2nd Chance treatment center
REGISTRATION FORM

	

	PATIENT INFORMATION

	Patient’s last name:
	First:
	Middle:
	( Mr.

( Mrs.
	( Miss

( Ms.
	Marital status (circle one)

	
	
	
	Single  /  Mar  /  Div  /  Sep  /  Wid

	Is this your legal name?
	If not, what is your legal name?
	(Former name):
	Birth date:
	Age:
	Sex:

	( Yes
	( No
	
	
	       /          /
	
	( M
	( F

	Street Address
	Social Security no.:
	Home phone no.:

	
	
	(          )

	P.O. box:
	City:
	State:
	ZIP Code:

	
	
	
	

	Occupation:
	Employer:
	Employer phone no.:

	
	
	(           )

	Chose clinic because/Referred to clinic by (please check one box):
	( Dr.
	
	( Insurance Plan
	( Hospital

	( Family
	( Friend
	( Close to home/work
	( Yellow Pages
	( Other
	

	Other family members seen here:
	

	

	

	IN CASE OF EMERGENCY

	Name of local friend or relative (not living at same address):
	Relationship to patient:
	Home phone no.:
	Work phone no.:

	
	
	(          )
	(          )

	The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am financially responsible for any balance. I also authorize 2nd Chance treatment center or insurance company to release any information required to process my claims.

	
	
	
	
	

	
	Patient/Guardian signature
	
	Date
	


	Insurance Policy

	Name of Insurance company:
	Member ID:
	Group ID:


	
	
	


2nd CHANCE TREATMENT CENTER
NEW  PATIENT HISTORY FORM

To our new patients:     To help us establish you at 2ND Chance Treatment Center, please provide us with your 

complete health history including all Mental & Physical symptoms.  

Personal History 




Today’s Date -______________________
Name: ________________________________________  Date of Birth____/____/______(mm/dd/yyyy) Age____________ 

Occupation ______________________    Birthplace___________________________( City & Country )

Height__________________inches           Weight____________________(lbs)   

Referred by:___________________________ 

ALLERGIES: Like – Food, Pollens, Odors, Medicines, Pets etc… _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Main problems/ reasons for this CONSULTATION:  (if possible, rank in terms of importance to you)

1. _______________________________________________________________________________________________________

2. _______________________________________________________________________________________________________

3. _______________________________________________________________________________________________________

4. _______________________________________________________________________________________________________

5. _______________________________________________________________________________________________________

Additional problems or concerns you would like to be addressed: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________*Note: we may not be able to address every problem during the course of one treatment.

Current Medications and Provider who Prescribed



    Dose 

                Times / Day

________________________________________________________

_________         ____________________________

________________________________________________________

_________         ____________________________

________________________________________________________

_________         ____________________________

________________________________________________________

_________         ____________________________

________________________________________________________

_________         ____________________________

________________________________________________________

_________         ____________________________

________________________________________________________

_________         ____________________________

Past Psychiatric History                              Name of Provider?                              


 Date
________________________________________________________

_________         ____________________________

________________________________________________________

_________         ____________________________

________________________________________________________

_________         ____________________________

________________________________________________________

_________         ____________________________

Past Substance Abuse History              Substance Type?                                 How Often?

 Date

________________________________________________________

_________         ____________________________

_______________________________________________________

_________         ____________________________

________________________________________________________

_________         ____________________________

_______________________________________________________

_________         ____________________________

________________________________________________________                 _________          ____________________________

Family Psychiatric and Substance Abuse History and Type?                                            

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________                 _________          ____________________________

PAST MEDICAL, SURGICAL & TRAUMA HISTORY                                                 

List prior illness, injury, hospitalization, surgery, and/or trauma:

Reason:








                         Date/Month and Year

__________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

SOCIAL HISTORY (check those that apply
Marital status:
  Education level completed:

Memories of your childhood

Do You Find Your Life

 FORMCHECKBOX 
  single
         FORMCHECKBOX 
  high school
                                   FORMCHECKBOX 
  Mostly happy

