286 16th Street, Burlington, SO S8OB07 | 719346531
kechsd.org

Dr. Sujatha Nallapareddy

% Rocky Mountain Cancer Centers
y . Phone: 303-418-7600
Rocm' MOUNTAIN
CANCER CENTERS
Regarding: Oncology / Hematology Referral / Appointment

Has an appolntment with Dr. Nallapareddy on

@ At the KCCMH Specialty Clinic in Burlington, Co.

You will need to bring the following items with you to this appointment:
o New palient paperwork
o 1D/ Drivers Licenses
o Insurance cards
o Co-pay (if required)
o Current Medication list

If you have any of the following medical records or test result from a different facility, please bring a copy of
the result with you or request that facility to fax them to us @ 970-692-2655

o Lab results {within the last current year)

o CT/ MR/ Ultra Sound/ Xray  Report / Disc with images)

o EKG/ ECHCG/ Stress test/ Event Monitor

o Sleep Study / PIYs/EMGs/EEGS

¢ Provider Consult notes from

Please arrive 15 minutes prior te your appointment time to check in and register with Admissions. If you
have any questions regarding your upcoming appointment or if you need to cancel or reschedule please call
us @ 719-346-4780.

Updated: 04/23/2026

Mission;
To impiove the health and lives in our communities by providing hiah quality healthcare close to home,







Notice of Privacy Practices
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THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED, AND HOW YOU CAN GET
ACCESS TO THIS INFORMATION. YOU HAVE THE RIGHT TO REQUEST AN AMENDMENT TO YOUR MEDICAL INFORMATION FOR
AS LONG AS IT IS MAINTAINED BY OR FOR US. PLEASE REVIEW IT CAREFULLY.

About Us

In this Notice, we use terms like “we,” “us,” “our” or “Practice”
to refer to Rocky Mountain Cancer Centers (RMCC), its
physicians, employees, staff, and other personnel. All of the
sites and locations of RMCC follow the terms of this Notice and
may share health information with each other for treatment,
payment, or health care operations purposes and for other
purposes as described in this Notice.

"o

Purpose of this Notice

This Notice describes how we may use and disclose your health
information to carry out treatment, payment, or health care
operations and for other purposes that are permitted or required
by law. This Notice also outlines our legal duties for protecting the
privacy of your health information and explains your rights to have
your health information protected. We will create a record of the
services we provide you, and this record will include your health
information. We need to maintain this information to ensure that
you receive quality care and to meet certain legal requirements
related to providing you care. We understand that your health
information is personal, and we are committed to protecting your
privacy and ensuring that your health information is not used
inappropriately.

Our Responsibilities

We are required by law to maintain the privacy of your health
information and to provide you with notice of our legal duties and
privacy practices with respect to your health information. We are
also required to notify you of a breach of your unsecured health
information. We will abide by the terms of this Notice.

How We May Use or Disclose Your Health Information
The following categories describe examples of the way we use and
disclose health information without your written authorization:

For Treatment: We may use and disclose your health information to
provide you with medical treatment or services. For example, your
health information will be shared with your oncology doctor and
other health care providers who participate in your care.

For Payment: We may use and disclose your health information as
needed to bill or obtain payment for the treatment and services
provided. For example, a bill may be sent to you, your insurance
company, or a third-party payer. The bill may contain information
that identifies you, your diagnosis, and treatment or supplies used
in the course of treatment. We may also tell your health plan about
a treatment you are going to receive to obtain prior approval or to
determine whether your health plan will cover the treatment.

For Health Care Operations: We may use and disclose your health
information in order to support our business activities. These uses
and disclosures are necessary to run the Practice and make sure
our patients receive quality care. For example, we may use your
health information for quality assessment activities, training of

medical students, necessary credentialing, and for other essential
activities. We may also disclose your health information to third
party "business associates” that perform various services on

our behalf, such as transcription, billing, and collection services.
in these cases, we will enter into a written agreement with the
business associate to ensure they protect the privacy of your
health information.

Individuals Involved in Your Care or Payment for Your Care and
Notification: We will make the following uses and disclosures of
your health information but will generally give you an opportunity
to object before making these disclosures. We may disclose to your
family, friends, and anyone else whom you identify who is involved in
your medical care or who helps pay for your care, health information
refevant to that person’s involvement in your care, or paying for your
care. We may also make these disclosures after your death.

We may use or disclose your information to notify or assist in
notifying a family member, personal representative, or any other
person responsible for your care regarding your physical location
within the Practice, general condition, or death. We may also use
or disclose your health information to disaster-relief organizations
so that your family or other persons responsible for your care can
be notified about your condition, status, and location.

We are also allowed to the extent permitted by applicable
law to use and disclose your health information without your
authorization for the following purposes:

As Required by Law: We may use and disclose your health
information when required to do so by federal, state, or local law.
Under Colorado law, we are restricted from disclosing certain
health information about individuals engaging in any “legally
protected health-care activity,” such as seeking or receiving
reproductive health care or gender-affirming care that is lawful
in Colorado. When we receive requests for such information, we
will review them in accordance with Colorado law. This may result
in us declining or limiting disclosures that would assist federal and
state investigations or proceedings outside of Colorado seeking
to impose liability or professional sanction for engaging in such
legally protected health-care activity. However, we will provide
such health information in response to a written request from the
individual who is the subject of the investigation or proceeding
(e.g., the patient).

