NORTHWEST UROLOGICAL CLINIC, P.C.

Physicians and Surgeons

Filling Out Our Forms

This packet includes:

1) A Welcome Letter

2) A Registration Form

3} A History & Physical (H & P) Form

4) A Notice of Privacy Practices (HIPAA)

5) An Acknowledgement and Consent Form (for HIPAA)

Please fill out the Registration Form, the H & P Form, and the
Acknowledgement and Consent Form and bring into the office at the time of

your visit,

If you have questions about any part of the forms, leave them blank until your
appointment, and a member of our staff will help you.

2230 N. IV, Pettygrave Street, Suite 210, Portland, OR 972110 {303) 223-6223 FAX (303) 223-3665
254 NE Norton Lane, McMinnville OR 971328 (303) 435-2361 FAX (503) 434-8203
1000 SE Tech Center Drive, Suite 120, Vancouver, iV4 98683 (360)696-4121 FAX (360) 260.2217
www.nwurclogical.cam



NORTHWEST UROLOGICAL CLINIC, P.C.

Fhysicians and Swurgeons

Pediatric Urology:
David B. Lashley, M.D., F.A A.P.
Daniel A. Hirselj, M.D.
Kelly M. Bartholomew, PA-C

General Urology:
Clifford O. Stranburg, M.D.
Thomas M. Pitre, M.D.
Michael T. Lavelle, M.D.
Stanley A. Myers, M.D.

Urologic Oncology:
Bruce A. Lowe, M.DD,
Mandy M. Williams, PA-C

WELCOME TO NORTHWEST UROLOGICAL CLINIC, P.C.
IT IS IMPORTANT TO COMPLETE AND HAND CARRY THIS PACKET TO YOUR FIRST
APPOINTMENT

We are pleased that you have selected our clinic for your care. To help make your first visit with us a little
easier, we have prepared an introductory packet for you. Enclosed you will find the following items:

° An appointment card with the date and time of your visit

e A patient registration form

e A medical history form

° A map to our office (located on the back of this cover sheet)

Please complete the patient registration form and the medical history form prior to your visit, If you have
medical insurance that you would like us to bill, you will need to bring your insurance card(s).

I you have a managed care health plan, please remember to do the following prior to your visit:

* Contact your primary care provider (PCP) to obtain a referral

* Inform your PCP’s office of your appointment date so that they can initiate a referral authorizing your
insurance company to pay for the services to be rendered

 Contact your insurance company to assure that the visit has been authorized

It is your responsibility to make sure an authorization for services is in place. If one is not in place at your
scheduled appointment time you will be asked to sign a waiver indicating that you take responsibility for
payment of services rendered on that date. In addition, please know which laboratories and hospitals your
Insurance requires you to use,

Complete medical information is necessary for an accurate consultation with your doctor. Please have your
doctor forward to our office any relevant test results, x-ray films, or copies of medical records prior to your
Visit,

Should you have any further questions prior to your visit, please do not hesitate to contact us. We look forward
to serving you!

2226 N.W. Petygrove, Portland, OR 57210 (303) 223-G223  FAX (303) 546-7238
234 N.E. Norton Lane, McMinnville, OR 07138 {303) 433-236]1 FAX (303) 434.-8203
1000 SE Tech Center Drive, Suite 120, Vanconver, WA 98683 (360)696-4121 FulyY (360) 260-2217
www.nwurafogical.com
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NORTHWEST UROLOGICAL CLINIC, P.C.
Clifford Stranburg, M.D., Thomas Pitre, M.D., David Lashley, M.DD., Bruce Lowe, M.D., Michael Lavelle, M.D.,

Stanley Myers, M.D., Danief Hirselj M.D., Mandy Williams, P.A.-C, Kelly Bartholomew, P,A.-C.