        FORMCHECKBOX 
  Generally Unsatisfactory

 FORMCHECKBOX 
  married
         FORMCHECKBOX 
  college



      FORMCHECKBOX 
  Mostly painful

        FORMCHECKBOX 
  Too Demanding

 FORMCHECKBOX 
  divorced
         FORMCHECKBOX 
  professional school
                    FORMCHECKBOX 
  Normal


        FORMCHECKBOX 
  Boring

 FORMCHECKBOX 
  Widowed
         FORMCHECKBOX 
  other:


                    FORMCHECKBOX 
  don’t recall

        FORMCHECKBOX 
  Satisfactory
Living arrangement:









 FORMCHECKBOX 
  alone     FORMCHECKBOX 
 family     FORMCHECKBOX 
  roommate     FORMCHECKBOX 
 significant other


 FORMCHECKBOX 
  children (list sex/ages):_________________________________________

 FORMCHECKBOX 
  Major stresses in last  2 years     FORMCHECKBOX 
  Money     FORMCHECKBOX 
  Job    FORMCHECKBOX 
  Marriage   FORMCHECKBOX 
  Home Life  FORMCHECKBOX 
  Children    

 FORMCHECKBOX 
  other stress___________________________________________________________________________________________
Additional Symptoms --____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

IF NOT NOTED IT IS EITHER NEGATIVE, NON-CONTRIBUTORY, AND/ OR NON-PERTINENT.

This history record has been designed to facilitate our patients to assess their mental health & substance abuse issues in detail. Once your 2ND Chance Treatment Center provider looks over this history record and report he or she will be asking you specific questions pertaining to your symptoms to get a complete picture. A complete case record for each visit will be created and analyzed for the purpose of providing you the best care. This is a confidential record and will be kept in the office.  Information contained here will not be released to anyone without your authorization to do so.

_____________________________________________________                     

Date      Patient/ Guardian signature that filled out the history       
Phone:

Home: ______________________________________________

Mobile: _____________________________________________

Work: ______________________________________________        

2nd Chance Treatment Centers, PLLC

Privacy Notice Acknowledgment and Communication Consent

Patient Name:


DOB:




PLEASE PRINT NAME

Name and Phone number of your family physician



(         )      
 - 


Please list below the pharmacy you use including address or cross streets:
We must call you at times to give you what is classified as protected health information.  Please let us know how we can contact you with this information and if we can leave a message.

Can we leave detailed or confidential messages on your home phone?
Yes ___
No ___
Home Number:


Can we leave detailed or confidential messages on your cell phone?

Yes ___
No ___
Cell Phone:  


Can we mail test results to your home?

Yes ___
No ___

Exclusions/Alerts (Please note any information that you do not want released to authorized individuals:
__________________________________________________________________

______________________________________________________________________________

We must call you at times to give you what is classified as protected health information.  Can we speak to anyone other than you regarding lab results, radiology results or other issues regarding your health? 

	NAME
	RELATIONSHIP
	SECRET QUESTION

(i.e. Mother’s maiden name, city of birth, favorite color, optional)
	ANSWER



	1)
	
	
	

	
	
	
	

	2)
	
	
	


Must Sign Below for all information given:

My signature below authorizes communication consent as well as acknowledges that I have received a copy of the 2nd Chance Treatment Center Notice of Privacy Practices.

Patient Name (please print)

Date

Patient or Person Authorized to Sign
If not patient, relationship to patient (parent, legal guardian, personal representative, etc.)

2nd CHANCE TREATMENT CENTER

2nd Chance Treatment Centers, PLLC

16620 N 40th St STE I5

Phoenix, AZ 85032

602-464-9576

 Patient Information Re: Credit Card on File Policy 
To Our Patients: 

We have implemented a policy requiring a credit card held on file effective 12/1/2014. As you may be aware, the current healthcare market has resulted in insurance policies increasingly transferring costs to you, the insured. Some insurance plans require deductibles and copayments in amounts not known to you or us at the time of your visit. Similar to hotels and car rental agencies, you are asked for a credit card number at the time you check in and the information will be held securely until your insurances have paid their portion and notified us of the amount of your share, you will receive a statement. At that time, any remaining balance owed by you will be charged to your credit card, and a copy of the charge will be mailed to you. 

