











HIPAA Release and Authorization

I, . with social security number of , and date of birth of
, State as follows:

I am either the patient named above or the patient’s legally authorized representative.

This release authority applies to any information governed by the Health Insurance
Portability and Accountability Act of 1996 (ask/a HIPAA), 42 USC 1320d and 45 CFR 160-164.
Specificaily, this relcase authority complies with the valid authorization requirements of 45 CFR

164.508 (c).
Pursuant to HIPAA, | authorize and direct:

Narconon Freedom Center, Inc., or its agents, parents, subsidiaries, affiliates,
shareholders, officers, directors, employees, representatives, predecessors, partners, members,
insurers, attorneys, successors, assigns, and all other persons, firms or corporations and anyone
claiming under or through Narconon Freedom Center, Inc., that has provided treatment or
services to me or that has paid for or is seeking payment from me for such services, to give,
disclose, and release, without restriction, all of my individually identifiable health information
and medical records regarding any past, present, or future medical or mental health condition, to
include all information relating the diagnosis and treatment of sexually transmitted diseases,
mental illness, and drug or alcohol abuse to the Michigan Attorney General’s Office and any of
its employees or agents whose address is: G, Mennen Williams Building, 7th Floor, 525 W.
Ouawa Street, P.O. Box 30212, Lansing, MI 48909, and telephone number for Consumer
Protection is (517) 373-1140.

The purpose of the use and disclosure shall include client’s capacity determinations in
conducting the client’s legal representation, monitoring health care to assure client’s maximum
access to health care rights and government benefits, and monitoring client’s health care to
protect client’s legal rights where client resides.

_ I understand that, with certain exceptions, I have the right to revoke this Authorization at
any time. If | want to revoke this Authorization, I must do so in writing. The procedure for how I
may revoke this Authorization, as well as the exceptions to my right to revoke will be performed
in accordance with applicable federal law and any applicable policy of my health care provider.

1 understand that { may refuse to sign this Authorization. ! also understand that my hcalth
care provider cannot deny or refuse to provide treatment, payment, cnrollment in a health plan,
or cligibility for benefits if [ refuse to sign this Authorization,

[ understand that, once information is disclosed pursuant to this Authorization, it is
possible that it will no longer be protected by applicable federal medical privacy law and could
be re-disclosed by the person or agency that receives it, however, I do not authorize such



secondary disclosure.

The authority given shall supersede any prior agreement that I may have made with
Narconon Freedom Center, Inc., to restrict access to or disclosure of my individually identifiable
health information. The authority given has no expiration date and shall expire only in the event
that [ revoke the authority in writing and deliver it to my health care provider.

I have read the information in this authorization form and have the legal right to
sign this authorization form, and have been advised to seek legal counsel before signing this
authorization form prior to its execution; I fully understand the contents there of above
and veluntarily sign. '

Signed Name Patient/ Authorized Representative Print Name of Patient/Authorized Representative

Date

Please explain Representative’s authority to act on behalf of the Patient:

STATE OF
COUNTY OF

The foregoing instrument was acknowledged before me this day of R
by

Notary’s Stamp Notary’s Signature

Notary Public, State of , County of
My commission expires:
Acting in the County of










We will provide another status report in 30 days.  In the meantime, if vou have
any questions. please conlact me or my associate. Hm Lance,

Smceerely,

KRELIS, ENDERLE. FIUDGINS
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At limenis as stated




































ove and beyond the cost of the Narconon program.  Such addiional costs may
incisde dental work, x-rays, hospitalization, prescriptions, etc. We request an addiional
$500.00 be placed on deposit to cover these costs. Monias not used from this separate
pposit, will e refundéd Upon completion of the programn. in the event these additional
pdical oxpenses exconds that o doposit for this purpose, Stdent und Responsible
pty actept responshoiiity for ‘iny-additional costs oF upemses for eaid madical or
Student and Responsible Party agres and acknowledgs that in the event either or both

gs a legal uction against Narconon Stone Hawk under this agreement, Student or

ponsihie Party ehall, as the non-revailing party, pay ol achual expenses mcurred

Inda, ek, 3 i important that & student have money avalisbie in their account fir such
me. It is against policy to loan & shulent money or to transter meney from andther's
unt to theirs. They will not be atiowmd credit.on their sccount. i is the |
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foliowing: 1) meeting the esiablished criteria; 2) respplying and compleding an
to the Eredliment Agreament; and 3} having your requeets for readmisaion
a by the Narconon Stones Hawk Executive Council.

if are discharged or suspended from the program, your stalus as a atudent will
ceass nnediately and Narconon witl no longer have any responuaibiity for your welfare
ar {you. are an adull). You understand that if you are discharged or suspended,
you waive the confidentiafity of your ethics fie and we will confact the appropriate
ws. You also widerstand that ¥ yois are involved with the court and judiciel system
mmwm#mmﬂmmm.lemmwme
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program.