DATE: ACCOUNT NO: PHYSICIAN:
REFFERING DOCTOR: REFFERING DR’S PHONE NO { ) -
Patient Name: Birth date Male/Female
Last First Middie
Marital Status {check one):  Single Married Divorced Separated Social Security.#: .
(18 or older}
Home Address:
Street City State Zip Code
Mailing Address:
Street City State Zip Code
Home Phone: ( ) - Daytime Phone: ( ) - Cell Phone: { )
Muy we leave fes! resulis/messages on your voice mail or answering machine? _._yes__ no Pharmacy Phone
Lmpleyer: Occupation:
mployer Address:
Street City State Zip Code
Spouse/Custodial Parent: M/F___ Social Security #: - -
Address: Birth date:
Street City State Zip Code
Parent 2: M/F___ Social Security #: - -
Address; Rirth date:
Street City State Zip Code
Primary Care Physician: Phone: ( } -
Izmergency Contact: Relationship:
Address: Phone: ( 3
Other Person 1o contact (not relative): Phone: ( )
Primary Insurance Name: Effective Date:
Address:
Subseriber 1D, Group # Social Security # -
Ciuarantor: Relationship: Birth date:
Secondary Insurunce Name: Effective Date:
Address:
Subscriber [.D. Group # Social Security # -

Crugrantor:

Relationship:

Birth daie:

Signature:

Date:




Northwest Urological Clinic, P.C. 2230 NW Pettygrove St., Suite 210 Portland, OR 97210
Clifford O. Stranburg, MD - Thomas M. Pitre, MD - Bruce A. Lowe MD - Michael T. Lavelle, MD - Stanley A. Myers, MD

Confidential Medical History-Male-
Date

Name Date of Birth Race Chart #
Reason for visit:

HPI: (for MDD enly) (Quality . Severity , Timing . Context , etc. )

Location:

Duration:

Modifying Factors:

Associated Symptoms:

1-2(1 or 2) 4+(3-3)see also progress record this date
Past Medical History: Please list all hospitalization and surgeries you have had and the year if you can remember

[INone

Do you have any allergies to medications? Please list: [None; Other allergies
Please list any ongoing medical problems you are being treated for:
[J None

Please list any prescription medications you are currently taking: (dosage if you remember)
U None

[ see attached list.

Are you taking any supplements (non-prescription medication)? Please list:

{1 None O see attached list.

Have you ever smoked? 0 yes [ no If yes-how much and for how long? Quit? years
Do you drink aleohol? O yes Cno If yes-how much on average?

Family History: Among your blood relations, is there any history of heart disease O strokes [ cancer Ol diabetes [J
kidney disease I} other
Is there any history of cancer of the prostate on either side of your family? O yes {1 no
Social History: what is or was your occupation for most of your life:
Do you have a religious preference {1 yes (I no My preference is
Marital Status: Married (1 Single O Divorced £} Widower [

Patients Signature




Revised Date. July |, 2000

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.

If you have any questions about this notice, please contact our HIPAA Privacy Qfficial at {503}223-6223
Nonhwest Urological Clinie, P.C.
2230 N.W. Pellygrove St. Suite 210
Fortland, Oregon 87210

WHC WILL FOLLOW THIS NOTICE
This nolice describes the information privacy practices followed by our employees, stafl and other office persennel.

YOUR HEALTH INFORMATION

This notlce applies Lo the information and records we have about your health, health status, and the health care and services you receive @l this office. Your health Information may inctude
information created and received by ihis office, may be in the farm of writlen or elecironic recards or spoken words, and may include information about your health history, health staius, symploms,
examinalions, test results, diagnoses, trealments, procedures, prescriptions, related billing aclivily and similar types of healih-related informatien. We are required by law to give you this notice. i
wilf tell you about the ways in which we may use end disclose heaith infarmalion about you and describes your rights and our abligations regarding the use and disclosure of that information.

HOW WE MAY USE AND DISCLDSE HEALTH INFORMATION ABOUT YOU
We may use and disclose health information for the following purposes:

+ For Treatment. We may use heallh informatlon about you to provide you with medical treaiment or services. We may disclose heallh information abotz you to doctors, nurses, technicians, office
staff or ather personnel who are involved in taking care of you and your heaith.

Fer example, your doctor may be trealing you for a hearl condition and may need to know if you have other haalth problems that could complicate your trealment. The doctor may use your
madical hislory to decide what treatment is best for you. The doctor may also lell another doctor abaut your condition so that doctor can help determine the most appropriate cars for you.

Differenl personnel in our office may share Information about you and disclose informaticn 10 peaple who do not work in our office in order {0 coordinate your care, such as phoning in
prescriplions lo your pharmacy, scheduling lab wark and ordering *-rays. Family members and olher health care providers may be parl of your medical care outside this office and may require
iformation about you that we have.