Judicial and Administrative Proceedings: If you are involved in
a legal proceeding, we may disclose your health information in

response to a court or administrative order. We may also release
your health information in response to a subpoena, discovery
request, or other lawful process by someone else involved in
the dispute, but only if efforts have been made to tell you about
the request or to obtain an order protecting the information
requested.



HIPAA Authorization/ ) m
Patient Communication ROCKY MOUNTAIN
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Select Clinic Location

Patient Name Date of Birth

Under HIPAA, we may discuss your protected health information, including care or financial information with individuals
involved in your care if you are not present or do not have the capacity to agree or object, if in the professional judgment of
RMCC physician or other caregiver, we conclude that the disclosure is in your best interest. The disclosure is limited, in this
circumstance, to protected health information that is directly relevant to that individual’s involvement in your care.

{ would like to identify specific individuals to whom RMCC may make the foregoing disclosures, such as in the event that they are
unable to reach me or in response to an inquiry: [dves [INo

If yes, please list them here:

1) 3)

Name Phone Name Phone
Relation to Patient Relation to Patient

2) 4)
Name Phone Name Phone
Relation to Patient Relation to Patient

Communications: Please specify certain ways we may or may not communicate with you. This Is to include appointment
reminders, test results, prescription refills, and financial communications.

Phone Number: [ ]Yes [ |No Leave messages on my answering machine/voicemail
[ IYes [INo Leave messages with any other person answering the phone
[IYes [[INo Utilize text messaging for appointment reminders Cell wH

[IYes [INo Attempt to contact me via my email address Email *k

** By providing your cell number and email you are agreeing to be contacted for appointment reminders and physician surveys.

I understand the contact information on the Registration Form will be relied upon to communicate with me regarding my medical
and financial information until such time as | notify RMCC in writing of a change.

Electronic Medical Records and Prescription Access: | acknowledge that the office uses electronic medical records and may
use such system to look at and prescribe medications.

Printed Name Date Signature of Patient/Guardian

Reason Patient Unable to Sign/Guardian Relationship

RoclkyMountainCancerCenters,com
Updated 7/15/2025



Health Oversight Activities: We may use and disclose your health
information to health oversight agencies for activities authorized by
law. These oversight activities are necessary for the government to
monitor the health care system, government benefit programs,
compliance with government regulatory programs, and
compliance with civil rights laws.

Law Enforcement: We may disclose your health information,
within limitations, to law enforcement officials in limited
circumstances such as: to identify or locate suspects, fugitives,
witnesses or victims of a crime, to report deaths from a crime,
and to report crimes that occur on our premises,

Public Health Activities: We may use and disclose your health
information for public health activities, including the following:

< To prevent or control disease, injury, or disability;

« To report births or deaths;

« To report child abuse or neglect;

+ Activities related to the quality, safety or effectiveness of
FDA-regulated products;

- To notify a person who may have been exposed to a
communicable disease or may be at risk for contracting or
spreading a disease or condition as authorized by law; and

- To notify an employer of findings concerning work-related
illness or injury or general medical surveillance that the
employer needs to comply with the law if you are provided
notice of such disclosure.

Serious Threat to Health or Safety: We may use or disclose your
health information when necessary to prevent a serious and

imminent threat to your health or safety or the health and safety
of the public or another person. Any disclosure would only be to
someone able to help prevent the threat of harm.

Organ/Tissue Donation: If you are an organ donor, we may

use and disclose your health information to organizations that
handle procurement, transplantation, or banking of organs, eyes,
or tissues.

Coroners, Medical Examiners, and Funeral Directors: We may
use and disclose health information to a coroner or medical
examiner. This disclosure may be necessary to identify a
deceased person or determine the cause of death. We may also
disclose health information, as necessary, to funeral directors to
assist them in performing their duties.

Workers’ Compensation: We may disclose your health information
as authorized by and to the extent necessary to comply with laws
related to workers’ compensation or similar programs that provide
benefits for work-related injuries or illness.

Victims of Abuse, Neglect, or Domestic Violence: We may
disclose health information to the appropriate government

authority if we believe a patient has been the victim of abuse,
neglect, or domestic violence. We will only make this disclosure
if you agree, or when required or authorized by law.

Military, Veterans, National Security, and Other Government
Purposes: If you are a member of the Armed Forces, we

may release your medical information as required by military
command authorities or to the Department of Veterans Affairs,
We may also disclose your medical information to authorized
federal officials for intelligence and national security purposes
to the extent authorized by law.

Inmates: If you are an inmate of a correctional institution or
under the custody of a law enforcement official, we may disclose
your health information to the correctional institution or law
enforcement official fo assist them in providing you health care,
protecting your health and safety or the health and safety of
others, or for the safety of the correctional institution.

Research: We may use and disclose your health information for
certain research activities without your written authorization. For
example, we might use some of your health information to decide
if we have enough patients to conduct a cancer research study.
For certain research activities, an Institutional Review Board (IRB)
or Privacy Board may approve uses and disclosures of your health
information without your authorization.

Other Uses and Disclosures of Your Health Information that
Require Written Authorization:

Other uses and disclosures of your health information not covered
by this Notice will be made only with your written authorization.
Some examples include:

« Psychotherapy Notes: We usually do not maintain psychotherapy
notes about you. If we do, we will only use and disclose them
with your written authorization except in limited situations.

