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HIPAA 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.
This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out
treatment, payment, or health care operations (TPO) and for other purposes that are permitted or required by law. it also
describes your rights to access and control your protected health information. “Protected health information” is information
about you, including demographic information, that may identify you and that relates to your past, present, or future physical
or mental health or condition and related health care services.
1. Uses and Disclosure of Protected Health Information. Your protected health information may be used and disclosed
by your physician, our office staff, and others outside of our office that are involved in your care and treatment for the
purpose of providing health care services to you, to pay your health care bills, to support the operation of the physician’s
practice and any other use required by law.
Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health
care and any related services. This includes the coordination of management of your health care with a third party. For
example, we would disclose your protected health information, as necessary, to a home health agency that provides for
you. For example, your protected health information may be provided to a physician to whom you have been referred to
ensure that physician has the necessary information to diagnose or treat you.
Payment: Your protected health information will be used, as needed, to obtain payment for your health care services. For
example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed
to the health care plan to obtain approval for the hospital administration.
Healthcare Operations: We may use or disclose, as needed, your protected health information in order to support
the business activities of your physician’s practice. These activities include, but are not limited to, quality assessment
activities, employee review activities, training of medical students, licensing, and conducting or arranging for other
business activities. For example, we may disclose your protected health information to medical school students that see
patients at our office. In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your
name and indicated your physician. We may also call you by name in the waiting room when your physician is ready to see
you.
We may disclose your protected health information, as necessary, to contact you to remind you of your appointment. We
may disclose your protected health information in the following situations without your authorization. These situations
include: as Required by Law; Public Health Issues as required by law; Communicable Diseases; Health oversight; Abuse or
neglect; Food and Drug Administration requirements; Legal Proceedings; law Enforcement; Coroners; Funeral Directors;
and Organ Donation; Research; Criminal Activity; Military Activity and National Security; Workers’ Compensation;
Inmates; Required Uses and Disclosures; Under the law, we must make disclosures to you and when required by
the Secretary of the Department of Health and Human Services to investigate or determine compliance with the
requirements of Section 164.500.
Other Permitted and Required Uses and Disclosures will be Made Only With Your Consent, Authorization or
Opportunity to Object unless required by law.
You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician’s
practice has taken an action in reliance on the use or disclosure indicated in the authorization.
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Your Rights: Following is a statement of your rights with respect to your protected health information.
You have the right to inspect and copy your protected health information. Under federal law, however, you may not
inspect or copy the following records; psychotherapy notes, information compiled in reasonable anticipation of, or use in, a
civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that prohibits
access to protected health information.
You have the right to request a restriction of your protected health information. This means you may ask us not
to use or disclose any part of your protected health information for the purposes of treatment, payment or healthcare
operations. You may also request that any part of your protected health information not be disclosed to family members
or friends who may involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your
request must state the specific restriction requested and to whom you want the restriction to apply.
Your physician is not required to agree to a restriction that you may request. If physician believes it is in your best
interest to permit use and disclosure of your protected health information, your protected health information will not be
restricted. You then have the right to use another healthcare professional.
You have the right to request to receive confidential communications from us by alternative means or at an alternative
location. You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept
this notice alternatively i.e. electronically.
You may have the right to have your physician amend your protected health information. If we deny your request for
amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your
statement and will provide you with a copy of any such rebuttal.
You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health
information. We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then
have the right to object or withdraw as provided in this notice.
Complaints You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights
have been violated by us. You may file a complaint with us by notifying our privacy contact of your compliant. We will not
retaliate against you for filing a complaint. This notice was published and becomes effective on/or before January 1, 2017.
We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy
practices with respect to protected health information. If you have any objections to this form, please ask to speak with
our HIPAA Compliance Office in person or by phone at our Main Phone Number.

The Federal Health Insurance and Portability and Accountability Act (HIPAA) regulates how health care providers may use
and disclose health information, and also requires that patients be notified of the provider’s privacy practices.

I, __________________________________________________________ (Printed Name of Patient or Patient’s Representative), acknowledge
the receipt of the “Privacy Notice Acknowledgement Form” and “Wellness Consultation Policies”.

____________________________________________________________ Signature (Patient or Patient’s Representative)
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Rx3 Compounding Pharmacy Wellness Consultation Consent Form.
I hereby understand, agree, and attest to the following:
1. I fully understand that the Wellness Consultant I am seeing in this office is not a physician, and I am not consulting for
medical, diagnostic, or treatment procedures. The appointments do not involve the diagnosing, prognosticating, treating, or
prescribing of medicines or the treatment of disease, or any act which will constitute the practice of medicine in this state, for
which a license is required.
2. Since the Wellness Consultant is not a medical doctor or primary care physician, it is recommended that I continue
services with my primary care physician.
3. The services offered by the Wellness Consultant are at all times restricted to helping me gain a better understanding of
‘health’ (not disease), so that I will have greater self-awareness and be able to use a self-care plan for daily living.
4. The wellness plan offered (which may include discussion and or sale of nutritional supplements, nutrition and lifestyle
modifications, homeopathic remedies, vitamins, minerals, food grade herbs, and other dietary supplements) pertains to the
whole body concept of nutrition rather than addressing a specific ailment or condition.
5. The Wellness Consultant does not provide emergency or after-hours care. In the event of an emergency, I will dial 911 or
proceed to the nearest emergency room.
6. Laboratory testing may be conducted for screening purposes only and does not constitute a diagnosis of any medical
condition. It is my responsibility to follow up with a medical doctor if any of the lab results are abnormal.
7. Women who are pregnant or planning pregnancy must inform their Wellness Consultant, as this will likely alter the
recommendations that are made.
8. Since they are not prescribing physicians, the Wellness Consultants will not be able to advise me to discontinue or
change doses of my medications. I am advised to consult with my prescribing physician concerning any modifications of my
pharmaceutical medications.
9. Potential benefits of following a wellness plan include health optimization, symptomatic relief, and disease prevention.
Potential risks include rare allergic reactions, paradoxical reactions to supplements (example: valerian is a relaxing herb for
most people, but it is stimulating in some people), and drug-supplement interactions. Although there is a growing body of
information regarding such interactions, I understand that not all drug-supplement interactions are known at this time.
10. There are wide individual differences in response to a wellness plan, and no guarantees are made that I will gain any
benefit nor suffer any adverse consequences.
11. While I may experience immediate benefits from the wellness plan, I understand that most effective results will occur
when I make a long-term commitment to rebuild my health, which will likely involve some lifestyle modifications.

