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Dear Patient:

We would like to take this opportunity to welcome you to our practice. We look forward to meeting you
and providing the highest quality urologic care. In order to facilitate your appointment, we ask that you
please take a few moments and complete the enclosed forms. By doing this prior to your office visit, we
hope to make your visit as efficient as possible.

Our Norwood office will call you to get your medical information 2-3 days prior to your appointment. If
you do not receive this call 24 hours before your appointment, please call 513-841-7410.

We need you to bring the following to your appointment:

e Completed forms

e Insurance cards

o Dirivers license or picture ID

e Insurance co pay

e List of medications and allergies

e CD disk or x-ray forms, if performed, relating to your current problem

If your insurance requires a referral or pre-authorization when seeing a specialist, please contact your
primary care physician and confirm this has been completed.

We appreciate your taking the time to help us streamline your visit and serve you as efficiently as
possible. If you have any questions or need any assistance, please call our office. We will be happy to
help you in any way we can.

Calling after hours
If you need to reach your physician after-hours, please call the office where you were seen. A live agent
will answer your call, take a message and then get in touch with the physician on-call.

Office phone numbers:

Ohio Liberty Way Ross
Anderson — State Road 51 3'841 '7900 51 3'841 '7900
513-841-7795
Middletown Westside
Blue Ash 513-423-2244 513-841-7700
513-841-7800
Mt. Auburn Kentucky
Eastgate 513-841-7795 Crestview Hills
513-841-7750 859-363-2200
Norwood
5138417000 T Indiana
momT Lawrenceburg
Oxford 859-363-2200
Finneytown 513-841-7900

513-841-7400
We are looking forward to meeting you.

Phone: 513-841-7400 « Fax: 513-841-7401

www.UrologyGroup.com | Convenient offices in Ohio, Indiana and Kentucky

Tri State Urologic Services P.S.C., Inc. dba The Urology Group

12/16/2024
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Today’s date:

Patient name: Age: Date of birth:
LAST FIRST M

Please circle: Sex: Male/Female
Marital status: Single / Married / Divorced / Widowed

Address:
City / State / ZIP:
Phone: 1 Home: ( ) SS#:
(check primary number) - Mobile: ( )

1 Work: ( ) Email: @
Emergency contact: Name: Relationship:

Home: ( ) Mobile: ( )
Spouse: Name: Date of birth:
L] Check if same as emergency contact Phone: ( )
Nursing home/hospice: [] |livein a nursing home Facility name:
(Check if applicable) Address:
1 lamin hospice care Facility name:
Family physician: Phone: ( )
Referring physician: Phone: ( )
(if other than above):
Pharmacy name: Phone: ( )
Person responsible for charges: Home: ( )
L] Check if same as patient LAST FIRST Work:  ( )
Primary insurance: Policy #: Group #:
Subscriber’s name: Subscriber DOB:
Secondary insurance: Policy #: Group #:
Subscriber’s name: Subscriber DOB:
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Providing quality medical care for our patients is our primary concern. We are more than willing to provide that care
within your insurance contract guidelines if you let us know at each time of service exactly what those guidelines are.
Unfortunately, if you do not inform us of any special requirement in your contract and we subsequently order services,
such as lab work, x-rays, or hospitalization, that are not covered, we or the selected medical facility will have no choice
but to bill you directly for those charges. Payment for those charges is then your responsibility. As the policy holder,
YOU ARE RESPONSIBLE for knowing the benefits and restrictions of your insurance coverage.

WAIVER: | understand that should my insurance company require a REFERRAL/AUTHORIZATION prior to my
receiving Medical Service, and | have not obtained this and/or this office has not received this, | WILL
BE RESPONSIBLE FOR ALL CHARGES INCURRED.

| understand that should it become necessary to place my account with an outside collection agency
there will be an additional 30% late fee added to my delinquent balance.

| HAVE READ AND UNDERSTAND THE OFFICE POLICY STATED ABOVE AND AGREE TO ACCEPT
RESPONSIBILITY AS DESCRIBED.

Signature: Date:

*A $35.00 charge will be collected for all RETURNED CHECKS.
**A $35.00 charge will be collected for all DECLINED CREDIT CARDS.

