PATIENT INFORMATION

PATIENT NAME:
LAST FIRST MIDDLE
ADDRESS:
ZIP CODE: CITY: STATE:
HOME PHONE #: ( ) CELL PHONE #: ( ) - SECONDARY PHONE #: ( )
EMAIL ADDRESS: Race Ethnicity: Hispanic  Not Hispanic
DATE OF BIRTH: / / SOCIAL SECURITY NUMBER:
MARITAL STATUS: (circle one) SINGLE MARRIED DIVORCED WIDOWED OTHER
PATIENT RELATIONSHIP TO THE RESPONSIBLE PARTY: (circle one) SEX: (circle one) FEMALE MALE
SELF SPOUSE CHILD OTHER
PRIMARY CARE PHYSICIAN: REFERRED BY:
PATIENT'S EMPLOYER INFORMATION: COMPANY:
CITY: PHONE #:
RESPONSIBLE (OR INSURED) PARTY INFORMATION
RESP. PARTY NAME:
LAST FIRST AIDDLE
ADDRESS: -
DATE OF BIRTH: / / SEX: (circle one) FEMALE MALE
HOME PHONE #: ( ) WORK PHONE #: ( ) _-
SOCIAL SECURITY NUMBER:
RESPONSIBLE PARTY’S EMPLOYER INFORMATION: COMPANY:
CITY: PHONE #:
INSURANCE INFORMATION
PRIMARY INSURANCE COMPANY:
ADDRESS: PHONE:
CONTRACT (ID#) NUMBER: SUBSCRIBER’S NAME:
PATIENT RELATIONSHIP TO SUBSCRIBER: (circle one) SELF SPOUSE CHILD OTHER
GROUP NAME: GROUP NUMBER:
COPAYMENT AMOUNT: $ INSURED’S DATE OF BIRTH: / /
SECONDARY INSURANCE COMPANY:
ADDRESS: PHONE:
CONTRACT (ID#) NUMBER: SUBSCRIBER’S NAME:
PATIENT RELATIONSHIP TO SUBSCRIBER: (circle one) SELF SPOUSE CHILD OTHER
GROUP NAME: GROUP NUMBER:
COPAYMENT AMOUNT: $ NSURED’S DATE OF BIRTH: / /




Medical Information Release Form

Name: Date of Birth:

Release of Information

[ 11authorize the release of information including the diagnosis, records,
examination rendered to me and the claims information. This information may

be released to:

[ ]Other

[ ]Information is not to be released to anyone.

This Release of Information will remain in effect until terminated by me in

writing.
Messages

Please call [ ] My home [ ] My cell number

If unable to reach me
[ ] you may leave a detailed message

[ ] please leave a message asking me to return your cali

[]

The best time to reach me is (day) between (time)

Signed: Date:

Witnhess: ' Date:




WE APPRECIATE THE OPPORTUNITY OF SERVING YOU.

| AUTHORIZE THE RELEASE AND DISCLOSURE OF ANY OR ALL OF MY MEDICAL AND TREATMENT RECORDS OR REPORTS TO
ANY OTHER HEALTH CARE PROVIDER WHO MAY BE OF ASSISTANCE, IN THE OPINION OF Tuscaloosa Orthopedic and Joint
Institute, LLC, AND/OR FOR ASSISTING IN ANY REIMBURSEMENT OR MEDICAL BENEFITS TO WHICH PATIENT MAY BE
ENTITLED. | ALLOW FAX TRANSMITTAL OF MY MEDICAL RECORDS, IF NECESSARY. | FURTHER AUTHORIZE AND REQUEST
THAT INSURANCE PAYMENTS BE MADE DIRECTLY TO Tuscaloosa Orthopedic and Joint Institute, LLC, MD, PC SHOULD THEY
ELECT TO RECEIVE SUCH PAYMENT. THIS IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY. A
PHOTOCOPY OF THIS ASSIGNMENT SHALL BE CONSIDERED AS EFFECTIVE AND VALID AS THE ORIGINAL.