Signature of Client or Client’s Representative				
Phone Number:						
Referred by:

Date:

Printed Name of Client or Client’s Representative
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Arbitration Agreement for Talonna Iser, R.Ph, PharmD
Article 1: Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, that is as to whether any
medical services rendered under this contract were unnecessary or unauthorized or were improperly, negligently or
incompetently rendered, will be determined by submission to arbitration as provided by state and federal law, and not by a
lawsuit or resort to court process except as state and federal law provides for judicial review of arbitration proceedings. Both
parties to this contract, by entering into it, are giving up their constitutional right to have any such dispute decided in a court
of law before a jury, and instead are accepting the use of arbitration.
Article 2: All Claims Must be Arbitrated: It is also understood that any dispute that does not relate to medical malpractice,
including disputes as to whether or not a dispute is subject to arbitration, will also be determined by submission to binding
arbitration. It is that intention of the parties that this agreement bind all parties as to all claims, including claims arising out
of or relating to treatment or services provided by the health care provider including any heirs or past, present or future
spouse(s) of the patient in relation to all claims, including loss of consortium. This agreement is also intended to bind any
children of the patient whether born or unborn at the time of the occurrence giving rise to any claim. This agreement is
intended to bind the patient and the health care provider and/or other licensed health care providers or preceptorship
interns who now or in the future treat the patient while employed by, work or associated with or serving as a back-up for the
health care provider, including those working at the health care provider’s clinic or office or any other clinic or office whether
signatories to this form or not.
All claims for monetary damages exceeding the jurisdictional limit of the small claims court against the health care
provider and/or the health care provider’s associates, association, corporation, partnership, employes, agents and estate,
must be arbitrated including, without limitation, claims for loss of consortium, wrongful death, emotional distress, injunctive
relief, or punitive damages.
Article 3: Procedures and Applicable law: A demand for arbitration must be communicated in writing to all parties. Each party
shall select an arbitrator (party arbitrator) within thirty days and a third arbitrator (neutral arbitrator) shall be selected by
the arbitrators appointed by the parties within thirty days thereafter. The neutral arbitrator shall then be the sole arbitrator
and shall decide on the arbitration. Each part to the arbitration shall pay such party’s pro rata share of the expenses and fees
of the neutral arbitrator, together with other expenses of the arbitration incurred or approved by the neutral arbitrator, not
including counsel fees, witness fees, or other expenses incurred by a party for such party’s own benefit.
Either party shall have the absolute right to bifurcate the issues of liability and damage upon request to the neutral
arbitrator.
The parties consent to the intervention and joinder in this arbitration of any person or entity that would otherwise
be a proper additional party in a court action, and upon such intervention and joinder any existing court action against such
additional person or entity shall be stayed pending arbitration.
The parties agree that provisions of state and federal law, where applicable, establishing the right to introduce
evidence of any amount payable as a benefit to the patient to the maximum extent permitted by law, limiting the right to
recover noneconomic losses, and the right to have a judgment for future damages conformed to periodic payments, shall
apply to disputes within this Arbitration Agreement. The parties further agree that the Commercial Arbitration Rules of the
American Arbitration Association shall govern any arbitration conducted pursuant to this Arbitration Agreement.
Article 4: General Provision: All claims based upon the same incident, transaction or related circumstances shall be
arbitrated in one proceeding. A claim shall be waived and forever barred if (1) on the date notice thereof is received, Rx3
Compounding Pharmacy 804-717-5000 www.rx3pharmacy.com Rx3 Compounding Pharmacy fails to pursue the arbitration
claim in accordance with the procedure prescribed here in with reasonable diligence.
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Article 5: Revocation: This agreement may be revoked by written notice delivered to the health care provider within 30 days
of signature and if not revoked, will govern all professional services received by the patient and all other disputes between
the parties.
Article 6: Retroactive Effect: If the patient intends this agreement to cover services rendered before the date it is signed
(for example, emergency treatment) patient should initial here____________. Effective as the date of first professional services.
If any provision of the Arbitration Agreement is held invalid or unenforceable, the remaining provisions shall remain in full
force and shall not be affected by the invalidity of any other provision. I understand that I have the right to receive a copy of
this Arbitration Agreement. By my signature below, I acknowledge that I have received a copy.
NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE
DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE
ARTICLE 1 OF THIS CONTRACT.

Patient Signature (or representative)				

Relationship to Patient Date

Office Signature						

Date
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