- Marketing: We may only use and disclose your health information
for marketing purposes with your written authorization. This
would include making treatment communications to you when
we receive a financial benefit for doing so.

< Sale of Your Health Information: We may sell your health
information only with your written authorization.

If you authorize us to use or disclose your heatth information, you
may revoke your authorization, in writing, at any time. If you revoke
your authorization, we will no longer use or disclose your health
information as specified by your revocation, except to the extent
that we have taken action in reliance on your authorization. Note
that there is a potential that information disclosed to third parties
under an authorization may no longer be protected by HIPAA, and
those third parties could re-disclose your information.

Your Rights Regarding Your Health Information
You have the following rights regarding the health information we
maintain about you:

Right to Request Restrictions: You have the right to request
restrictions on how we use and disclose your health information
for treatment, payment, or health care operations. In most
circumstances, we are not required to agree to your request. If
we agree to a restriction, we will comply with your request unless
the information is needed to provide you emergency treatment.
To request restrictions, you must make your request in writing and
submit it to the clinic where you receive care. We are required

to agree to a request that we restrict a disclosure made to a
health plan for payment or health care operations purposes if the
information applies solely to a healthcare item or service for which
we have been paid out of pocket in full and such disclosure is not
otherwise required by law.

Right to Request Confidential Communications: You have the right
to request that we communicate with you in a certain manner or at
a certain location regarding the services you receive from us. For
example, you may ask that we only contact you at work or only by
mail. To request confidential communications, you must make your
request in writing and submit it to the clinic where you receive
your care. We will not ask you the reason for your request. We will
attempt to accommodate all reasonable requests.




Right to Inspect and Copy: You have the right to inspect and/
or obtain a copy of your health information maintained in a
designated record set. If we maintain your health information
electronically, you may obtain an electronic copy of the
information or ask us to send it to a person or organization that
you identify with. To request to inspect and/or obtain a copy of
your health information, you must submit a written request to
the clinic where you receive your care. A form can be found
on our website (www.rockymountaincancercenters.com). If you
request a copy (paper or electronic) of your health information,
we may charge you a reasonable, cost-based fee.

Right to Amend: if you feel that your health information is
incorrect or incomplete, you may request that we amend your
information. To request an amendment, you must make your
request in writing by filling out the appropriate form provided
by the clinic where you receive your care.

Right to an Accounting of Disclosures: You have the right to
request an accounting of disclosures we have made of your

health information in the past six (6) years. Please note that
certain disclosures need not be included in the accounting we
provide to you.

To request an accounting of disclosures, you must make your
request in writing by filling out the appropriate form provided
by the clinic where you receive your care and submitting it

to the Director of Compliance, 7951 E. Maplewood Ave., Ste
350, Greenwood Village, CO 80111. The first accounting you
request within a 12-month period will be free. For additional
accountings, we may charge you for the costs of providing the
accounting. We will notify you of the costs involved and give you
an opportunity to withdraw or modify your request before any
costs have been incurred.

Right to a Paper Copy of This Notice: You have the right to a
paper copy of this Notice at any time, even if you previously
agreed to recelve this Notice electronically. To obtain a paper
copy of this Notice, please contact the RMCC clinic where you
receive your care. You may also obtain a paper copy of this
Notice at our website, www.rockymountaincancercenters.com.

Communications

We may reach out to you regarding your healthcare via the
phone numbers and email addresses you've provided. This
could include calls, texts, or emails, possibly through automated
systems or pre-recorded messages. Some communications sent
via text message may request an additional confirmation from

[N

Acknowledgement:

you that you would like to receive the message. You'll always
have the option to opt out of future communications like these.

Our messages might cover topics such as appointment reminders,
your experience as a patient, discharge planning, billing,
prescription updates, research opportunities, our products and
services, treatment options, general health information, and
regulatory notices. Please be aware that texts and emails are not
encrypted, so there’s a risk they could be accessed by others. To
protect your privacy, we limit the sensitive health information in
these messages. If you prefer not to receive texts or emails, please
contact us, and we will remove you from such lists.

Changes to this Notice

We reserve the right to change the terms of this Notice at any
time. We reserve the right to make the new Notice provisions
effective for all health information we currently maintain, as well
as any health information we receive in the future. If we make
material or important changes to our privacy practices, we will
promptly revise our Notice. We will post a copy of the current
Notice in the lobby/reception area of each clinic. Each version
of the Notice will have an effective date listed on the first page.
Updates to this Notice are also available on our website,

www.rockymountaincancercenters.com.

Complaints

If you have any questions about this Notice or would fike to file
a complaint about our privacy practices, please direct your
inquiries to:

Director of Compliance

7951 E. Maplewood Avenue Ave., Ste 350,
Greenwood Village, CO 80111

Email: RMCCCompliance@usoncology.com
(Office) 303-930-7809

(Fax) 303 930-8065

You may also file a complaint with:

The Secretary of the U.S. Department of Health and Human
Services

200 Independence Ave., S.W., Room 509F HHH Bldg.
Washington, D.C. 20201

Email: OCRComplaint@hhs.gov

You will not be retaliated against or penalized for filing a complaint.

Questions
If you have questions about this Notice, please contact the
Director of Compliance and Privacy, 303-930-7809.