I ACKNOWLEDGE FULL FINANCIAL RESPONSIBILITY FOR SERVICES RENDERED BY Tuscaloosa Orthopedic and Joint Institute, LLC,
MD, PC. | UNDERSTAND THAT PAYMENT OF CHARGES INCURRED IS DUE AT THE TIME OF SERVICE UNLESS OTHER DEFINITE
FINANCIAL ARRANGEMENTS HAVE BEEN MADE PRIOR TO TREATMENT. | AGREE TO PAY ALL REASONABLE ATTORNEY FEES
AND COLLECTION COSTS IN THE EVENT OF DEFAULT OF PAYMENT OF MY CHARGES.

I AUTHORIZE TREATMENT BY Tuscaloosa Orthopedic and Joint Institute, LLC, MD, PC, PHYSICIANS AND PERSONNEL.

I HAVE READ AND FULLY UNDERSTAND THE ABOVE CONSENT FOR TREATMENT, FINANCIAL RESPONSIBILITY, RELEASE OF
MEDICAL INFORMATION AND INSURANCE AUTHORIZATION. THIS AUTHORIZATION IS VALID FOR ONE YEAR.

| have read the above and accept financial responsibility in full for this account.

SIGNED: DATE:
Patient, Parent, or Guardian

IN CASE OF EMERGENCY PLEASE CONTACT:

NAME:

PHONE NUMBER: RELATIONSHIP:

ADDRESS:




TUSCALOOSA ORTHOPEDIC & JOINT INSTITUTE, LLC
Authorization to Disclose Health Information

Patient Name: Date of Birth:

1. I authorize to disclose the above named individual’s health
information as described below to Dr. Bryan King, Tuscaloosa Orthopedic & Joint Institute, LLC, 3515
Watermelon Road, Tuscaloosa, AL 35473 or by fax to: (205)722-5594.

2. The type and amount of information to be used or disclosed is as follows: (include dates where appropriate)
]  Entire record O Other:
[0  X-ray and imaging reports
u
U

3. T understand that the information in my health record may include information relating to sexually transmitied
disease, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV). It may also
include information about behavioral or mental health services, and treatment for alcohol and drug abuse.

4. This information may be disclosed at the request of the individual.

5. 1 understand that 1 have the right to revoke this authorization at any time. I understand that if I revoke this
authorization I must do so in writing and present my written revocation to Neal Griffin, Privacy/Security Officer, 1
understand that the revocation will not apply to information that has already been released in response to this
authorization. I understand that the revocation will not apply to my insurance company when the law provides my
insurer with the right to contest a claim under my policy. Unless otherwise revoked, this authorization will expire
on the following date, event, or condition; . If 1 fail to specify an expiration
date, event or condition, this authorization will expire in six months.

6. 1 understand that authorizing the discloswre of this health information is voluntary. [ can refuse to sign this
authorization. I need not sign this form in order to assure treatment. I understand that I may inspect or copy the
information to be used or disclosed, as provided in CRF 164.524 of the Federal Register Rules and Regulations. |
understand that any disclosure of information carries with it the potential for an unauthorized redisclosure and the
information may not be protected by federal confidentiality rules. If I have questions about disclosure or my health
information, I can contact Tina Johnson, Privacy/Security Officer.

Signature of Patient or Legal Representative Date

If'signed by Legal Representative, Relationship to Patient Legal Representative Name

Date Received:

Staff Member Processing Request and Date Released




Patient Name:

Patient General Consent Form

Consent for Treatment: I, the undersigned, consent to the care and treatment by the attending
physicians, his/her associates or assistants of Tuscaloosa Orthopedic & Joint Institute, LLC.

Patient Signature Date

Person other than patient Relationship to Patient

Assignment of Benefits and Guarantee of Account: In consideration of all services and supplies
provided by Tuscaloosa Orthopedic & Joint Institute, LLC, 1 understand and agree that I have full
responsibility to pay Tuscaloosa Orthopedic & Joint Institute, LLC. [ understand that the charges not
covered by my insurance remain my responsibility and assign insurance benefits to Tuscaloosa
Orthopedic & Joint Institute, LLC. I accept full financial respouisibitity for the immediate payment of any
charges not covered by my insurance. | accept the fees charged as a legal and lawful debt and agree to pay
said fee. I agree to reimburse Tuscaloosa Orthopedic & Joint Institute, LLC the fees of any collection
agency, which may be based on a percentage at a maximum of 33% of the debt, and all costs and

expenses, including reasonable attorneys' fees, we incur in such collection efforts.