Medicare Lifetime Signature on File

Name of Beneficiary

HIC Number

| request that payment of authorized Medicare benefits be made either to me or on my behalf to TRI STATE
UROLOGIC SERVICES, P.S.C., INC. for any services furnished me by TRI STATE UROLOGIC SERVICES,
P.S.C., INC. or their contracted agents PeriOp Anesthesia, P.S.C. or Professional Radiology Inc. or Southern Ohio
Pathology. | authorize any holder of medical information about me to release the Center for Medicare/Medicaid
Services (CMS) and its agents any information needed to determine these benefits or the benefits payable to
related services.

| understand my signature requests that payment be made and authorizes release of medical information
necessary to pay the claim. If item 9 of the HCFA-1500 claim form is completed, my signature authorizes releasing
of the information to the insurer or agency shown. In Medical assigned cases, the physician agrees to accept the
charge determination of the Medical carrier as the full charge and the patient is responsible only for the deductible,
coinsurance, and noncovered services. Coinsurance and the deductible are based upon the charge determination
of the Medicare carrier. In Medicare non-assigned cases, the patient is responsible for the entire charge.

Patient Signature: Date:

Witness if signed with an “X”

02-2064F — REV 3/30/2022
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We strive to provide availability for all our patients who need an appointment.
But often there are not enough slots available.
For that reason, this Missed Appointment/Cancellation Policy is necessary.

Patients with an appointment that needs to be cancelled must provide a 24-hour (business day)
notice. This allows us to schedule other patients who need to be seen.

HOW TO CANCEL YOUR APPOINTMENT

To avoid a fee, cancel your appointment at least 24 hours in advance by:

¢ Calling your physician’s office during normal business hours (24 hours prior to your
appointment) and speak with someone directly.

¢ Responding to the appointment reminder text you received.

Cancelling an appointment through Facebook or social media are NOT acceptable
methods of cancellation and you will be charged for your missed visit.

Appointments that are not cancelled at least 24 hours (business day) in advance, and patients
who fail to show up for a scheduled appointment, will be subject to a fee as outlined here:

. No Show/Late
Appointment Type Cancellation Fee
Office Visit $50.00
Diagnostic Imaging/Testing $50.00
Procedures (TUC and Hospital) $150.00

The fee must be paid in full before the appointment can be rescheduled.
We kindly ask that patients who are running late for an appointment call the office as soon as

possible to see if we are still able to accommodate the visit. Multiple no-shows or cancellations
may result in withdrawal from receiving future medical care from our providers.

02-8100



of Notice of Privacy Practices
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I acknowledge that either [please check appropriate box].

| have received a copy of Tri State Urologic Services P.S.C., Inc dba The Urology
Group/The Urology Center’s Notice of Privacy Practices.

or

| declined the offered copy of Tri State Urologic Services P.S.C., Inc dba The Urology
Group/The Urology Center’s Notice of Privacy Practices.

This notice describes how Tri State Urologic Services P.S.C., Inc dba The Urology Group/The
Urology Center may use and disclose my protected health information, certain restrictions on the
use and disclosure of my healthcare information, and rights | may have regarding my protected
health information.

BY CHECKING THE BOXES BELOW, YOU CAN AUTHORIZE US TO DISCLOSE
INFORMATION (OR RESTRICT ANY SUCH DISCLOSURES).

Messages with APPOINTMENT or MEDICAL information

You may send information or leave messages of this type via (check all that apply):
1 Home phone 1 In-person
1 Work phone 7 Malil
"1 Mobile phone 1 Email
7 Voicemall

My health Information can be left/discussed with:

] Anyone who answers the phones indicated above.

] Only with the following individuals:
First Name ESIENE Relationship to patient  Phone number

L] Do not give/leave appointment or medical information with anyone other than myself
(This will exclude your information from spouses, significant others, parents,
children, or any other family member.)

(Signature of patient or Personal Representative) (Date)

Relationship to patient (if other than patient)

02-2052F Rev 02/21
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The Urology Group is one of the leading clinical research centers in the country in the area of
urology. This is both positive for our patients and for society as a whole.

By participating, you may receive novel new treatments and closer monitoring of your condition.
You are routinely not charged for these services during your study participation and are
commonly compensated for your time and travel.

If you would be interested in participating and would qualify for a specific trial, we would like to
call and discuss additional information with you.

Signing below shows your interest. We will contact you or you may also call us at
(513) 841-7550. You may request a list of our studies by calling this number or by going to our
website at www.urologygroup.com and clicking on the Patient Resources/Clinical Trials section.

Patient name:
LAST FIRST MI

Age: Date of birth:

Signature:

02-2055F - Rev 03/22
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All copays are due at the time of service.