Rocky Mountain Cancer Centers is committed to protecting your privacy and ensuring that your health information is used and disclosed
appropriately. This Notice of Privacy Practices identifies all potential uses and disclosures of your health information by our organization and
outlines your rights with regard to your health information. Please sign the form below to acknowledge that you have received our Notice

of Privacy Practices.

Printed Name

Date Date of Birth

Signature of Patient/Guardian

Your Courage.
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CANCER CENTERS

RockyMountainCancerCenters.com

Reason Patient Unable to Sign/Guardian Relationship

Updated 2/13/2026



ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le
303-930-7880 (TTY: 711).

1T eTer: atrléﬁﬁtrl’cﬁrq‘wolga—a 31 TUTSERT TATECT $ITST HETIAT HATES fol:3oeh FIAT 3Tl & | BieT TeJare
303-930-7880 (RaT: TTY: 711). )

PAUNAWA.: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang
bayad. Tumawag sa 303-930-7880 (TTY: 711).

FREE: AREZEINDSBE. BHOSHEXEL CHALVZITET, 303-930-7880 (TTY:
TINET, BBEEICTTEB LS,

A8 Ul 303-930-7880 (TTY: 711). L adly oo abl b Ladi o) 0 8 ) €y gy (35 gt i€ o SR sl gy 4 K1 jdags

Dé de nia ke dyédé gbo:  jii ké m[Basoo-wiidii-po-nyo] jii ni, nif, & wudu ka ko dd po-pod Beln mgbo kpéa. Da
303-930-7880 (TTY: 711).

AKIYESI: Ti o ba nso ede Yoruba ofe ni iranlowo lori ede wa fun yin o. E pe ero ibanisoro yi 303-930-7880 (TTY: 711).

Ige nti: O buru na asu Ibo asusu, enyemaka diri gi site na call 303-930-7880 (TTY: 711).

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama, Bilbilaa:
303-930-7880 (TTY: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung.
Rufnummer: 303-930-7880 (TTY: 711).

(TT1TTY: oS5 st s 8 5) 7880-930-303 pdn dostl  laally cll 8l 435 4y galll Bacbualt cileass b cdalll (S Cuaai cu€ 1Y) +ds jale

Acknowledgement:

Printed Name Date Date of Birth

Signature of Patient/Guardian Reason Patient Unable to Sign/Guardian Relationship

ROCKY MOUNTAIN™ } Your Courage. , .
CANCER CENTERS Our Expertise. ReckyblosntainCoancerGentori.oom Updated 2/01/2026
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Non-Discrimination Notice ROCKY MOUNTAIN™ | o et

Terms: Rocky Mountain Cancer Centers complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex.

Rocky Mountain Cancer Centers:

Notice

* 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, please contact your primary Rocky Mountain Cancer Centers location.

If you believe that Rocky Mountain Cancer Centers 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:

Director of Compliance

7951 E Maplewood Ave #350
Greenwood Village, CO 80111
RMCCCompliance@usoncology.com
303-930~7809 Office
303-930-8065 Fax

ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingtistica. Llame al 303-930-7880
(TTY: 711).

ER ¢ AR RIS T AR B SRR S R IR o HEKEE 303-930-7880 (TTY: 711). -

CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vy hd tro ng6n nglt midn phi danh cho ban. Goi s§ 303-930-7880 (TTY:
710).

Fo: SR E MBSHA= B, 80 X2 MEIAE RER 01856H4! 4 A& LICH 303-930-7880 (TTY:
TN Z Jotol FH AL,

BHUMAHME: Ecnu Bbl FOBOPUTE Ha PYCCKOM S3BIKE, TO BaM JAOCTYIHBI OECIUIATHEIE YCIYTH TIEPEBOAA. 3BOHUTE
303-930-7880 (renetatin: 711).

TFDR: .G Kk RTICE MU OFCTI KRGS SCEATE Q1R ASTUPT HIDEHFPA: OL TFAD: £TC L2004 303-930-7880
(o0t AraGFD-; 711),

Continued e
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Financial Policy Acknowledgement R yowTiN

Terms:

- You will receive a cost estimate prior to receiving treatment. Patient financial counselors will review your account and
determine if financial assistance is available through grants, foundations, or copay cards.

- You are responsible for ensuring Rocky Mountain Cancer Centers has your current health insurance and billing

information on file. We ask that you notify us either online at rockymountaincancercenters.com/patient-resources/

insurance, by e-mail at RMCCinsurance.changes@usoncology.com, or by phone at 833-634-7131 any time you have a
change in your insurance or billing information. If you lose insurance coverage, we must be notified immediately.

- Please bring your current health identification card to all appointments.

- You are responsible for assisting the practice in obtaining any referrals that may be required by your insurance plan
prior to your appointment.

- You are ultimately responsible for all incurred charges not paid by insurance. This includes any unmet deductible,
coinsurance, copayment, out of pocket, and/or charges not covered by your insurance company. If insurance payments
are made directly to you or your representative, you must endorse such payments to Rocky Mountain Cancer Centers.

- Your estimated treatment payment is expected in full at time of service. We will also ask for payment on any
outstanding patient balances at the time of check-in. If you are unable to pay in full, you will be set up on a recurring,
auto-draft payment plan.

- A completed and signed patient payment agreement form must be on file for every patient, regardless of whether they
are paying in full or setting up a recurring auto-draft payment plan.

Payment plan payments are only payable by auto-draft from a checking or savings account, or a debit or credit card.