I agree, in order for Tuscaloosa Orthopedic & Joint Institute, LLC fo coordinate my care, service my
account or to collect monies I may ows, Tuscaloosa Orthopedic & Joint Institute, LLC and or their agents
may contact me by telephone at any telephone number associated with my account, including my wireless
telephone numbers, which could result in charges. Tuscaloosa Orthopedic & Joint Institute, LLC may
also contact me by sending text messages or emails, using any e-mail address | provide. Methods of
confaciing may include prerecorded or artificial voice messages and or use of automatic dialing devices,

as applicable.

Patient Signature Date

Person other than patient Relationship to Patient

Notice of Privacy Practices Receipt: I have received the Notice of Privacy Practices provided by
Tuscaloosa Orthopedic & Joint lnstitute, LLC.

Patieni Signature Date

Person other than patient Relationship to Patient

Office staff — collect copies of insurance card(s) and driver’s license




Tuscaloosa Orthopedic & Joint Institute

NEW PATIENT MEDICAL HISTORY FORM

Patient Name: Height ___ Weight:

Race: & AfricanAmerican & Asian  © Caucasian < Native American/Alaskan & Pacificislander <  Other

Unknown ©  Decline to Answer
Ethnicity: ¢ Hispanic < Non-Hispanic & Unknown ¢ Decline to Answer

Preferred Language: & English ¢ Spanish © Chinese <& Other _ -
Preferred Pharmacy:
Referral Source: Doctor (name): Other (ex. Google search):
Chief Complaint
DominantHand: < Right © Left <« Ambidextrous
Description of Symptoms: (select only ONE primary symptom and ONE affected area)
Pain < Numbness/Tingling ¢ Fracture .. Stiffness  Other:
i Shoulder < Righi « & Left | Pelvis s Fﬁg'h't 5 Left i 7; iii;arck”
‘UpbérArlﬁw“"—‘v h;gihitiwLe—ft Hlpi 7 “ Right 0 Left »7UpprerBack ‘
Ebow . Right | Left Thigh .~ Right . Left MidBack |
‘Forearm 1 Right '~ left  .Knee . Right ~ left ilowBack |
Wist | Right  left  Lowerleg  Right ~ left  Butiocks
‘Hand '~ Right '~ left  'Ankle '~ Right ~ Lleft TalBone
Thumb nghf lLeft v'Foot v i R%gﬁt VLeﬂi
“Index RiQh'r. v Left Great Toe Right Left
Middle 5 Right - Left ‘ondDigit Right Left
Third - Right Left 3rd Digit Right —  lefr
Litte - Right  Left 4thDigit - Right Left
 sthbigi . Right  Left

Pain radiates from/to: (ex. from low back to right leg)

History of Present lliness
1. Is your problem the result of an injury or accident?
Nolnjury <> Injury  ‘: InjuryatWork - Auto Accident - Sport injury

Prior Surgery

How long have the symptoms been present? (ex. 2 days, 4 months)
Describe the onset: = Acute (sudden) 2 Chronic condition (>3 months)
Onset Date: (mm/dd/yyyy)

2. Are you represented by an attorney? = Yes <. No

Attorney Name:
Will there be any legal actions with respect to this problem? 7~ Yes  No

3. Have you had a problem like this before? v Yes O No

Describe:

4. Have you been seen in an ER for this problem? 0 Yes 5 No

Treating ER: (ex. St. Luke's Health) Date: (mm/dd/yyyy)

Copyright © 2012 Exscribe, Inc.  All rights reserved,




Page2  Patient Name:

History of Present lliness (continued)
5. Rate the pain (10 being the most pain):

o0 G o2 o3 4 o5 6 o7 o8 o9 10
6. Do the symptoms wake you from sleep?

Z Yes 3 No

7. Please describe the symptoms:

Sharp . Dull < Stabbing . Throbbing . Aching 5 Burning . Shooting
8. What is the timing of the symptoms?

Constant & Intermittent (comes and goes)
0. Is the problem getting better or worse?