Self-Pay patients are expected to pay for office services at the time of their appointments unless other
arrangements have been made prior to the appointment.

Patient balances for Hospital Charges are due upon receipt of the initial statement. It may be possible
to set up a payment plan, but the Business Office must be contacted first. We do not accept any
random payments received as a negotiated agreement.

Statements are sent on a monthly basis for patient balances.

If there is no response from the second statement, a final letter is sent allowing 10 days for payment in
full and states that the account may be placed with an outside collection agency.

A 30% Late Fee will be added to any account that is turned over to an outside collection agency.
There is a $35 NSF charge for all returned checks.

There is a $35 charge for all DECLINED credit cards.

02-1053 — REV 3/30/222



Urine Samples and Additional Testing
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IN-OFFICE URINE TESTING

During most office visits, you will be asked to provide a urine sample for testing. This helps us
identify urological problems you may have in your urine such as blood or infection. If abnormalities
are seen, additional urine tests may be ordered.

DIAGNOSIS and TREATMENT

A urinary tract infection (UTI) occurs when bacteria grow in the urine. Symptoms may include
urinary frequency, urgency, burning, and discomfort. To know which treatment is best, it is
important to know which bacteria is causing the infection. A urine culture can identify some
bacteria and fungi that can cause infections, but it does not work in all cases.

MicroGenDx: New 2-Part DNA Testing
New technology enables us to better identify bacteria and fungi which may not appear on
a typical urine culture.

We may order this DNA test if:

* you have had negative urine cultures and recurrent symptoms that do not improve
with medication;

* you have had a urine culture at The Urology Group within the last six months and
still have symptoms;

 or if your urologist feels it is necessary.

Your urine will be tested first at The Urology Group and then sent to the MicroGenDx lab. Preliminary
results are typically available in two business days and final results in seven business days.

If you do not want additional testing, please make your provider aware during your office visit.

BILLING

Some testing to diagnose and treat your UTI may be billed by a third party, such as MicroGenDx
DNA Testing. While most insurance payers cover this test, we cannot guarantee it. You may owe
a deductible, if not yet met. If you receive an Explanation of Benefits (EOB) after your test,
please wait until you receive a bill from The Urology Group to determine the amount you will
owe, if any. For billing questions, call 513-841-7474.

You may also receive a separate bill from MicroGenDX. If you have questions about that bill,
please contact them directly at 806-776-2611, option 2.

02-3127 513-841-7400 | www.urologygroup.com Rev12/20
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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.

| Who We Are

Practice, Facility and Health Professionals in this notice are members of the Solaris Health
Affiliated Covered Entity (ACE). An Affiliated Covered Entity is a group of organizations under
common ownership or control who designate themselves as a single Affiliated Covered Entity for
purposes of compliance with the Health Insurance Portability and Accountability Act ("HIPAA").
The Practice, Facility, its employees, workforce members and members of the ACE who are
involved in providing and coordinating health care are all bound to follow the terms of this Notice
of Privacy Practices ("Notice"). The members of the ACE will share PHI with each other for the
treatment, payment and health care operations of the ACE and as permitted by HIPAA and this
Notice. For a complete list of the members of the ACE, please contact the Privacy Office.

IL. Our Privacy Obligations

We understand that your health information is personal and we are committed to protecting
your privacy. In addition, we are required by law to maintain the privacy of your Protected Health
Information, to provide you with this Notice of our legal duties and privacy practices with respect
to your Protected Health Information, and to notify you in the event of a breach of your unsecured
Protected Health Information. When we use or disclose your Protected Health Information, we
are required to abide by the terms of this Notice (or other notice in effect at the time of the use or
disclosure).

111. Permissible Uses and Disclosures Without Your Written Authorization

In certain situations, which we will describe in Section IV below, we must obtain your
written authorization in order to use and/or disclose your Protected Health Information. However,
unless the Protected Health Information is Highly Confidential Information (as defined in Section
IV.B below) and the applicable law regulating such information imposes special restrictions on us,
we may use and disclose your Protected Health Information without your written authorization for
the following purposes:

A. Treatment. We use and disclose your Protected Health Information to provide
treatment and other services to you--for example, to provide medical care or to consult with
your physician about your treatment. We may use your information to contact you to
provide you appointment reminders or to recommend alternative treatments, therapies,
health care providers, or settings of care to you or to describe a health-related product or
service. We may also disclose Protected Health Information to other providers involved in
your treatment.