- Payment plans will not exceed 12 months. Should additional time be needed, our financial assistance team will review
your debt, income, and assets before seeking approval from a practice manager.

- Should two consecutive automatic draft payments decline with no contact from patient, the payment plan agreement
will be nullified, and the entire unpaid balance of the agreement will become immediately due and payable. The office
may pursue further collection action.

Printed Name Date Date of Birth

Signature of Patient/Guardian Reason Patient Unable to Sign/Guardian Relationship

fRockyMouniainCanoer Center.com Updated 2/01/2026
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At Rocky Mountain Cancer Centers (RMCC), we are committed to alleviating the financial burden on our patients. Our
dedicated team will diligently work to review and enroll eligible patients in various patient assistance programs. These programs
are designed to provide financial relief by offering free or reduced-cost treatments. We strive to ensure that our patients have
access to the necessary resources and support, allowing them to focus on their health and well-being without the added stress
of financial concerns. Rest assured; we will explore all available options to assist you in managing your healthcare expenses.

| understand that RMCC and its affiliates (including The US Oncology Network and Annexus Health) are acting solely as agents
to help me find and apply for appropriate financial assistance. In order for RMCC and its affiliates to provide me with financial
assistance, | understand that they will need to obtain, review, use, and/or disclose my personal health information (PHI),
information relating to my medical condition, and information that | otherwise provide to RMCC and its affiliates, including my
name, address, and other personal identifying information.

{ authorize RMCC to use my personal heaith information to complete phone, electronic, or hardcopy applications and to sign
online applications on my behalf to determine my eligibility. | also authorize my physician, pharmacy, insurance companies, and
health plan(s) to disclose my personal health information to RMCC and its affiliates as necessary to complete applications on my
behalf or to verify information on my application.

| understand that my physician and RMCC do not determine my eligibility for assistance. Eligibility for assistance is determined by
the sponsors of the charitable foundations or product manufacturers ("Programs”) and is contingent upon the eligibility criteria
set forth by the program. | understand that the charitable foundations and product manufacturers ("Programs”) may perform a
“soft credit check” to obtain confirmation of household reported income.

By authorizing RMCC to submit my application, | attest that | understand and agree to the below statements.
+ | understand RMCC and/or their affiliates may contact me to obtain any additional information needed to complete an application.

* | understand that the Program sponsor may request documentation to verify the accuracy of any information that | may provide
for the application, including verification of my household income.

+ If I do not provide documentation or information as requested by the Program, or if the Program determines | do not meet the
Program eligibility requirements, my participation and all assistance may be terminated.

+ | understand that all assistance from Programs is subject to availability of funds at the time funds are requested and that this
Authorization is not a guarantee that | will receive or obtain any financial assistance.

+ | agree that all information | provide to RMCC and applicable Programs, to the best of my knowledge, is true, accurate, and
compiete, and | will notify RMCC and any relevant Program of any changes to the information | provide.

* | agree and authorize RMCC and the Assistance Program Sponsorl(s) to disclose, obtain, and discuss my medical, treatment,
therapy, financial, and other personal information relating to my application with my providers, pharmacy, insurance company,
and other organizations working on my behalf to obtain eligible treatment.

* | understand that my protected health information disclosed to RMCC, to a Program, or under an applicable application for my
financial assistance may be re-disclosed by recipients of my health information for the purposes described in this Authorization
and may no longer be protected by privacy laws, such as HIPAA.

+ | understand that if | have applied for assistance elsewhere, | must disclose this to any other Foundation or Patient Assistance
Program that approves me for assistance.

« | understand that there is no fee or charge for this support service.

* | understand that the Program can at any time, and without notice, modify or discontinue all or any part of the Program and/or
any assistance provided to me. The financial assistance provided by any Program may not cover my entire liability for treatment.
Some Programs limit assistance to the specific drugs that treat or cover only certain conditions. Should additional assistance be
needed for continuity of treatment, | understand that RMCC will complete and submit applications to secondary Programs or
submit renewal applications on my behalf.

Patient Initials
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Patient Rights & Responsibilities

Terms:

Rights - As a patient, you have the right to:

Be informed of any teaching programs, research, or experimental
programs in which Rocky Mountain Cancer Centers is participating.

1. Be treated with courtesy, dignity, and respect of your personal 6.
privacy by all employees of Rocky Mountain Cancer Centers.

+ Decline visits or conversations with anyone not directly involved 7. Receive a full explanation of financial responsibilities prior
in your care. to beginning treatment.
» Wear appropriate personal clothing and religious or symbolic 8. Obtain expert professional care without discrimination, regardiess of

items as long as they do not interfere with your treatment. age, color, religion, national origin, sexual preference, handicap, or sex.

Express your preferences regarding treatment and end-of-life

decisions in advance.

» You also have the right to designate a surrogate decision maker and
have your care provider follow your Advance Directives.

« Information about Advance Directives is available upon admission or
upon request, and copies will be provided.

* Be interviewed and examined in reasonable privacy. 9.

* Request the presence of a person of the same sex during certain
parts of a physical examination, and to remain disrobed only as
long as is necessary to perform medical procedures.

+ Have your medical care discussed discreetly. Persons not
involved in your health care will not be present at such a

discussion or consultation unless authorized by you. 10. Be free from seclusions or restraints unless it is medically necessary.

