
20528 BolandFarm Road,Suite104

Germantown, MD 20876

301-972-0400

301-916-1453 Fax

9420 KeyWest Avenue,Suite410
P,,ock_lle,MD 20850

301-947+6816

301-217-0358 FBx

18111Pri_e PhilipDffve, Suite121
Olney,MD 20832

301-570-1545
301-570-3061Fax

PLEASE FILL OUT AND PUT IN BASKET

PATIENT NAME (p_m')

DATE OF BIRTH

TIME OF APPOINTMENT

TIME OF SIGN IN

NEW PATIENT?

HAS YOUR INSURANCE CHANGED?

HAS YOUR ADDRESS CHANGED?

HAS YOUR PHONE NUMBER CHANGED?

ANY OTHER CHANGEST

IS 'THIS WORKMAN'S COMP OR MVA RELATED?

YES NO

YES NO

YES NO

YES NO

YES NO

YES NO



PATIENT INFORMATION

PAI[|ENTtlAHI5 __ ...........TODAYSDATE:............

HOHEADDRESS: ..................................

CITY,STATE,ZIP; ,,

HOME; .... .._ WORK: CELL:

PREFERREDREMINDERMETHOD: HOME , WOF_K . CELL _}:'le,_ed_de.)

RACE:. ETHNIQT_, IFOF HISPANICORIGIN: ......... ,

Etv_L AODRESS:..............

bATE OFBIRTH;
,,,, ,,

SEX: _LE .___ F_LE

HARITkLSTATUS_----.- SINGLE --

PATIENT'SOCCUPA3tON ....

NAMEOF EMPLOYER;

sPOUSE,SNAME_

NAh_EOF RESPONSIBLEPARTY IFUNDER _8_

EMERGENCYCONTACT _:.

EMERGENCYCONTACT PHONE NUMBER:

SOCIALSECURITYNUMBER:

MARRIED PARTNEFI OTHER

,,, ,,,_ •

PLEA,$ECHECKYOURPREFEIIEttCE:

ISITOK TO LEAVEA MESSAGE(MESSAGEMAYINCLUDETESTBESUC[S)ON YOUR;

HomePhone Ce_ Phone _ OftlcePhone

Neverleaveardes_ge,on{yspeak_ me

ISIT OK TO LEAVEA ME_<JAGE(MESSAGE HAY INCLUDE T_T F,ESL_L1_)WiTH '(OUP_

Spouse _Parent _ Sign_ca_ Other

Other, please _pe¢t_"..........



INSU,RANCE IHFORHATION

INSURANCECOMPANY:

INSURANCE ID NUMBER:

INSURANCEGROUP NUMBER:

THIS iSTHE ONLY INSURANCEI HAVE: YES NO

THIS POLICY ISTHROUGH MY EMPLOYER: YES NO

_* If you answered yes to both questions do not complete

any more questions but sign on line at the bottom

_** _f you ansvaered no to etther question above complete

the remainder of the _tbrm and sign at the bottom

NAME OF POLICY HOLDER:

3_irst

POLICY HOLDER'S SEX: MALE

POLICY HOLDER'S DATE OF BIRTH:

POLICY HOLDER'S ADDRESS:

Street

Initial Last

FEMALE

City State

POLICY HOLDER'SSOCIAL SECURITYNUMBER:

POLICY HOLDER'S PHONE NUMBER:

POLICYHOLDER'S EMPLOYER:

PATIENT'SRELATIONSHIPTO POLICY HOLDER: WIFE

DO YOU HAVEANOTHER HEALTH INSURANCECOMPANY:

IFYES,NAME OF INSURANCE COMPAN'_

INSURANCEID NUMBER:

tNSURANCEGROUP NUMBER:

HUSBAND

YES

Zip Code

CHILD

NO

NAME OF POLICY HOLDER:

Family HealthCare has my permission to bi!l the insurance companies listed above for services

rendered to me Or my dependent. I am cergfying that the insurance information is accurate.

D_#e Slgna_re

Patient or Parent/Guardian



=

Noticeof,PrivacyPracticesfor

FAMILYHEALTHCARE

!