B. Payment. We may use and disclose your Protected Health Information to obtain
payment for health care services that we provide to you--for example, disclosures to claim
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and obtain payment from Medicare, Medicaid, your health insurer, HMO, or other
company or program that arranges or pays the cost of your health care (“Your Payor”) to
verify that Your Payor will pay for the health care. We may also disclose Protected Health
Information to your other health care providers when such Protected Health Information is
required for them to receive payment for services they render to you.

C. Health Care Operations. We may use and disclose your Protected Health
Information for our health care operations, which include internal administration and
planning and various activities that improve the quality and cost effectiveness of the care
that we deliver to you. For example, we may use Protected Health Information to evaluate
the quality and competence of our staff and/or other health care professionals. We may
disclose Protected Health Information to our Office Manager and/or Privacy Officer in
order to resolve any complaints you may have and ensure that you our satisfied with our
services. Your PHI may be provided to various governmental or accreditation entities to
maintain our license and accreditation. In addition, PHI may be shared with business
associates who perform treatment, payment and health care operations services on behalf
of the Practice, Facility and Health Professionals. Additionally, your PHI may be used or
disclosed for the purpose of allowing students, residents, nurses, physicians and others who
are interested in healthcare, pursuing careers in the medical field or desire an opportunity
for an educational experience to tour, shadow employees and/or physician faculty members
or engage in a clinical Practicum.

D. Health Information Organizations. We may disclose your Protected Health
Information to other health care providers or other health care entities for treatment,
payment, and health care operations purposes, as permitted by law, through a Health
Information Organization. For example, information about your past medical care and
current medical conditions and medications can be available to other physicians if they
participate in the Health Information Organization. Exchange of health information can
provide faster access, better coordination of care and assist providers and public health
officials in making more informed treatment decisions. You may opt out of the Health
Information Organization and prevent providers from being able to search for your
information through the exchange. You may opt out and prevent your medical information
from being searched through the Health Information Organization by completing and
submitting an Opt-Out Form to privacyoffice @solarishp.com. A list of Health Information
Organizations in which this facility participates may be obtained upon request or found on
our website at www.solaris.com or the Affiliated Covered Entity website.

E. Disclosure to Relatives, Close Friends and Other Caregivers. We may use or
disclose your Protected Health Information to a family member, other relative, a close
personal friend or any other person identified by you when you are present for, or otherwise
available prior to, the disclosure, if: (1) we obtain your agreement or provide you with the
opportunity to object to the disclosure and you do not object; or (2) we reasonably infer
that you do not object to the disclosure.

If you are not present for or unavailable prior to a disclosure (e.g., when we receive a
telephone call from a family member or other caregiver), we may exercise our professional
judgment to determine whether a disclosure is in your best interests. If we disclose


mailto:privacyoffice@solarishp.com
http://www.solaris.com/
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information under such circumstances, we would disclose only information that is dlrectly
relevant to the person’s involvement with your care.

F. As Required by Law. We may use and disclose your Protected Health Information
when required to do so by any applicable federal, state or local law.

G. Public Health Activities. We may disclose your Protected Health Information: (1)
to report health information to public health authorities for the purpose of preventing or
controlling disease, injury or disability; (2) to report child abuse and neglect to a
government authority authorized by law to receive such reports; (3) to report information
about products under the jurisdiction of the U.S. Food and Drug Administration; (4) to alert
a person who may have been exposed to a communicable disease or may otherwise be at
risk of contracting or spreading a disease or condition; and (5) to report information to your
employer as required under laws addressing work-related illnesses and injuries or
workplace medical surveillance.

H. Victims of Abuse, Neglect or Domestic Violence. We may disclose your Protected
Health Information if we reasonably believe you are a victim of abuse, neglect or domestic
violence to a government authority authorized by law to receive reports of such abuse,
neglect, or domestic violence.

L Health Oversight Activities. We may disclose your Protected Health Information
to an agency that oversees the health care system and is charged with responsibility for
ensuring compliance with the rules of government health programs such as Medicare or
Medicaid.

J. Judicial and Administrative Proceedings. We may disclose your Protected Health
Information in the course of a judicial or administrative proceeding in response to a legal
order or other lawful process.