SLQD_%TRULESGFW: Except as otharwing staled honein, you, both
Student the Responsibie Party, have been provided with a cument copy of the
Rules of Conduct. These hive begn expiained to you and by signing them you
acknowledged that you understand all of thesa rues wnd agree Student will be
ired to abide by them. Breaking of these nules can result in immadiate discharge or

sion and avicion from the program.
| ' undersiand that bresking the Student Rules
of | Contiuct may result in my immediste dischargs, suspension snd/or eviction
 frgm the program and ro refund will be given.

Signature

LEAVE OF ABSENCE:

‘ RhmMMWdeMﬂnmﬁmmmw
shdenis except under exbame emeigoncy circumsionces. A student granted a
leave must oign a Leave of Absence form. A person will be allowsd a lesve of
absence onjy for reasons of sither: 1) a veriled family emergency, or 2) a
verified court hearing Which cannot be postponed or rescheduled. The above will
be st the discrétion of Narconan Stone Hawidc,

RE-ENTRY FEES:

rooniry, the individusl will be subject %o urinetysis andior brsathelyzer and be
memmbmmwm.

Mﬁmﬂrﬁﬂuﬁdﬁﬂumﬂdmwm YOois require
wivd oy othar port of the program that must be re-done. Ay re-antering student
must complete ot least 24 holve of withdrawsl. Withdrawal camies 8 minlmum
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HIPAA Release and Authorization

I, , with social security number of , and date of birth of
, state as follows:

[ am either the paticnt named above or the patient’s legally authorized representative.

This release authority applies to any information governed by the Health Insurance
Portability and Accountability Act of 1996 (a/k/a HIPAA), 42 USC 1320d and 45 CFR 160-164.
Specifically, this release authority complies with the valid authorization requirements of 45 CFR
164.508 (c).

Pursuant to HIPAA, I authorize and direct:

Narconon Freedom Center, Inc., or its agents, parents, subsidiaries, affiliates,
shareholders, officers, directors, employees, representatives, predecessors, partners, members,
insurers, attorneys, successors, assigns, and all other persons, firms or corporations and anyone
claiming under or through Narconon Freedom Center, Inc., that has provided treatment or
services to me or that has paid for or is seeking payment from me for such services, to give,
disclose, and release, without restriction, all of my individually identifiable health information
and medical records regarding any past, present, or future medical or mental health condition, to
include all information relating the diagnosis and treatment of sexually transmitted diseases,
mental illness, and drug or alcohol abuse to the Michigan Attorney General’s Office and any of
its employees or agents whose address is: G. Mennen Williams Building, 7th Floor, 525 W,
Ottawa Street, P.O. Box 30212, Lansing, MI 48909, and telephone number for Consumer
Protection is {(517) 373-1140.

The purpose of the use and disclosure shall include client’s capacity determinations in
conducting the client’s legal representation, monitoring health care to assure client’s maximum
access to health care rights and government benefits, and monitoring client’s health care to
protect client’s legal rights where client resides.

I understand that, with certain exceptions, I have the right to revoke this Authorization at
any time. If [ want to revoke this Authorization, I must do so in writing. The procedure for how |
may revoke this Authorization, as well as the exceptions to my right to revoke will be performed
in accordance with applicable federal law and any applicable policy of my health care provider.

I understand that I may refuse to sign this Authorization. I also understand that my health
care provider cannot deny or refuse to provide treatment, payment, enroliment in a health pian,
or cligibility for benefits if T refuse to sign this Authorization.

I understand that, once information is disclosed pursuant to this Authorization, it is
possible that it will no longer be protected by applicable federal medical privacy law and could
be re-disclosed by the person or agency that receives it, however, | do not authorize such



secondary disclosure.

The authority given shall supersede any prior agreement that I may have made with
Narconon Freedom Center, Inc., to restrict access to or disclosure of my individually identifiable
health information. The authority given has no expiration date and shall expire only in the event
that | revoke the authority in writing and deliver it to my health care provider.

I have read the information in this authorization form and have the legal right to
sign this authorization form, and have been advised to seek legal counsel before signing this
authorization form prior to its execution; I fully understand the contents there of above
and voluntarily sign.