« For payment. We may use and disclose health infermation about yau so that the trealment and services you recelve al this office may be bifed lo and payment may be collecied from you, an
insurance company or a third pary.

For example, we may need o give your health plan information about a service you recelved here so your health plan will pay us or reimburse you for the service. We may also lell your heaith
pian about & treatment you are going o receive to obtain prior approval, or to delermine whethar your plan will pay for the trealment,

For Health Care Qtperations. We may use and disclose health information about you in order 10 run {he office end make sure that you and our other palients receive quality care.

For exampie. we may use your health information to evaluate the performance of cur staff in caring for you. We may alsc use health informalion about all or many of our patients 1o help us
decide whal additional services we should offer, how we can become more efficient, or whelher certain new Irealments are effeclive.

We may also disclose your heallh Infarmation to health plans that provide you Insurance coverage and ciher health care providers that care for yaou. Our disclosures of vour heallh information to
plans and other providers may be for the purpose of halging thase plans ard providers provide or improve care, reduce cost, coordinals and manage health care and services, train stalf and
comply with the law.

= Appointment Remindars., We may comact you as a reminder that you have an appointment {or treatment or medical care at the office,

« Treatment Alterpatives. We may 1elf you about of recommend possible trealmant options o alternalives that may be of interest to you.

» Health-Related Products and Services. We may tell you about health-related producis or services that may be of intares to you.

Plaase noliy us if you do not wish to be contacled for appointment reminders, or if you do not wish to receive communicalions about freatment alternatives or healih-related products and
services. If you advise us In writing (at the address listed at the lop of this Notice) that you do not wish to receive such communizations, we will not use or disclose your information for these
purposes.

SPECIAL SITUATIONS
We may usa or disclose health infarmation about you for the foliowing purpeses, subject to all applicable legal requirements and limitations:

+ ToAvert a Serious Thraat to Health or Safsty. We may use and disclose health Information about you when necessary 1o prevent a serious threat 1o your heallh and safety or the heallh and
safely of Ihe public or ancther person.

» Reguired By Law, Wa will disclase heallh information about you when required 1o do 5o by faderal, state or local law.

+ Research, We may use and disclose health information about yeu for research projects that are subject to a special approval process. VWe will ask you for your permission if the researcher will
have access to your name, addrass or other information ihat reveals who yeu are, or will be involved in your care at the office.

« Qraan and Tissue Donatlon. If you are &n ergan donor, we may reiease heath information lo organizations that handle organ procurement or organ, eye or lissue transpiantation or to an ergan
donalion bank, as nacessary o facifilate such donalion and ransplantation.

= Military, Veterans, Natlonal Security and Intelliqenca. If you are or were a member of lhe armed forces, or part of the national security or intelligence communitios, we may be regquired by
military command or other government authorities to release health information about you. We may also release information about foraign military personnel Lo the appropriate foreign milifary
authority.

» Workers' Compensation. We may release health infermalion about you for workers' compensation or similar programs, These programs provide benefits for work-related injuries or llinass.

v Public Health Risks. We may disclose health information about you for public health reasons in crder lo prevant or control disease, injury or disability; or report hirths, deaths, suspected abuse
or neglecl, non-accidental physical injuries, reactions to medications or problems with products.

« Health Oversight Activities. We may disciose heatth information to a healih avarsight agency for audits, investigalions, inspactions, or licensing purposes. These disclosures may be necessary
for certain state and federal agencies to monilor the heallh care system, governmenl programs, and compliance with civil rights laws.

» Lawsults and Disputes, if you are invelved in a iawsult or a dispule, we may disclose health information about you in response 10 a court or administrativa order. Subject Io all applicabla legal
requirements, we may also disclose health information sbout you in response to a subpoena.

« Law Enforcemeant. We may release health information If asked to do so by a law enforcement official in response lo a courl order, subpoena, warant, sSummons of similar progess, subject to ait
applicable legal requirements.



Revised Date: July || 2009

« Coroners, Medical Examiners and Funeral Directors, We may release heaith information to a coroner or medical examiner. This may be necessary, for example. lo identify a deceased
person ar delermine the cause of death,

Infarmation Mot Persnnaim Identifiable. We may use or disclose healih informatlon about you in a way that dees not personally identify you or reveal who you are.