This is an advantage since it makes checkout easier, faster, and more efficient. This in no way will compromise your ability to dispute a charge or question your insurance company’s determination of payment. 

If you have any questions about this payment method, do not hesitate to ask. 

Sincerely yours, 

Ashwin M. Reddy, M.D.
2nd Chance Treatment Centers, PLLC

16620 N 40th St STE I5

Phoenix, AZ 85032

602-464-9576

Information Pertaining to Person Financially Responsible

Client Name: _________________________________    DOB:________________________

Person financially responsible

Name: ______________________________________________________

SSN: _____________________________________    Date of Birth_________________________

Address: _____________________________________ City/State: _____________________ 

Zip: __________ Home Phone: _________________________Work Phone:______________

__________________________________

Present employer: ___________________________________________________________________________

Employer's address and phone ___________________________________________________________________________

Credit Card Information: This information is kept on file and used only when there is a late cancellation or if you prefer to have me automatically run your Credit Card at the end of a session.                      Card type:  M/C  Visa 

Name on Card ____________________________________________

Billing Address of ______________________________________________________________

Cardholder:___________________________________________________________________

_​​​​​​​​​​​​​​​​​​​​​​​​​​​​___________________________________________Street City State Zip
Card # _______________________________Expires: ____________ CVC digit code _______

____________________________________________ __________________________

Signature of Client                                                            Date

____________________________________________ __________________________

Signature of Person Financially Responsible (Insured)    Date
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I have had the opportunity to receive and/or review a copy of 2nd Chance Treatment Center’s Notice of Privacy Practices that outlines how patient confidential information will be used, disclosed, and protected.


_________________________________________________________________


Printed Patient Name


_________________________________________________________________


Printed Name/Relationship if Signed by Individual Other than Patient


_________________________________________________________________


Signature


_________________________________________________________________


Date

FOR OFFICE USE ONLY

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices but could not because:

 FORMCHECKBOX 

Individual Refused to Sign

 FORMCHECKBOX 

Communication Barrier

 FORMCHECKBOX 

Care Provided was Emergent

 FORMCHECKBOX 

Other



______________________________________________________________


______________________________________________________________


______________________________________________________________


_______________________________________
     _________________

 

Employee Name




     Date

NOTICE OF PRIVACY PRACTICES AND POLICIES, EFFECTIVE 12-01-2014

AS REQUIRED BY FEDERAL LEGISLATION, THIS NOTICE DESCRIBES HOW 

HEALTHCARE INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW 

YOU CAN OBTAIN ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.  

This notice applies to all of the paper and electronic records of your care maintained by 2nd Chance Treatment Center whether created by 2nd Chance personnel or records acquired from outside resources such as other clinicians involved in your care and laboratory reports.  

WAYS THE PRACTICE MAY USE AND DISCLOSE YOUR INFORMATION 

The following categories describe ways that 2nd Chance Treatment Center may use and share your confidential information. Confidential information includes Protected Health Information (PHI) (information that could be used to identify you).  Not every use or disclosure in a category is listed.  However, all of the 

ways 2nd Chance is permitted to use and disclose information will fall within one of the following 

categories.  

A.   DISCLOSURES WHICH REQUIRE AUTHORIZATION

Psychotherapy notes are handled separately under HIPAA and have additional 

protections.  Specifically, the regulations state that in most instances a practice must 

obtain an authorization for any use or disclosure of psychotherapy notes.  No 

authorization is needed to carry out treatment, payment, or healthcare operations and the 

uses listed in routine situations.  All other circumstances require a valid authorization from 

you for use and disclosure.   

Confidential information may be released for payment and healthcare operations only to 

health insurance plans and their agents and business associates of the practice.  The 

definition of health insurance plan does not include life insurance companies, automobile 

insurance companies, or workers’ compensation carriers.  These are not covered under 

HIPAA.  Therefore, if you would like information submitted to one of these companies, an 

authorization will be required, unless I am otherwise required by state or federal law. 

B.   ROUTINE SITUATIONS

1.   For treatment purposes your 2nd Chance provider may use information about you to provide you with medical treatment or services.  Treatment is when your 2nd Chance provider coordinates, provides, or manages your healthcare and other services related to your healthcare.  An example of treatment is when a medical professional consult’s with another healthcare provider, such as your primary care physician.  