+ Expect that only persons directly involved in your treatment, 1.
including those who monitor its quality, will have access to your
medical record. Others may read your medical record only
with your written permission, or that of your legally authorized 12
representative.

Have a person of your choice, as well as your doctor, notified
promptly that you are being treated by Rocky Mountain Cancer
Centers.

. Receive a complete explanation of the need for your transfer before
you are transferred to any other facility.

. Be free of physical/mental abuse and/or neglect by all employees of
Rocky Mountain Cancer Centers.

+» Receive confidential treatment of your condition, medical 13
record, and financial information.

2. Recelve an explanation of your diagnosis, benefits of treatment,

ot . } . 14. Complain or file a grievance with Rocky Mountain Cancer Centers’
alternatives, recuperation, risks, and an explanation of patient representative or compliance department without fear of
consequences if treatment is not pursued. retaliation or discrimination.
5. Receive an explanation of all services provided by Rocky Mountain 15, Access your personal records and obtain copies upon written request.

Cancer Centers, the days and hours of service, and provisions

possible for emergency care, including telephone numbers 16. Receive assistance and consideration in the management of pain.

Please note: Rocky Mountain Cancer Centers does not refill
medications, including controlled substances, that have been
prescribed by any outside provider.

17. Request and receive appropriate arrangements, if needed, to
accommodate any disabilities.

4. Choose your own physician/caregiver, and know the names,
credentials, and experience of the staff.

5. Refuse participation in any protocol or aspect of care, including
investigational studies, and freely withdraw previously given
consent for further treatment.

Responsibilities - As a patient, you have the responsibility to:

Cooperate in the planned care and treatment developed for you.

Request more detailed explanations for any aspect of service you do
not understand.

1. Disclose accurate and complete information related to your 6.
physical condition, hospitalizations, medications, allergies, medical
history, and related items.

2. Participate in developing a plan of care, Advance Directives, and a 8. Inform your physician and nurses of any changes in your condition or
Living Will. any new problems or concerns.
3. Assist in maintaining a safe, peaceful environment by adhering to 9. Communicate any temporary or permanent change in your address

our policy of no firearms or weapons on our property. or telephone number, which might hinder contact with you.

. Relate your levels of discomfort and/or pain and perceived changes
in your pain management to your physician.

. Understand that for the safety and wellbeing of other patients and
our staff, only service animals are allowed in our medical facilities.

4. Provide new/updated information related to your health 10
insurance to the business office,

5. Contact Rocky Mountain Cancer Centers when unable to keep 1
scheduled appointments.

« APPOINTMENTS: You will be reminded of your appointment via 12
email, text message, and/or phone call 24-48 hours prior. We
ask that you arrive 15 minutes before your appointment to verify
and/or update patient information.

+ LATE POLICY: If you arrive 10 minutes or more after your
scheduled appointment time, you may be asked to reschedule
for the next available opening.

+ NO SHOW CANCELLATIONS: Any combination of three no-
shows, and/or same day cancellations within a rolling 12-month
timeframe may result in discharge from the practice, We ask
that you notify us as soon as possible if you cannot make an
appointment.

. Treat our physicians and staff with respect, courteousness, and
refrain from the use of foul or abusive language and physical threats.

* This includes not using negative tones and raising your voice
during in person visits, virtual visits, emails, telephone calls and/
or voicemails. Violation of this policy could result in being placed
on a behavioral contract and ultimately being discharged from the
practice. We hold our staff to these same standards.



Complaints or Grievances:

For any complaints, grievances, or disability issues, please contact:

Rocky Mountain Cancer Centers
Compliance Department
Phone: 303-930-7809

The following agencies may be contacted to a file a grievance against a nurse or physician:

Physician
Colorado Board of Medical Examiners
Phone: 303-894-7800

Nurse
Colorado Board of Nursing
Phone: 303-894-2430

A grievance against a nursing home, hospice, or hospital (only after completing any internal hospital grievance procedures)
can be filed by contacting:

Colorado Department of Health
Health Facilities Division

4300 Cherry Creek Drive South
Denver, CO 80222-1530

Phone: 303-692-2000

Acknowledgement:

Printed Name Date Date of Birth
Signature of Patient/Guardian Reason Patient Unable to Sign/Guardian Relationship
2 m
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Assignment of Benefits/
Financial Responsibilities

/ ™
ROCKY MOUNTAIN™ | Your Courage.

Agreement/Consent YHTMORTA™N | our Expertise.
Patient Name:
Phone: Type: Alternate Phone: Type:
Home Address: Mailing Address:
City: State: Zip: City: State: Zip:
Date of Birth: Age: SSN:
Sex at Birth: Gender |dentity: Sexual Orientation: Preferred Pronouns:
(] Male [ Male L] Straight/Heterosexual I He/Him/His
O Female [ Female [ Lesbian, Gay, Homosexual [J She/Her/Hers

[ Male to Female O Bisexual [ They/Them/Theirs

[ Female to Male O Other [ Choose Not to Disclose

{0 Genderqueer [ Don't Know

[ other [J Choose Not to Disclose

[ Choose Not to Disclose
Ethnicity: Hispanic/Latino  [Yes [INo [ Declined Race; L1 Declined

Marital Status: (D Married [ Single [Divorced [ Widowed [Other Email:

Preferred Method of Contact: CICell [ Home [Work [1Email [l Mait Preferred Language:

Employer: Phone:

Address: Occupation:

Responsible Party: Relationship: Phone:
Emergency Contact: Relationship: Phone:
Referring Physician: Primary Care Physician:

Primary Insurance: Phone:

Subscriber Name: Date of Birth:

Group Number: Policy Number:

Secondary Insurance: Phone:

Subscriber Name: Date of Birth:

Group Number: Policy Number:

RochyMouniainanoer Contar s aom Updated 2/24/2026



Assignment of Benefits/
Financial Responsibilities ,
Agreement/Consent R NN | Evpertee

1. lunderstand that | am responsible for charges not covered or reimbursed by the above agents. | agree, in the event of
non-payment, to assume the costs of interest, collection, and legal action {if required).