Signed Name Patient/Authorized Representative Print Namec of Patient/ Authorized Representative

Date

Please explain Representative’s authority to act on behalf of the Patient:

STATE OF
COUNTY OF

The foregoing instrument was acknowledged before me this day of
by

Notary's Stamp Notary’s Signature

Notary Public, State of . County of
My commission expires:
Acting in the County of
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Settled matters:

The following complaints were scttled on March 12, 2008; however, we have not
received verification from your office hat these cases have been dismissed. Please
forward dismissals for the following complainants for our records.



We will provide another status report in 30 days, In the meantime. if you have
any questions, please contact me or my associate, Jim Lance.

Sincerely,
KREIS. ENDERLE, HUDGINS
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Michaei J. Toth

Attachments as stated



























laws. If you, the reader of this message, are not the intended recipient, you are hereby notified that you should
not further disseminate, distribute, or forward this E-mail message. If you have received this E-mail in error,
please notify the sender and delete the material from any computer. Thank you.
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HIPAA Release and Authorization

I, , with social security number of , and date of birth of
, state as follows:

I am either the patient named above or the patient’s legally authorized representative.

This release authority applies to any mformation govemed by the Health Insurance
Portability and Accountability Act of 1996 (a/k/a HIPAA), 42 USC 1320d and 45 CFR 160-164.
Specifically, this release authority complies with the valid authorization requirements of 45 CFR
164.508 (c).

Pursuant to HIPAA, I authorize and direct:

Narconon Freedom Center, Inc.,, or its agents, parents, subsidiaries, affiliates,
shareholders, officers, directors, employees, representatives, predecessors, partners, members,
insurers, attormeys, successors, assigns, and all ether persons, firms or corporations and anyone
claiming under or through Narconon Freedom Center, Inc., that has provided treatment or
services to me or that has paid for or is seeking payment from me for such services, to give,
disclose, and release, without restriction, all of my individually identifiable health information
and medical recards regarding any past, present, or future medical or mental health condition, to
include all information relating the diagnosis and treatment of sexually transmitted diseases,
mental illness, and drug or alcohol abuse to the Michigan Attorney General’s Office and any of
its employees or agents whose address is: G. Mennen Williams Building, 7th Floor, 525 W.
Ottawa Street, P.O. Box 30212, Lansing, MI 48909, and telephone number for Consumer
Protection is (517) 373-1140.

The purpose of the use and disclosure shall include client’s capacity determinations in
conducting the client’s legal representation, monitoring health care to assure client’s maximum
access to health care rights and government benefits, and monitoring client’s health care to
protect client’s legal rights where client resides.

I understand that, with certain exceptions, [ have the right to revoke this Authorization at
any time. [f [ want to revoke this Authorization, [ must do so in writing. The procedure for how I
may revoke this Authorization, as well as the exceptions to my right to revoke will be performed
in accordance with applicable federal law and any applicable policy of my health care provider.

I understand that I may refuse to sign this Authorization. I also understand that my health
care provider cannot deny or refuse to provide treatment, payment, enrollment in a health plan,
or cligibility for benefits if [ refuse to sign this Authorization.

| understand that, once information is disclosed pursuant to this Authorization, it is
possible that it will no longer be protected by applicable federal medical privacy law and could
be re-disclosed by the person or agency that receives it, however, [ do not authorize such



secondary disclosure.

The authority given shall supersede any prior agreement that 1 may have made with
Narconon Freedom Center, Inc., to restrict access to or disclosure of my individually identifiable
health information. The authority given has no expiration date and shall expire only in the event
that I revoke the authority in writing and detliver it to my health care provider.

I have read the information in this authorization form and have the legal right to
sign this authorization form, and have been advised to seek legal counsel before signing this
authorization form prior to its execution; I fully understand the contents there of above
and voluntarily sign.

Signed Name Patient/ Authorized Representative Print Name of Patient/ Authorized Representative

Date

Please explain Representative’s authority to act on behalf of the Patient:

STATE OF
COUNTY OF

The foregoing instrument was acknowledged before me this day of
by

Notary’s Stamp Notary’s Signature

Notary Public, State of , County of
My commission expires:
Acting in the County of








































1.

We will provide another status report in 30 days. In the meantime, if you have
any questions, please contact me or my associate, Jim Lance,

Attachments as stated

Sincerely,

KREIS, ENDERLE, HUDGINS
& B

Michael'). Toth