K. Law Enforcement Officials. We may disclose your Protected Health Information
to the police or other law enforcement officials as required by law or in compliance with a
court order. For example, your PHI may be disclosed to identify or locate a suspect,
fugitive, material witness, or missing person or to report a crime or criminal conduct at the
Practice or Facility.

L. Correctional Institution. We may disclose your Protected Health Information to a
correctional institution if you are an inmate in a correctional institution and if the
correctional institution or law enforcement authority makes certain requests to us.

M. Decedents. We may disclose your Protected Health Information to a coroner or
medical examiner as authorized by law.

N. Organ and Tissue Procurement. We may disclose your Protected Health
Information to organizations that facilitate organ, eye or tissue procurement, banking or
transplantation.
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0. Clinical Trials and Other Research Activities. If applicable, we may use and
disclose your Protected Health Information for research purposes pursuant to a valid
authorization from you or when an institutional review board or privacy board has waived
the authorization requirement. Under certain circumstances, your Protected Health
Information may be disclosed without your authorization to researchers preparing to
conduct a research project, for research or decedents or as part of a data set that omits your
name and other information that can directly identify you.

P. Health or Safety. We may use or disclose your Protected Health Information to
prevent or lessen a serious and imminent threat to a person’s or the public’s health or safety.

Q. Specialized Government Functions. We may use and disclose your Protected
Health Information to units of the government with special functions, such as the U.S.
military or the U.S. Department of State under certain circumstances.

R. Workers” Compensation. We may disclose your Protected Health Information as
authorized by and to the extent necessary to comply with state law relating to workers’
compensation or other similar programs.

S. Appointment Reminders. Your Protected Health Information may be used to tell
or remind you about appointments.

Uses and Disclosures Requiring Your Written Authorization

For any purpose other than the ones described above in Section III, we only use or disclose

your Protected Health Information when you give us your written authorization.

A. Marketing. We must obtain your written authorization prior to using your Protected
Health Information for purposes that are marketing under the HIPAA privacy rules. For
example, we will not accept any payments from other organizations or individuals in
exchange for making communications to you about treatments, therapies, health care
providers, settings of care, case management, care coordination, products or services unless
you have given us your authorization to do so or the communication is permitted by law.

We may provide refill reminders or communicate with you about a drug or biologic that is
currently prescribed to you so long as any payment we receive for making the
communication is reasonably related to our cost of making the communication. In addition,
we may market to you in a face-to-face encounter and give you promotional gifts of
nominal value without obtaining your written authorization.

B. Sale of Protected Health Information. We will not make any disclosure of Protected
Health Information that is a sale of Protected Health Information without your written
authorization.

C. Uses and Disclosures of Your Highly Confidential Information. Federal and state
law requires special privacy protections for certain health information about you (“Highly
Confidential Information or information under 41 CFR Part 2”), including Alcohol
and Drug Abuse Treatment Program records, HIV/AIDS, Communicable Disease(s),
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Genetic Testing, Sexual Assault, Domestic Abuse of an Adult, Child Abuse and Neglect,
and other health information that is given special privacy protection under state or federal
laws other than HIPAA. We generally do not maintain any Highly Confidential
Information. However, in order for us to disclose any Highly Confidential Information for
a purpose other than those permitted by law, we must obtain your authorization.

D. Revocation of Your Authorization. You may revoke your authorization, except to
the extent that we have taken action in reliance upon it, by delivering a written revocation
statement to the Privacy Office identified below.

Your Individual Rights

A. For Further Information; Complaints. If you desire further information about your
privacy rights, are concerned that we have violated your privacy rights or disagree with a
decision that we made about access to your Protected Health Information, you may contact
our Privacy Office. You may also file written complaints with the Office for Civil Rights
of the U.S. Department of Health and Human Services. Upon request, the Privacy Office
will provide you with the correct address for the Director. We will not retaliate against
you if you file a complaint with us or the Director.

B. Right to Request Additional Restrictions. You may request restrictions on our use
and disclosure of your Protected Health Information (1) for treatment, payment and health
care operations, (2) to individuals (such as a family member, other relative, close personal
friend or any other person identified by you) involved with your care or with payment
related to your care, or (3) to notify or assist in the notification of such individuals regarding
your location and general condition. While we will consider all requests for additional
restrictions carefully, we are not required to agree to a requested restriction unless the
request is to restrict our disclosure to a health plan for purposes of carrying out payment or
health care operations, the disclosure is not required by law and the information pertains
solely to a health care item or service for which you (or someone on your behalf other than
the health plan) have paid us out of pocket in full. If you wish to request additional
restrictions, please obtain a request form from our Privacy Office and submit the completed
form to the Privacy Office. We will send you a written response.