Getting better 7 Gettingworse <3 Unchanged

10. What makes the symptoms worse?

Squatting < Kneeling ¢ Sitting < - Bending < Stairs O Twisting < Moving lyinginbed
Running < Walking © Athletics + Standing .. Gripping .. Lifting .  Reaching Overhea

11. Are there any other symptoms associated with this problem?
Redness : Bruising Swelling ¢ Numbness ¢ Stiffness = Limping > Clicking  Locking

" Popping o Tingling 7 Weakness © Giving way

Prior Testing / Treatment
Have you had any prior tesis for this problem?

None o Xrays - MRI CT Scan Nerve Test (EMG/NCV) Bone Scan
Have you had any prior treatment for this problem? o Yes v No
Type of treatment _ Status of symptoms after treatment (select only ‘f[hqger'@hrataipply) ~ Date Qf treatment
dee  impoved . Womsened . Unchanged
Heat  © Improved ¢ Worsened _ Unchanged
' Rest o improved  C Worsened o Unchanged -
NgAle - . errrip;c;v-edr ' s,)"VW(V)risiehed ! Unchanged | S
| Muscle Relaxers e lmbfbved Worsened Unchanged ‘ N —
Chiropractor -+~ Improved . Worsened  + Unchanged .
Physical Therapy ~ * Improved i Worsened Unchanged | |
'HomeFxerciseProgam ~_Improved = Worsened '~ Unchanged
f;ﬁrgery Improved i Worsenédmm Ungbﬁngeq
njectons  mproved ~ Worsened " Unchanged
Bracing _Improved . Worsened - Unchanged
TENSunit . improved - Worsened . Unchanged
Other/Comments:

Copyright © 2012 Exscribe, Inc. Al rights reserved.,




Page3  Patient Name:

Select all previous hospitalizations/surgeries:

!71 ___Aneurysm (Brain) Surgery

| Hysterectomy

Orthopedlc on snde

nght Lerftvgfi

Aortic Bypass / Vascular Surgery

Re LAP Band/ Gastric Bypass Surgery Arthroscopy Knee

; Appendectomy

©* Lumpectomy

_,,g . Arthroscopy: Shoulder v ;

'7 Cataract (Eye) Surgery

Mastectomy

- Carpal Tunnel Release

O Cholecystectomy (Gallbladder)

jo Malignancy/Car\cer

f | Rotator Cuff Repair

HeartSurgery ;
= Hernia Reparr

Other Surgery

B z Stents

5 Total Hip Replacement
- Total Knee Replacement

TotaIShoulderRepiacement o

Spinal Surgery - Indicate Level

Other Orthopedic Surgery

Medical Questions

Mark all that currently apply:
Metal in body

Are you taking blood thinners?

Claustrophobic

Yes No

Pregnant

Sleep Apnea Uses a CPAP Snoreg

Review of Sysiems

Please indicate if you have experienced any of the following symptoms in the lasi 6 months?

None for ali

None Comments

1) CON . Weight Loss Loss oprpetiter Fatigue -
) EYE © BlumedVision '~ DoubleVison ' VisionLoss R
g)vﬁval\iJVTvi ' Vijleﬁa‘rrug?ross - o Hoarseness ‘7 Trouhle Swallowmg S— -
Lf /. ChestPain . Palpitaions . _
5) Chronlc Cough — “ Pneumonia ShortnessofBrealh I
6) Heartburn Ulcers hliléuéeé, Vdmiting Blood in Stool
‘7 G L+ Painful Urrnatron o Bluod in Urirre Kidney Pioblems
—éwSK o Frequent Rashes Skm Ulcers - ) vLumps Psonasrs "
o) NEU : Frequent Fa Falls ‘i:iLoss of({uprdrnatlon o Numbnesa
‘ Change in Bowel Changein Bladder Dizziness B
10) pSy - Depresﬁron/Anylety A'r:wDrug/AIcohoI Addrctlon MWWSIeep D|sorder

11) ENDO Fever . Heator ColdIntolerance - Night Sweats B
12)HEM N» EasyBleedlrr; Easy Bruising ~ Anemia ; B ) '__ - -

Copyright © 2012 Exscribe, Inc,

All rights reserved.