2.   For Payment 2nd Chance Treatment Center may use and disclose information about you so that the treatment and services you receive at the practice may be billed and payment may be collected from you, an insurance company, or a third party (including a collection agency if necessary).  For example, 2nd Chance may give your health insurance plan information about services you received at the practice so your health insurance plan will pay the practice or reimburse you for the services. We may also tell your health insurance plan about a treatment you are going to receive in order to obtain prior approval or to determine whether your plan will cover the treatment. 
NOTICE OF PRIVACY PRACTICES AND POLICIES 
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2nd CHANCE TREATMENT CENTER
2nd CHANCE TREATMENT CENTER

16620 N 40TH ST SUITE I5 PHOENIX AZ 85032

602-464-9576

3.   For Healthcare Operations 2nd Chance Treatment Center may use and share information about you for administrative functions necessary to run the practice and promote quality care.2nd Chance may share information with business associates who provide services necessary to run the practice, such as transcription companies or billing services. 2nd Chance will contractually bind these third parties to protect your information as we would.  Also, we may permit your health insurance plan or other providers to review records that contain information about you to assist them in improving the quality of service provided to you.  
4.   Communicating with You and Others Involved in Your Care 2nd Chance Treatment Center may 

contact you to provide appointment reminders or information about treatment 

alternatives or other health-related benefits and services that may be of interest to 

you.  In certain situations, 2nd Chance Treatment Center may share information about you with a friend or family member who is involved in your care or payment for your care unless you have requested that such disclosures not occur and I have agreed.  Information 

disclosed will be directly relevant to such person’s involvement with your care or 

payment related to your care.  Whenever possible, this person will be identified by 

you.  However, in emergencies or other situations in which you are unable to 

indicate your preference, 2nd Chance may need to share information about you with other 

individuals or organizations to coordinate your care or notify your family.  

C.  SPECIAL SITUATIONS

1.   As Required By Law:  2nd Chance Treatment Center will disclose information about you when required to do so by federal, state or local law.  For example, 2nd Chance may release information about you in response to a valid court subpoena.  

2.   Health Oversight Activities:  2nd Chance Treatment Center may disclose information to a health oversight agency for activities authorized by law.  These oversight activities include, for 

example:  audits, investigations, inspections, and licensure.  These activities are necessary for the government to monitor the healthcare system, government programs, and compliance with civil rights laws.  

3.   For Judicial or Administrative Proceedings:  If you are involved in a court 

proceeding and a request is made for information about the professional services 

that you have received within our practice and the records thereof, such 

information may be privileged under state law, and 2nd Chance Treatment Center will not release information without the written authorization of you or your legal representative, or in instance of issuance.  This may also be the case in the instance of a court subpoena 

requiring provision of such information of which you have been properly notified 

and in response to which you have not opposed the court subpoena within the 

legally specified format and timeframe, or in the instance of the issuance of a 

court order compelling us to provide Protected Health Information (PHI). This 

privilege does not apply when you are being evaluated for a third party or where 

NOTICE OF PRIVACY PRACTICES AND POLICIES 
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2ND CHANCE TREATMENT CENTER

16620 N 40TH ST SUITE I5 PHOENIX AZ 85032

602-464-9576

the evaluation is court-ordered. You will be informed in advance if this is the 

case.  

4.   To Avert Serious Threat to Health or Safety:  2nd Chance Treatment Center may disclose your confidential mental health information to any person without authorization if we believe reasonably that disclosure will avoid or minimize imminent danger to your health or safety, or the health or safety of any other individual.  These disclosures may be to law enforcement officials to respond to a violent crime or to protect the target of a violent crime.  For example, threat of harming another individual may be reported to appropriate authorities. 
5.   Worker’s Compensation:  If you file a worker's compensation claim, with certain 

exceptions, 2nd Chance Treatment Center must make available, at any stage of the proceedings, all PHI information in our possession that is relevant to that particular injury in the opinion of the Arizona Department of Labor and Industries, to your employer, 

your representative, and the Department of Labor and Industries upon request.  