2. lauthorize my insurance carrier to release information regarding my coverage to Rocky Mountain Cancer Centers.

3. My right to payment for all pharmaceuticals, procedures, tests, medical equipment rentals, supplies and nursing/physician
services including major medical benefits are hereby assigned to Rocky Mountain Cancer Centers. This assignment covers
any and all benefits under Medicare, other government sponsored programs, private insurance, and any other health plans.

4. | acknowledge this document as a legally binding assignment to collect my benefits as payment of claims for services. In
the event my insurance carrier does not accept Assignment of Benefits, or if payments are made directly to me or my
representative, | will endorse such payments to Rocky Mountain Cancer Centers.

5. lunderstand that | have a right to request and receive a Notice of Privacy Practices from Rocky Mountain Cancer Centers.

Prescription History Consent

| acknowledge that Rocky Mountain Cancer Centers may use health information exchange systems to electronically transmit,
receive, and/or access my prescription history. | understand that this prescription history consent will be valid and remain in
effect as long as | attend or receive services from Rocky Mountain Cancer Centers unless revoked by me in writing with such
written notice provided to each practice site | attend or from which | receive services.

| voluntarily consent to provide Rocky Mountain Cancer Centers access to and use of my prescription medication history from
other health care providers or third-party pharmacy benefit payers for treatment purposes. | understand that my prescription
history (which includes but is not limited to prescriptions, labs, and other health care drug historical information) from multiple
other unaffiliated medical providers, insurance companies, and pharmacy benefit managers may be viewable by my providers
and staff here, and it may include prescriptions dating back several years.

THIS AGREEMENT/CONSENT WILL REMAIN IN EFFECT UNLESS REVOKED BY ME IN WRITING.

I have read and received a copy of the above statements and accept the terms. A duplicate of the statement is considered the
same as the original.

Patient Signature Date of Birth

Date Time Clam CIpm

RockyMountainCancerCenters.com Updated 2/24/2026



+ | understand and acknowledge that if | do not sign or provide this Authorization, my physician or RMCC cannot withhold or
condition my healthcare or treatment based on my decision to not sign or provide this Authorization.
+ | understand that this authorization is valid for 12 months. | (or my legally authorized representative) may cancel this

Authorization at any time by mailing a written request for such cancellation to RMCC. However, | understand that any
cancellation will not apply to any information already used or disclosed pursuant to this Authorization. | understand that | may

request a copy of this Authorization once it has been signed.
» If applicable, | consent to the use of electronic signatures to complete, sign, and deliver this Authorization and agree that my
electronic signature is as valid as if | signed the document in writing.

Patient Name (print): Patient DOB:

PLEASE SIGN ONE OF THE SECTIONS BELOW

| agree and certify that | have read, understood, and will abide by the above attestation and authorize RMCC to
proceed with applying for assistance on my behalf.

Effective Date:

Signature of Patient/Legally Authorized Representative:

Relationship to Patient (if Patient is not signing):

I choose to decline and/or retract my authorization for RMCC and the above listed affiliates to proceed with applying
for assistance on my behalf.

Effective Date:

Signature of Patient/Legally Authorized Representative:

Relationship to Patient (if Patient is not signing):

RockybiomdainOencereniom.com
Updated 8/15/2025



Today's Date:

. . . % ™ | Your Courage.
Medical History Checklist RORENGNAN | oo eepertie

Patient Name: Date of Birth:

Primary Care Physician:
PERSONAL & SOCIAL INFORMATION Please check the one that most applies to you
[IMarried [Single [Divorced []Widowed If married, name of spouse:

Preferred Pronouns: Gender ldentity: Sexual Orientation:

Number of children: Agels):

What is your primary language?
Who lives with you? (Check all that apply) [11 live alone [_] Spouse []Children []Parents []Friend [] Other:
I am currently: Working[[]Yes [[INo Current or former occupation:
Work schedule is: [[] Full-time [ Part-time [] Sick Leave []Retired []Disability [_] Other:
Do you have any history of exposures to toxins, chemicals, or radiation? ] Yes [_] No

Alcohol use: []Yes [INo How much? {Average number of drinks per day, per week, or per month)

Have you ever been a heavier drinker than you are now? [_]Yes [ INo For how long?
History of tobacco use: ] Yes [ Never If yes: Have you quit? []Yes [INo When?
How many packs per day (average)? For how many years?