20528 Boland Farm Road, Suite 104

Germantown, MD 20876

301-972-0400

Fax: 301-916-1453

9420 KeyWestAvenue,Suite410
Rockville, MD20850

301-947-6816
Fax: 301-217-0358

18111PrincePhilipDflve,$uite 121

OIn_,MD20832

301-570-1545

Fax:301-570-3061

/.//

THISNOTICEDF,,_,IBI_ HOWMEDICALINFORMATION

ABOUTYOUMAYBE IY3EDANDDISC_LOSED.

PLEASER_rIEWCARE_JI_.

OURPRIVACYPROMISETO YOU,OURPATIENTS

YOURINFORMATIONISIMPOlffAIffANDCONFIDENTIAL.

OURIn'amSANDpouc_s RBQU_
YOURINFORMATIONISHELDINSTRICYCONFIDENCE.

•t

/, a_tlv, april1,zoo3

PRIVACY NOTICE

Signature

Date



 oticeofiPriva pracUcesfor

FAMILYI-IFALTHCARE

qt

20528 Boland FarmRoad,Suite 104
Germantown,bid 20876

301-972-0400
Faxi 301=916=1453

9420KeyWestAvenue,Suim410 " -.

Rod,wine,ID 20850
301-947-68t6

Fax:301-217-0358

18111princePhilip Drive, Sui_ 121

OIn_MD20832

301-570-1545

Fax:301-570-3061

TIllsNOTICEDF.SCaIIBI_HOW MEDICALINFORMATION

ABOUTYOUMAYBBUSEDANDDISCLOSED.

PI_ASE_ _

OURPRIVAO"PROMISETOYOUOURP_

YOtm ORM ONiSm'om r COmD r L,
OURm'mcsANDPOmmsP @m THAT

YOUR INFORMATION ISHELD IN STRIL'TCONFIDENCE.

_ff_#vaaI,vl!l, 2oo3

• i

A. OUR COMMITMENT TO YOUR pRIVACY

Our practiceis dodisatsdto maintainingtheprivacyof your
individuallyidsntilichlehsolthinformation(alsocalledprotectedhealth
informationnrPHI). laconductingourbusiness,wewillcreaterecords
regardingyoncadthetrcotmentandscrviscs,.reprovids toyou. We
mercquisedbylawto maintaintheconfidsrdialityof healthinfommtian
thatidsotiflesyou, Wealso arcrequiscdby lawto !_'ovidoyonwith
thisnntic¢of ourlegaldutiessod t_eprivacypractisesthatwemaintain
inourprusticocouccmiagyourPIq. By fedsmland statelaw,wemust
foIMwthe termsoftheNoticeof PrlvucyPraadr.,¢sthatwehavein
effectat thetime.

We rea|izo that these laws arc eomglicated, but wa must provide ypu
with the following importsot inforcflation:.
* How we may useand discloseyourPHI,

Your privacyrights in your PHI,
. ' Our obligatimls concerning the use xad disclosure of your PHI,

The terms of this notice apply 1oall recordscantaittingyour pHI tl!at
ar_ crated or malned by our !_'aatlco. We r_wJe the ri@t to revise or
amendthis Notice of Privacy Praat[W.s.Any revision oramendmentto
this notice will tm effcativ¢ for all your records thatour prncti¢c has
create4 or maintained in the past, cud for any ofyogr accords thin we
may hnve createdor maintain in the future. Oar practice wilt post n
copy of our corr_t Notice in our offices in a visible Iooatinnat oil
times, and you may rcqusata copy ofous ninstcurrentNotice at any
time.

B. IF YOU HAVE ANY QUESTIONS AROUT Tills NOTICE,

PLEASE CONTACT: Rebecca Woudward, Otilco Manager

20S28 Roland Form Road #104, Germoutown, MD 208726
301o972-0400

C. WE MAy USE AND DISCLOSE YOUR PHI IN TRE
FOLLOWING WAYS:

Th_ foltowing eatcsmics dssotibe the different ways in which we may
use anddiscthscyour PHI.
L Trentmam. Om practise may use your PHIto tseat you, For
example, we may askyon to have inbaratory re.at (such us blood or
urine t_ts), and wc may use toe msugs to help ua reacha dia_oals.
We might usc your PHI in order to write e prcsariptianfor you, or we
might disclose your pH! to a pharmacywhen we ordera prescriptionfor
yon. Many of thepc.epic who work forour prsotic¢- including, hut
limited to, ourdoctors and nars_ *may use or diaalose your PHI in
usdcr to re.cotyou or to assist others in your treatment. Additionally. we
maydiscloseyour PHI tonthcts who muyassist in yourcare, such as
your spouse, childrenor parents. Finally, we may also disclose your
PHito otharhealth carepmvidsrsfor purposesrotated to your
treatment.