Page4  Patient Name:

Family History

Have any direct relatives had any of the following disorders? < None for all

' Father ’ ©  None ¢ Diabetes 0 HeartDisease | © Hyperfension

! . O Bleeding Problems 75 Epilepsy 5 Connective Tissue ) MuscularDys@rgpby_j
O Stroke ' 3 Osteoporosis N : ¢ Rheumatoid Arthritis ‘ & Cancer o B

L ! Comn}_ents (gx. cah_éer type) __ — |

‘Mother |2 None O Diabetes o HeartDisease |~ Hypertension B

‘ 0 BleedingProblems . Epllepsy - ConnectiveTissue ' MuscularDystrophy

Strokg ) s Osteéjpi)‘prrosriis' - Rheumatoud Arthrms . Canger

Commgnts (ex. cancer type)

' Sibling -2 None ' Diabetes * 2 Heart Disease " Hypertension
0 Eleedingﬁrq@lg@;h "~ Epilepsy - Connective Tissue - Muscular Dystrophy
 Osteoporosis " Rheumatoid Arthritis > Cancer

Social History

Do you smoke tobacco? & Current, every day smoker O Current, some day smoker <>  Former smoker <* Never

Heavy tobacco smoker > Light tobacco smoker

Doyoudrinkalcohol? - Daily ., Occasionally . Rarely + Never

Marital Status: - Married . Single . Divorced . Widowed - Domestic Parinership

Aie you currently working? . Yes .. No - Retired - Disabled If no, what date did you last work?

Please list worl restrictions, if any:

Occupation: Employer: Student

Pain Diagram

On the drawing below, mark an X where the pain is the worsi.
Use the symbols below to show where you are having different kinds of pain:

A M
L) f ;
Py o
o - o T
[
Aching AnAN ; } ]
Numbness EEEES I A L\ Do '-)' L
Pinsand Needles 0000 f ;} “\ \'II / /JJ !‘\ )
Burning XXKX ~ / f VLS 4 ;\(\
"\ |
Stabbing Pain /1 Ben i }tm’ "’(fa‘@ ‘ \ , M&"
f\ o

BIGHY

e T
e
e
e e
=
—~
BRI
e
e
=
=
=

Copyright © 2012 Exscribe, Inc. Al rights reserved,




Patient Name:

Page 5

Do you have any allergies? O Yes O

No If Yes, please list below:

Medication, Relevant Food, or “Seasonal” Reaction
Latex allergy? > Yes < No
Please list all medications you take on a regular basis: None

Medication

Dosage and Frequency (e.g. 20 mg, once/day)

Do yourhave a personal history of any of the following?
Aneurysm Where: Emphysema

. Epilepsy

Heart Attack

Hepatitis Type;

- Angina (Chest Pain)

Arﬂ]ntls Type: ___M—

Asthma

- Cancer Type: .

Bone or Joint Infections L

-+ Chemotherapy /Radiation e
_©  Hyperthyroidism

HIV/ AIDS
__High Cholesterol
' _Hypertension

7 Congestive Heart Failure

Diaﬁberte_\s Type:

Hypothyroidism
lLast ATC:

Please list any other conditions or details of conditions marked above:

None

- Kidney Disease
- Krircilrnveiy Stones
. MRSAInfection
© Pacemaker
i Phlebitis (Blood Clots)

PulmonaryEmlgglrigmmM .
. Reaction to Anesthesia Type:

Seizures

- StomachUlcers

stroke /TIA
- Tuberculosis

Signature

Copyright © 2012 Exscribe, Inc,

All rights reserved,

Date




Notice of Privacy Practices

T'HIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
ABOUT HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

The policy of Tuscaloosa Orthopedic and Joint Institute, LLC is to protect the confidentiality,
integrity and security of the protected health and personal information of our patients and to
prevent unauthorized access to, or the use or disclosure of such information. We are required by
law to maintain the privacy of your health information and provide you with this notice of our
duties and obligations. This policy applies to patients who are current or former patients of
Tuscaloosa Orthopedic and Joint Institute, LLC.

Individually identifiable health and personal information are any information obtained by
Tuscaloosa Orthopedic and Joint Institute, LLC in connection with providing healthcare
treatment, obtaining payment and related healih care operations. This relates to past, present or
future information that Tuscaloosa Orthopedic and Joini Institute, LLC receives from you as our
patient.