6.   Public Health Risks:  2nd Chance Treatment Center may disclose information about you for public health activities.  These activities generally include, but are not limited to, the following:  

a.   To prevent or control disease, injury, or disability 

b.   To report child abuse or neglect 

c.   To report adult and domestic abuse 

d.   To report reactions to medications or problems with products 

e.   To notify people of recalls of products they may be using 

f.    To notify a person who may have been exposed to a disease or may be 

at risk for contracting or spreading a disease or condition 

g.   To notify the appropriate government authority if we believe a patient has 

been the victim of abuse, neglect, or domestic violence. 

7.   Law Enforcement:  2nd Chance Treatment Center may release information about you if asked to do so by a law enforcement official:  

a.   In response to a court order, subpoena, warrant, summons, or similar 

process 

b.   To identify or locate a suspect, fugitive, material witness, or missing 

person 

c.   If you are suspected to be a victim of a crime, generally with your 

permission 

d.   About a death we believe may be the result of criminal conduct 

e.   About criminal conduct at the hospital 

f.    In emergency circumstances, to report a crime; the location of the crime 

or victims; or the identity, description or location of the person who 

committed the crime 

NOTICE OF PRIVACY PRACTICES AND POLICIES 
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2ND CHANCE TREATMENT CENTER
16620 N 40TH ST SUITE I5 PHOENIX AZ 85032

602-464-9576

YOUR RIGHTS AS A PATIENT 

In addition to provisions by the practice to protect your confidential information, you are entitled 

to six (6) specific rights as a patient.  
1.   You have the right to request restrictions on certain uses and disclosures.  You 

have the right to request a restriction or limitation on the use and sharing of information 

about you for treatment, payment, administrative functions, or with individuals involved in 

your care.  To request restrictions, you must make your request in writing to 2nd Chance Treatment Center.  In your request, you must tell us:  (1) what information you want to limit; (2) whether you want to limit use, disclosure, or both; and (3) to whom you want it to apply.  2nd Chance Treatment Center is not required to agree to your request.  If we agree, we will comply with your request unless the information is needed to provide you with emergency treatment.  

2.   You have the right to receive confidential communications.  You have the right 

request that we communicate with you in a certain way or at a certain location.  For 

example, you can ask that we only contact you at work or at a post office box.  To request 

confidential communications, you must make your request in writing to 2nd Chance Treatment Center.  Your request must specify how or where you wish to be contacted.  We will not ask you the reason for 

your request.  We will seek to accommodate all reasonable requests.

3.   You have the right to inspect and obtain copies.  You have the right to review and 

obtain copies of information that may be used to make decisions about your care.  

Usually, this includes medical and billing records, but does not include psychotherapy 

notes, information compiled in reasonable anticipation of a legal action or proceeding; 

and confidential information related to certain laboratory tests under Clinical Laboratory 

Improvement Amendments (CLIA).  To inspect and copy information that may be used to 

make decisions about you, you must submit your request to 2nd Chance Treatment Center in writing.  You may be charged a fee for the costs of copying, mailing or other supplies associated with your 

request.  In the following circumstances 2nd Chance may deny your request to inspect and copy 

information:  

a.   We have determined, in the exercise of professional judgment, that the access 

requested is reasonably likely to endanger the life or physical safety of you or 

another person 

b.   The information makes reference to another person (unless the other person is a 

healthcare provider) and we have determined, in the exercise of professional 

judgment that the access requested is reasonably likely to cause substantial 

harm to the other person 

c.   The request for access is made by your representative and we have determined, in

the exercise of professional judgment that the provision of access to your personal

representative is reasonably likely to cause substantial harm to you or another

person.  If you are denied access, you may request a review of the denial by

another licensed medical practitioner.  2nd Chance will comply with the outcome of the

review

d.   You have the right to amend confidential information.  If you feel that the

information we have about you is incorrect or incomplete, you may ask us to

NOTICE OF PRIVACY PRACTICES AND POLICIES 
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2ND CHANCE TREATMENT CENTER