» Family and Friends. We may disclose heallh information aboul you to your family members or friends if we obtain your verbal agreament te do so or if we give you an opportunity io object to
such a disclosure and you do not raise an objection. We may also disclose health information to your family or friends if we can infer from the circumsiances, based an our professional judgment
that you would not objecl. For example, we may assume you agree to our disclosure of your personal health information te your spouse when you bring your spouse with you into the exam room
during treatment or while freaiment is discussed.

In siuations where you are nol capable of giving consent {hecause you ara nol presant or due to your incapacity or medical emergency), we may, using our professional judgmeni, determing that
a disclosure to your family member or friend Is in your besi interest. in that silualion, we will disclose only health information relevant to the person's involvement In your care. For example, we
may inform the person who accompanied you to the emsergancy room that you suffered a hearl altack and provide updates on your progress and prognasis. We may also use our professianat
judgment and experience to make reasonable inferances that It Is in your bes! interast to aliow another person ta act on your behalf 1o pick up, for example, filied prescriptions, medical supplies,
or X-rays.

OTHER USES AND DISCLOSURES OF HEALTH INFORMATION

We will not use or disclose your health Infermation for any purpose ather than those identified In the previous sections withoul your spedific, wrilten Aulhorization. If you give us Autherzalion 1o
use or disciose healih information about you, you may revake that Authorfzatfon, In writing, at any time. If you revoke your Authanization, we will no longer use or disclose information about yeu far
Ihe reasons covered by your writien Authonzation, but we cannot take back any uses or disclosures already made wilh your permissien.

In some Instances, we may need specific, writlen authorization from you in order to disclose certain types of specially-prolected informalion such as HIV, substance abuse, mental heallh, and ganetic
testing information.

YOUR RIGHTS REGARDING HEALTH INFORMATION ABOUT YOU
You have the following righls regarding heatlth information we maintain about you:

» Right to Inspect and Copy. You have the right to inspect and copy your healih information, such as medical and billing records, that we keep and use 1o make declsions about your care, You
musl submi a wrilten request to Northwest Urofegical Ciinic, P.C., Allentian: HIFAA Privacy Official in order to inspect and/or copy records of your health information. If you request a copy of the
infarmation, we may charge a fee for he costs of copying, mailing or other associated supplies.

We may deny your reguast o inspect and/or copy records in certain limited circumstances. If you are denied copies of or access to heallh informalion thal we keep abaut you, you may ask thal
our denial be reviewad, 1T the law gives you a right to have our denial reviewed, we will select a licensed health care professional o review your reguest and our denial. The person conducting
the review will nol be the person who deniad your requesi, and we will comply with the oufcome of the review.

» Right fo Amend. I you believe health informalion we have aboul you is incerrect or incomplels, you may ask us ¢ amend the infermation. You have the right to request an amendment as long
as the information is kepl by this office.

To request an amepdment, complate and submil a MEDICAL RECORD AMENDMENT/CORRECTION FORM 1o Northwast Urolagical Glinic, P.C., Atlention: HIPAA Privacy Official.

Wi may deny your request for an amendment if your request is not In writing or dees not include a reason o suppord the requesi. in addition, we may deny your reguast if you ask us to amend
informalion that:

= We did nol create, unless the person or entity that created the infermation Is no fonger availahle to make the amendment

+ {5 nol parl of the heaith Information that we keep

+ Youweuld not be parmitted to inspect and copy

« |Is accurate and compiele

« Rightto an Acceunting of Disclosures. You have the right fo requsst an “accounting of discicsures.” This Is & list of the disclosures we made of madical Informalion about you fer purpeses
other than treatmert, payment, health care operations, and a limited number of special circumstances involving natjional securily, correclional inslilulions snd {avw enforcemenl. The list will also
exclude any disclosures we have made based on your written autharizalion. Tao obtain this list, you must submit your request in writing to Northwest Urological Clinie, P.C., Atlenfion: HIPAA
Privacy Official. It must stale a lime pericd, which may not be longer than six years and may not inciude dales before Aptii 14, 2003. Your request should indicale in what fom you want the list

(for example, on paper, eleclranically). The first list you request within a 12-month period will be free. For additiona! lists, we may charge you {or the costs of providing the list. We will nolify you
of the cosl involved and you may chaose o withdraw ar modify your request at that time before eny costs are Incurrea.