C. Right to Receive Communications by Alternative Means or at Alternative
Locations. You may request, and we will accommodate, any reasonable written request
for you to receive your Protected Health Information by alternative means of
communication or at alternative locations.

D. Right to Inspect and Copy Your Health Information. You may request access to
your medical record file and billing records maintained by us in order to inspect and request
copies of the records. Under limited circumstances, we may deny you access to a portion
of your records. If you desire access to your records, please obtain a record request form
from the Privacy Office and submit the completed form to the Privacy Office. If you
request copies, we may charge you a reasonable copy fee.
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E. Right to Amend Your Records. You have the right to request that we amend your
Protected Health Information maintained in your medical record file or billing records. If
you desire to amend your records, please obtain an amendment request form from the
Privacy Office and submit the completed form to the Privacy Office. We will comply with
your request unless we believe that the information that would be amended is accurate and
complete or other special circumstances apply.

LARIS THEUROLOGY. )

F. Right to Receive An Accounting of Disclosures. Upon request, you may obtain an
accounting of certain disclosures of your Protected Health Information made by us during
any period of time prior to the date of your request provided such period does not exceed
six years. If you request an accounting more than once during a twelve (12) month period,
we may charge you a reasonable fee for the accounting statement.

T. Right to Revoke Your Authorization. You may revoke Your Authorization, Your
Marketing Authorization or any written authorization obtained in connection with your
Protected Health Information, except to the extent that the Practice, Facility and/or Health
Professionals have taken action in reliance upon it, by delivering a written revocation
statement to the Privacy Office.

G. Right to Receive Paper Copy of this Notice. Upon request, you may obtain a paper
copy of this Notice, even if you agreed to receive such notice electronically.

Effective Date and Duration of This Notice
A. Effective Date. This Notice is effective on 01/01/2024.

B. Right to Change Terms of this Notice. We may change the terms of this Notice at
any time. If we change this Notice, we may make the new notice terms effective for all
your Protected Health Information that we maintain, including any information created or
received prior to issuing the new notice. If we change this Notice, we will post the new
notice in our waiting room and on our Internet site. You also may obtain any new notice
by contacting the Privacy Office.

Privacy Office
You may contact the Privacy Officer at our entity:

Privacy Office

The Urology Group

2000 Joseph E. Sanker Blvd, Cincinnati, Ohio 45212
Telephone Number: 513-841-7400

Privacy Office Email: privacyofficer @urologygroup.com
Solaris Privacy Office Email: privacyoffice @solarishp.com

Health Information Exchange (HIE) Information:

Electronic health information exchange (HIE) allows doctors, nurses, pharmacists, other health
care providers and patients to appropriately access and securely share a patient’s vital medical
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information electronically—improving the speed, quality, safety and cost of patient care. The
Urology Group participates in the Ohio Health Information Partnership (CliniSync)
https://clinisync.org. Patients have the right to Opt-Out from participating in the electronic sharing
of his/her Protected Health Information. However, please understand that individuals cannot opt-
out of disclosures of information that are required by law (i.e., public health reporting). If you
would like to Opt-Out, please contact our Privacy Officer by emailing:
privacyofficer @urologygroup.com.

Version 1.0 January 2024
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TRI STATE UROLOGIC SERVICES P.S.C., INC. dba THE UROLOGY GROUP
NONDISCRIMINATION NOTICE

Tri State Urologic Services P.S.C., Inc. doing business as The Urology Group (“The Urology
Group”) complies with applicable Federal civil rights laws and does not discriminate on the basis
of race, color, national origin, age, disability, or sex. The Urology Group does not exclude
people or treat them differently because of race, color, national origin, age, disability, or sex.

The Urology Group:

e Provides free aids and services to people with disabilities to communicate effectively
with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic

formats, other formats)

e Provides free language services to people whose primary language is not English,
such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact Tom Moehringer, Civil Rights Coordinator.

If you believe that The Urology Group 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:

Tom Moehringer, Civil Rights Coordinator

2000 Joseph E. Sanker Boulevard

Cincinnati, Ohio 45212

Phone: 513-841-7503

Fax: 513-841-7402

Email: civilrightscoordinator @urologygroup.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance,
Tom Moehringer, Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint
Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

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