2, Payment. Our practice may use and disclose your PHI in order to
bill and collect paymem for the se_ie_ and items you tony recolve

flora us. Fprexample, we may coatacl your health insurerto certify
tha_you a_beligible for benefits (and for what range of boo€fits), and

wo may p_vide yetis insurerwith details regarding your treatmentto
datermifie ffyour insurer will cover,or pay for,your tseatmsot. We also
may use and disclose your PHI to obtain payment fi'omthirdpattiesthat

tonyberaspousilfleforanchcosts, suchas familymcrchers. Also,wc
may useyouspHIto billyoudireatlyforseawi_esnoditem_.Wemay
disck3soyourPHItootherhealthcareprovidstsand antitiesto assistin
theirbillingendcollectionefforts.

3. Heagh Care Operations. Oar practicemay useanddiscloseyore
PHI to opcmtaour buslncss. Asexamplesoftheways in which wemay
useanddisaloseyourinformation for ourol_mtions, ourpmcticemay
use yore PHI to eonlnate the quality of care yea rcc¢iv_ tom us, or to
conduct oust-management and businass planning activilias for our
practice. We may dlsalase yous pHI to othar Malth cam psevidcrs m_d
amities to ussiatin their health care opcmtinus.

4. Appointment Reminders, Ourpmeti_ mayuse and discinsc your
PHI to centaur you qnd remind you open appalntmFnt.

5. TreatmentOptions. Ourpracticemay usean4 discloseyourPHIto
informyonof potentialtreatmentoptionsoraltcmqtives.

6. Health-Relnted Benefits and Strvlce_. Our practisemay useand
discloseyousPHI toinformyouofhealth-feintedbpnefitsorservicc_
that Praybe ofint_teat to you.

7, Release of Information to Family/Friends. Our praaticomay

rele_a your PHI to a fdond or family member that _sinvolved in your
co_e, or who assisat in taktog care of you. Far examplt, a purentor
guardianmay _k thatababysittertaketheir_ildtotheoffi_for
treatmentofacold.Inthisexample,thebabysi_rmay haveante.asto
this child's medical in_tmatinn.

8. DisclasureeReqnlred by Lnw. Ourpracticewill usa and disc[use

your PHIwhen we arc soqnlredto do so by thdsral, sta_o,or local law.

D. USE AND DISCLOSURE OF yOUR Phi IN CERTAIN
SPECIAL CIRCUMSTANCES:

L Public llealth Risks. Our praatic*may disclose your PHI to publia
health sothoritics that arc authorized by law to collect information for
the purposeof:

Maintainingvital records, such as births and deaths,
• R©portingchild abuse or neglect,

Pr,#wontingandcontrolling disease, injmy, ordisability,
Notifying u personsegasdiag potentialexposar© to a
commouicable diseusa,
Notifying a person ragarthngpotential riskfor spreading or
oh'Rracling adiscase or condition,
Reporting facetious to drags or problems with productsordoyle.ca,
Notifying individuals if nproduct or device they may be using has
b_n rsoalled,
Natifyiug appropriata government agency(tea)sod anthnrity(ics)
regardingthepotentialabuse or negl_tof an adult patient
(includingdomesticviolanco);however,we wilt onlydisnlose this
information if the patient egseus orwe are requiredor authorized
by lawtodisclose this informtainn,
Notifyingyour employer ust_er limited circumstance* related
primarilyto warkpin¢¢ injmy or ilineas ar medical anv.,eitiantm.

' 2. ltcolthOveralghtActlvistas.Oarpmati_maydiscluseyoarPHi
tobealthovcrsiginagencyforactivitiesanthorlzedbytaw. Oversight



e_ivtiios can include, forexample,inve_satious,inspuctious, audits.
sm'seys,tiennsareand4Lsciplianryactions;civil, administrativeand
erimins] pmerxleresoractions;or otheractivitiesnecessaryfurthe
gevcmmsot to monitur gev_ntasot pregrsms, _mpllsoen with civil
rightslawsandthe healthcaresystemin 8soand.