« Right to Reguest Restrictions. You have e right to request a restriction or limitation on tha health information we use or disclose about you for treatment, paymanl or health care operations.
You also have {he righl (o request @ limit on the health information we disclese about you 1o someone who is Involved in your care or the payment for i, like a family member or fiend. For
example, you could ask that we not use or disclose information about a surgery you had.

Wae are not required to agree 1o your request. If we do agree, we will comply with your request unless the informalion is needed lo provide you emergency treatmenl or we are required by law
to use or disclose lhe information.

To request restriclions, you may complete and submit the REQUEST FOR RESTRICTION ON USE/DISCLOSURE OF MEDICAL iINFORMATION te Northwest Urofogical Clinic, P.C., Attention:
HIPAA Privacy Official.

» Right to Request Confidential Communications. You have the right to request hat we communicale wilh you about medical matiers in a certain way of at a cerlain location. Far example, you
can ask that we anly condact you af work or by mail,

Te request cenflidenlial communicalions, you may complete and submii the REQUEST FOR RESTRICTION ON USE/DISCLOSURE OF MEDICAL {NFORMATION ANDY/OR CONFIDENTIAL
COMMUNICATION to Northwest Urofogical Clinie, P.C., Attention: HIPAA Privacy Official. We will nol ask you the reason for your requesi. We will accommodate all reasonahle requests. Your
requast must specify how or where you wish to be contacted,

» Right to & Paper Copy of This Notice. You have the right to a paper copy of ihis natice. You may ask us to give you a copy of {his notice al any lime. Even if you have agreed to receive it
electronically, you are stili entilied to a paper copy.

To obtain such a copy. contact aur HIPAA Privacy Official.

CHANGES TO THIS NGTICE
We reserve the right to change this nolice, and to make the revised or changed nolice effective for medical information we already have about you as well as any informalion we recaive In the
tulure. We will past the current nolice in 1he office with its effective date in the top right hand corner, You are enfifled to a copy of the nolice currently in effect.

COMPLAINTS

{f you helieve your privacy rights have been violated, you may file a complaint wilh our office or with the Secretary of the Deparlment of Health and Human Secvices. To file a complaint with aur
office, conlact Northwest Urological Clinic, P.C., Altention: HIFAA Prvacy Official (address: 2230 N.W. Pellygrove St, Suite 210, Fortland, OR 87210. Phone Number: (503)223-6223. You will
not be penalized for fifing a complaint.



NORTHWEST UROLOGICAL CLINIC, P.C.

Pediatric Urology:
David B. Lashley, M.D),, F.A.A.P.
Daniel A. Hirselj, M.D.
Kelly M. Bartholomew, PA-C

General Urology:
Clifford O. Stranburg, M.D.
Thomas M. Pitre, M.D.
Michael T. Lavelle, M.D.
Stanley A. Myers, M,D,

Urclogic Oncology:

