records of your health information.  If you request 
a copy of the information, we may charge a fee for the costs of copying, mailing 
or other associated supplies. 

 
We may deny your request to inspect and/or copy records in certain limited 
circumstances.  If you are denied copies of or access to, health information that we keep 
about you, you may ask that our denial be reviewed.  If the law gives you a right to 
have our denial reviewed, we will select a licensed health care professional to review 
your request and our denial.  The person conducting the review will not be the person 
who denied your request, and we will comply with the outcome of the review. 

 
• Right to Correct.  If you believe health information we have about you is incorrect or 

incomplete, you may ask us to amend the information.  You have the right to request a 
correction as long as the information is kept by this office. 

 
To request a correction, complete and submit a MEDICAL RECORD 
AMENDMENT/CORRECTION FORM to the Office Manager.  We will provide you 
with one of these forms at your request. 
 
We may deny your request for an amendment if your request 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 correct information that: 
 
• We did not create, unless the person or entity that created the information is no 

longer available to make the correction 
 

• Is not part of the health information that we keep 
 

• You would not be permitted to inspect and copy 
 

• Is accurate and complete 
 

• Right to an Accounting of Disclosures.  You have the right to request an 
“accounting of disclosures.”  This is a record of the disclosures we made of medical 
information about you for purposes other than treatment, payment, health care 
operations, and a limited number of special circumstances involving national security, 
correctional institutions and law enforcement.  The record may also exclude any 
disclosures we have made based on your written authorization.   

 
To obtain this accounting, you must submit your request in writing to the Office 
Manager. It must state the time period for which you want an accounting.  
The time period may not be longer than six years and may not include dates before 
March 1,2003.  Your request should indicate in what form you want the list (for 
example, on paper, electronically).  The first list you request within a 12-month period 
will be free.  For additional lists, we may charge you for the costs of providing the list.  
We will notify you of the cost involved and you may choose to withdraw or modify your 
request at that time before any costs are incurred. 
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• Right to Request Restrictions.  You have the right to request a restriction or 
limitation on the health information we use or disclose about you for treatment, 
payment or health care operations. You also have the right to request a limit on the 
health information we disclose about you to someone who is involved in your care or 
the payment for it, like a family member or friend.  For example, you could ask that we 
not use or disclose information about a surgery you had. 

 
 

We are not required to agree to your request.  If we do agree, we will comply with 
your request unless the information is needed to provide you emergency treatment or 
we are required by law to use or disclose the information. 
 
To request restrictions, you may complete and submit the REQUEST FOR RESTRICTION 
ON USE/DISCLOSURE OF MEDICAL  INFORMATION AND/OR CONFIDENTIAL 
COMMUNICATION to the Office Manager.  We will provide you with one of these 
forms at your request. 
 

• Right to Request Confidential Communications.  You have the right to request that 
we communicate with you about medical matters in a certain way or at a certain 
location.  For example, you can ask that we only contact you at work or by mail or e-
mail. 

 
To request confidential communications, you may complete and submit the REQUEST 
FOR RESTRICTION ON USE/DISCLOSURE OF MEDICAL INFORMATION AND/OR 
CONFIDENTIAL COMMUNICATION to the Office Manager.  We will not ask you the 
reason for your request.  We will accommodate all reasonable requests.  Your request 
must specify how or where you wish to be contacted. 

 
• Right to a Paper Copy of This Notice.  You have the right to a paper copy of this 

notice.  You may ask us to give you a copy of this notice at any time.  Even if you have 
agreed to receive it electronically, you are still entitled to a paper copy. 

 
To obtain such a copy, contact the Office Manager. 

 
CHANGES TO THIS NOTICE 
 
We reserve the right to change this notice, and to make the revised or changed notice effective 
for medical information we already have about you as well as any information we receive in the 
future.  We will post the current notice or a summary of the current notice in the office with its 
effective date in the top right hand corner.  You are entitled to a copy of the notice currently in 
effect. 

 
COMPLAINTS 
 
If you believe your privacy rights have been violated, you may file a complaint with our office 
or with the Secretary of the Department of Health and Human Services.  To file a complaint with 
our offi ce, contact the Office Manager, c/o Healing Bridge Physical Therapy, 404 NE 
Penn Ave. Bend, OR. 97701.  You will not be penalized for filing a complaint. 
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