Have you used chewing tobacco? []Yes [] Never For how many years?
History of vaping: [ ] Yes []Never If yes: Have you quit? [1Yes [JNo When?
History of recreational drug use: [1Yes [JNo For how long? ____Typeofdrugls):

History of depression/anxiety: [ ]Yes [ 1No For how long? Treatment:

Have you executed Medical Power of Attorney, Directive to Physicians (Living Will) or Out-of-Hospital Do Not Resuscitate forms2 [] Yes [_] No
Would you like to learn about Advance Care Planning Program, My Choices, My Wishes2 [ ]Yes [ No
If you have signed one of these legal documents then please speak to the nurse regarding your decisions and bring a copy with you to your appointment.

Do you have transportation available? [] Yes [_]No

PERSONAL MEDICAL HISTORY Piease check if you have been diagnosed with any of the following
[ Hypertension [[] Coronary heart disease [_] High cholesterol [] Diabetes mellitus [ Other:

[lCancer Type:.___ Treatment: [ surgery (] Chemotherapy [] Radiation
[[1Biood transfusion Datels): Reason:

FEMALES ONLY

Age at first period: Number of pregnancies: Did you ever breast feed? [7] Yes [] No
Age at menopause: Number of living children: ____ Did you take birth control pills? ] Yes [[] No

Age at birth of firstchild: Did you ever take hormones? [] Yes [] No

FAMILY HISTORY FPlease check if any of the following run in your family
[IBlood disease []Strokes [1High blood pressure [ ] Diabetes []Heart disease []Tuberculosis []Cancer (See Back Side of History Checkiist)

Allergy Type: Reaction:
Severity: [1Mild []Moderate [ Severe []Life threatening Onset: [ Recent []>5 Years []>10 Years [[]>20 Years [] Childhood

PREVENTATIVE CARE

Dateof lastfluvaccine:____ Where received:

Date of last colonoscopy: ________ Where received: Result: [] Normal [] Abnormal
Date of last mammogram: ______ Where received: Result: [] Normal [} Abnormal
Dateof lastpapsmear:_______ Where received: Result: ] Normal []Abnormal

Date of COVID-19 vaccine: 1 injection 2" injection (if applicable)



Patient Name: Date of Birth:

PAST SURGERIES

Appendix removed: ~ [lYes [JNo Date: __ C-Section: [JYes [INo Date:
Gallbladder removed: [IYes [INo  Date: _ Hysterectomy:  [IYes [INo Date:
Ovaries removed: Olves [(ONo [Jonlyone []Both

Surgery: Date:
Surgery: Date:

PAST ILLNESSES (REQUIRING HOSPITALIZATION WITHIN THE LAST YEAR)

lliness: Date:

lliness: Date:

FAMILY HISTORY OF CANCER

Please mark below any family history of the following cancers, the family relationship and age at diagnosis. Consider parents, children, siblings
{brothers and sisters), nieces, nephews, aunts, uncles, first cousins and grandparents.

Example:  Breast cancer sister 46 aunt 66
Parents/Children/ ; .
Family History Siblings/Nieces/Nephews Age Mother’s Side Age Father’s Side Age

Brain Cancer

Breast Cancer

Colon Cancer

Endometrial (Uterine) Cancer

Kidney Cancer

Melanoma

Ovarian Cancer

Pancreatic Cancer

Prostate Cancer

Sarcoma

Thyrold Cancer

Other Cancer

Does anyone in your family have a known genetic mutation related to hereditary cancerz [ JYes [INo

If yes, who? What gene was tested?

Are you able to obtain a copy of the report? [JYes [INo

ADDITIONAL INFORMATION

HockyMovrdainCanoerCenter s com
Updated 8/7/2025



List of Medications ROCKY MOUNTAIN

Your Courage.
Our Expertise,
Patient Name: Date of Birth:
PLEASE PRINT
Pharmacy Name: Pharmacy Location: Pharmacy Phone:
Please list all medications you are currently taking, including over the counter medications and herba! remedies.
Medications: Dosage: Directions: Reason for Taking: Ordering Provider:

Rocky Mountaln Cancer Centers compites with applicable Federal civil rights taws and
does not discriminate on the basis of race, color, natlonal origin, age, disabliity, or sex.
ATENCION: si habla espaiiol, tiene a su disposicién serviclos gratuitos de aslstencia
lingdistica. Liame al 303-930-7880 (TTY: 711).

@2025 Rocky Mountaln Cancer Centers. Alf rights reserved. Updated 7/16/2025 RockyMomtainCancarCentars, com



Your Courage.
Our Expertise,

. # "
Senior Assessment ROCKY MOUNTAIN

Patient Name: Date of Birth:

Date:

If you are 65 years or older, please complete this section prior to your first visit with your physician. You will review it
together as a part of shared decision-making to incorporate your goals and preferences in all interactions.

How is your hearing (with a hearing aid, if needed)?

[] Excellent ] Good L] Fair ] Poor L] Totally Deaf

Number of falls in the past 6 months:

D 1 or more [] None

Can you take your own medicines?

[ Without help (in the right doses at the right times)
[] with some help (able to take medicine if someone prepares it for you and/or reminds you to take it)

[] Completely unable to take your medicines

Does your health limit you in walking one block?

L] Limited a lot 1 Limited a little ] Not limited at all

During the past 4 weeks, how much of the time has your physical health or emotional problems interfered with your
social activities (like visiting with friends, relatives, etc.)?

L1 Alofthetime  [] Mostof thetime  [] Some of thetime [ Alittle of the time  [_] None of the time

BockyMouniadnCannerGaniar.com
Updated 7/16/2025