16620 N 40TH ST SUITE I5 PHOENIX AZ 85032

602-464-9576

amend the information.  You have the right to request an amendment for as long

as the information is kept by or for our practice.  To request an amendment, your

request and a reason that supports your request must be made in writing and

submitted to us.  2nd Chance Treatment Center may deny your request for an amendment if it is not in writing or does not include a reason to support the request.  In addition, we may deny your request if you ask us to amend information that:

a.   Was not created by 2nd Chance Treatment center, unless the person or entity that created the 

information is no longer available to make the amendment.  In such instances we 

would consider the request 

b.   Is not part of the information kept by or for 2nd Chance Treatment Center 

c.   Is not part of the information which you would be permitted to inspect and copy 

d.   Is accurate and complete 

4.   You have the right to receive an accounting of disclosures of confidential 

information.  You may ask to receive an accounting of certain disclosures made about 

you that were not related to the routine uses listed above.  To request this list or 

accounting of disclosures, you must submit your request in writing to 2nd Chance Treatment Center.  Your request must state a time period that may not be longer than six (6) years and indicate what 

format you want the list (for example on paper or in an electronic file).  The first list you 

request will be free.  For additional lists, 2nd Chance Treatment Center may charge you the cost of providing the list.  2nd Chance will notify you of the estimated cost involved and you may choose to withdraw or modify your requests because any costs are incurred.  Disclosures do not have to be made 

when those disclosures are:

a.   To carry out treatment, payment and healthcare operations 

b.   To individuals of confidential information about them 

c.   As a result of assigned authorization 

d.   For the practice’s directory or to persons involved in your care 

e.   For national security or intelligence purposes; or  

f.    To correctional institutions or law enforcement officials 

5.   You have the right to obtain a paper copy of this Notice upon request.  Even if you 

have requested an electronic copy, 2nd Chance Treatment Center will provide you with a paper copy of this Notice at your request.

MY PRACTICE’S DUTIES 

In addition to your rights as a patient, 2nd Chance Treatment Center has duties to protect your confidential 

information and inform you of changes to protection measures.  2nd Chance Treatment Center is required by law to maintain the privacy of confidential information and provide you with notice of my legal duties and privacy 

practices with respect to such information.  2nd Chance Treatment Center is required to abide by the terms of this Notice currently in effect. 

NOTICE OF PRIVACY PRACTICES AND POLICIES 
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CHANGES TO THIS NOTICE 

2nd Chance Treatment Center reserves the right to revise or change provisions on this notice.  We will make the new Notice provisions effective for all confidential information that has already been maintained. 2nd Chance Treatment Center will promptly revise and distribute our Notice whenever there is a change to the uses or disclosures, your rights, and our duties, or other privacy practices stated in this Notice. We will mail updates of our notice to all active patients.  Patients who are inactive at the time of mailing may receive an updated copy at their next scheduled appointment.  A copy of the current Notice will be available throughout our 

practice.  The Notice will contain the effective date on the top of first page. 

COMPLAINTS 

If you believe your privacy rights have been violated, you may file a complaint with me or with 

the Secretary of the Department of Health and Human Services.  All complaints must be 

submitted or verified in writing.  You have specific rights under the Privacy Rule.  You will not be 

penalized for filing a complaint. 

OTHER USES OF INFORMATION 

Other uses and disclosures of information not covered by this notice or the laws that apply to my 

practice will be made only with your written permission.  If you provide my practice with specific 

permission to use or disclose information about you, you may revoke that permission, in writing, 

at any time.  If you revoke your permission, 2nd Chance Treatment Center will no longer use or disclose information about you for the reasons covered by your written authorization.  You understand that we are unable 

to take back any disclosures that have already been made with your permission and that we are 

required to retain our records of the care that we provided to you.  

PRIVACY OFFICER 

Ashwin Reddy, MD is the privacy officer for 2nd Chance Treatment Center.  You may contact him with questions or comments.  

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICE 

2nd Chance Treatment Center is required to provide you with a copy of this Notice and document your receipt.  Please fill out an Acknowledgement of Receipt of Notice of Privacy after receiving this Notice.   

NOTICE OF PRIVACY PRACTICES AND POLICIES 
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2ND CHANCE TREATMENT CENTER

16620 N 40TH ST SUITE I5 PHOENIX AZ 85032

602-464-9576