Bruce A. Lowe, M.D
Mandy M. Williams, PA- C
TO OUR YALUED PATIENTS:
We would like to thank you for choosing NWUC as your healtheare provider. We are committed to providing you with the best care possible. Please read
our policies below and feel free to ask any questions. Your signature at the bottom ol this agreement constitutes an apreement to our financial policy.
INSURED:
NWUC participates in most major health plans as well as accepting assignment for Medicare. It is your responsibility as the patient to be aware of your
insurance limits and restrictions. If your policy requires a referral, that referral must be established prior to the time of your visit. You must also be aware of
the surrounding hospitals and laboratories/ radiological clinics which your insurance plan requires/prefers you to use. Your preparation with this information
will assure a smooth encounter with our office. At the time of each visit to our office you are required to present your current insurance card(s). In order to
rrolect your identity we also require phota identification be presented at check in. If your insurance requires a copayment we are bound by contractual
agreements with these companies to collect that copayment at the time of service. Failure to provide the correct/current information at the time of your visit
may resuli in you being held respensibie for the entire cost of the visit.
UNINSURED:
Except for those continuing care from an initial Emergency Department visit, It is the policy of Northwest Urological Clinic to collect a deposit before
scheduling privaie pay patients in the ameount of $130. This deposit will be applied towards the patient’s bill...which may be more than $130. In the event
the patient does not show up [or their appeintment, the $150 will be regarded us a no-show fee.
INSURANCE BILLING:
Cur husiness office will submit a claim on your behalf to both your primary and secondary insurances if applicable. It is important to remember that your
insurance is a contract between you and your insurer. Although we submit your insurance claims as a courlesy Lo you, you are still the responsible party for
payment of services regardless of the amount your insurance pays. Any remaining balance, after your insurance pays, is due and payable within 30 days of
your statement. [ this is not possible, it is your responsibility to call the billing office to make payment arrangements, [n the case of a dependent being scen,
all current insurances must be presented with the appropriate insurance being designated as the primary poficy. The person responsible for any supplemental
payment must be designated at the time of the visit and their address provided for billing. Once statements are sent from our office we will Aol act as
mediutors between guardians. The person who signs the form witl be responsible for any balance afler insurance has paid,
METHODS OF PAYMENT:
Our office accepts cash. personal check, Visa and MasterCard for payment. We de not currently accept American Express or the Discover card. We cun
acvepi your flex pay card if it has the Visa or MasterCard logo on it. Any other type of flex pay policy must be billed by the patiant afier making a payment
and receiving a receipt from us. 1f you expect your H.5.A /Flex pay/Consumer account to be used for your copay or deduetible, you will need to supply that
information to our office priar to your visit so that we can verify coverage.
CANCELED APPOINTMENTS: I you fail to show up for an appointment and a cancellation call is not received 24 hours prior to the appointment,
you will be responsible for a $40 no-Show fee. If an interpreter was required and scheduled for your appointment for which you de not shaw, you will be
responsible for the entire billed smount from interpreter. These fees must be paid before another appointment wilt be scheduled.
BILLING QUESTIONS: Please contact us at: 503-223-6223; follow prompts to Billing.

Signature: Date:
NOTICE OF PRIVACY PRACTICES -ACKNOWLEDGEMENT AND CONSENT:
[ understand that Northwest Urological Clinie, P.C. (referred to below as *This Practice™) will use and disclose health information about me. I undersiand
that my health infermation may include infarmation both created and received by the practice, may be in the form of wrilten or electronic records or spoken
words, and may include informatien about my health history, heaith status, symptoms, examinations, test resulls, diagnoses, treatments, procedures,
prescriptions, and simifar types of health-related information.
I understand and agree that This Practice may use and disclose my health informatien in or to:

*  make decisions about and plan for my care and treatment;

e refer to, consuil with, coordinate among, and manage along with other health care providers for my care and treatment;

e determine my eligibility for health plan or insurance coverage, and submit bills, claims and other related information to insurance

companies or others who may be responsible to pay for some or all of my health care; and
e perform various office, administrative and business functions that support my physician’s efforts to provide me with, arrange and be
reimbursed for quality, cost-effective health care

['also understand that 1 have the right to receive and review written descriptions of how This Practice will handle health information about me. This writien
description is known as a Notice of Privacy Practices and describes the uses and disclosures of health information made and the information practices
followed by the employees, staff and other office personnel of This Practice, and my rights regarding my health information.
tunderstand that the Notice of Privacy Practices may be revised from time to time, and that | am entitled to reccive a copy of any revised Notice of Privacy
PPractices. [ also understand that & copy or 4 summary of the most current version of This Practice’s Notice of Privacy Practices in effect will be posted in she
widting/reception area. 1 understand that 1 have the right to ask that some or all of my health information not be used or discfosed in the manner described in
1he Nonice of Privacy Practices, and [ understand that This Practice is nol required by law io agree to such requests.
By signing below, I agree that T have reviewed and understand the information above and that 1 have received o copy of the Notice of Privacy Practices.

i} Date:
{(Patient) -OR-

Description of Representative’s Authority: Date;

(Patient representative)
2230 N.J¥. Penygrove, Suite 210, Portland, OR 97210 (503) 223-6223 FAX (503 223-3663
254 N.E. Nortowr Lane, McMimwifle OR 97128 (503} 435-2561 FAX (303) 434-8203
1000 5. E. Tech Center Drive, Suite 120, Vancouver, 1WA 98683 (360) 696-4121 FAX (360) 260 -2217

www.nwurological.com