Tuscaloosa Orthopedic and Joint Institute, LLC collects personal information in order to learn
aboui your medical history, medical conditions, render treatment and collect payment for our
services. We gathei this information from your patient forms, health questionnaires and other
forms you will be asked to complete from time-to-time. In addition, we will assemble
information based on our discussions and conversations with you, your personal representative
and your family members. Your healtheare plan or insurance carrier may provide information to
our office.

We will use this information to provide caring and quality medical care to you. Examples
include diagnosis, treatment and communications such as follow up and appointment reminders,
as well as treatment alternatives or other health-related benefits that may be of interest to you or
your particular medical condition. As part of our standard treatment and healthcare operations,
we may share information with a facility such as a hospital, laboratory, diagnostic service or
healthcare provider to efficiently coordinate your treatment plan. We will obtain your
authorization before using your information for marketing purposes. For contracted insurers,
your information will be used for claims management and to obtain payment from your
insurance carrier. We will exchange paper and electronic data with your insurance carrier for
activities such as eligibility, benefit and coverage determinations, precertification, utilization
review and related activities. For worker’s compensation, information about a work-related
condition can be exchanged with the employer,

Your information is maintained in our office in our computer system. We also maintain
information about you in your medical chart. Tuscaloosa Orthopedic and Joint Institute, LLC
limits the access to your protected health information to those employees and business associates
who need to know that information. With some limitations, you have the right to inspect, amend,
copy and receive an accounting of disclosures of your medical and billing records.

Effective Date: 09/02/2014 Page 1 of 3

Revision Date: NPP-1



Notice of Privacy Practices

We do not disclose personal information to third parties unless one of the following exceptions
applies:

o We receive explicit authorization from you to release individually identifiable
information. This authorization must be in writing and give exact details regarding to
whom the disclosure applies, the nature of the data to be released, the applicable dates
and signed by the patient (or guardian). You may revoke this authorization by providing
a written statement to the Tuscaloosa Orthopedic and Joint Institute, LLC Privacy/Security
Officer.

o Federal, state or other applicable law requires us to share protected information or
records. Your information may be disclosed to a health agency for purposes such as
licensure, certification, audits, investigations and inspections. As required for law
enforcement purposes or in response to a valid subpoena or court order, your information
may be disclosed. Other disclosures could be required by law for military duty, national
security activities or for coroners or funeral director o carry out their dufies.

We are obligated to abide by the terms of this notice. We will contact you for permission fo use
and disclose your information for reasons not described in this Notice of Privacy Practices. We
will notify you in the event you are affected by an unsecured breach of information. We reserve
the right to change the terms of this Notice of Privacy Practice and to make new notice
provisions effective for all health information that we maintain.

With some exceptions, you have right to inspeci, review or obtain a copy of your health
information. This request musi be in writing and there may be a reasonable charge to provide
you with a copy of your information. You also have the rights to request your records be
amended, to request special accommodations and restrictions of your health mformafion,
including to your health plan, and to receive an accounting of the disclosures of your
information. You have the right to request to receive communications of your information in a
special manner or location. Tuscaloosa Orthopedic and Joint Institute, LLC is not obligated to
agree to a requested restriction. We must receive a written request from you to administer these
rights. Please speak to the receptionist for further information or to begin the process to exercise
any of these rights.

If you have a complaint about the management of your health information or believe your
privacy rights have been violated, please contact our Privacy/Security Officer Tina Johnson at
(205) 722-5591. You have the right to file a complaint with Office for Civil Rights and there
will be no retaliation for filing a complaint.

Other optional uses of PHI:

O Your medical information may be reviewed by our medical staff for possible inclusion and
referral in research studies. You will be contacted prior the use of your information in a
research study.

We may contact you for fundraising opportunities and you have the opportunity to opt-out of
such communications.

Effective Date: 09/02/2014 Page 2 of 3
Revision Date: NPP-1



Notice of Privacy Practices

O In order to coordinate your care or service your account, Tuscaloosa Orthopedic and Joint
Institute, LLC and our agents may contact you by telephone at any telephone number you
provide, including wireless telephone numbers, which could result in charges. Tuscaloosa
Orthopedic and Joint Institute, .LC may also contact you by sending text messages OT
emails, using any e-mail address you provide. Methods of contacting may include
prerecorded or artificial voice messages and or use of automatic dialing devices, as
applicable.

Effective Date: 09/02/2014 Page 3 of 3
Revision Date: NPP-1