3, Lawsaltu and Similar ProcecdtnlpJ. Our practice may use and
disclose your PHi in respor_seto a cuafl or administrative order, if yon
are involvedina lawsuitor similarprus'eeding.We eho maydisclose
your pHI in respanse to a discoy_,tyrequest, subpoena, or other lawful
prOCeSsby anotherparty invoivad in the dispute, but only if we have
made an effmt to inform you of the reqan_t ur to obtain an urdes

protcattngthe informadonthe partyhes requested.

4. Law Enforcement. We may release PHI if asked to do so by a law
cnfulcemento_ala]:

Regardinga crime victim in cqr_n sito_ions, if we areunahlu to
obtain the person'sagreement,
Concemlng the doath we believe has _ultad Sum criminal
conduct,
Regardingcrimina! conductatouroftic_,
In responseto a warrant,summans,ccodorder,subpoena,or
similar lcgslprocess,
To identify/loente u suspect, materialwite_ss, fugitive, or missing

I_rson.
In an emergen_ to repod € crime (including the thealion of
vlctim(s) of the crime, or the desralption, identity _ location of
thepciVe_ator).

5. Deceased Patisute. Ourpractice mayrel{_sePHI toa raedicst
exarninsror coronerto identify a deceased individual or to identify the
cause ofdoalh. If necessary, we also may r¢Ic_-einfurmadce in urder
for funeraldirectorsto perform theirjcl_.

6. Organ and Tl_ue Donation. Our precti_ may relnsse your PHIto
organizationsthat handle org_, eye or tissue prnour_mantor
transptuatetion,includin8 orgus donation banks, as noseesa_ to
faciiiteta organor tissu_ donation and _plantation ifyou arcan
organ donor.

7. Research. Our practi_ may ust:and disclose your PHI for resea_h
purposes in anffain limited circumstances. We will obtain your written
outhorientiouto use your PHI for researchpurposes excd:ptwhen an
lntem_ Review Board or _rivacy Board has determinedthat the waiver
of your authorizationsatisfies all of the following conditions: (a) the
use or disclosure involves no more that a minimal risk to your privacy
based on the following: (i) anadequate plan to the identifiersfor
improperuseand disclosure;(ti) an adequate planto destroythe
identifiers at the earliest oppoflanity consistent with the research

(unh_s there is a health or res_arehj_tiflcalian for retsinin8 the
ideatifiers or such reterdiou is atheswisc required by law); and (iii)
adequaluwritten aesurso_s that the PHt will not be re-used or
disclo_l to any other personor entity (except as required by law) for
authorizadover_ightof theresearchstudy,or for otharresearchfor
which the use _ disclosurewould otheswise be permitted; (b) the
reseesch could not be practicablybe condo€lad within the waiver; (c)
the roseeschcould not practioablybe conduatedwithoutaccessto and
use nf the pHI.

8. Serious Threats to Health and finfely. Our practice may use end
disclose your PHI when necessary to reduce or preventa seriousthreat
to your health and safely or the health and sff_,ty of another individual
or the public. Under these elrcemolan_s, we will only make

disclosures to u person or urbanization able to help prevent the thruat.

9. Military. Ourpraaticemay discloseyourPHiif yon are• member
of U.S.or foreignmilit_xyforces (includingveterans)and if requiredby
foeappsepriateauthorities,

!0. Notional SecUrity. Ourpracticemay disclose yourPHIto feder_d
officials forintelligenceand nationalsecurityoctivitins aathotizodby
law. WemayalsodiscloseyourPHI tofederalandnationalsecurity
activitiesauthotiandbylaw, WealsomaydiscloseyourP_fito federal
officialsinorderto prote_tthepresident,otheroffi_:iatsor forei_aheads
of slate,or toconducttnvantigatirm_.

t 1. Inmates. Ourpreedsumaydisclose yus_PHi to onrreatianal
institutionsOflawenfurcemontofficin_sifyou are_minmate orunder
thecustodyofu lawenforcemmt official. Disclusqrefort_ese proposes
would benocesenW:(a)for theinstitutionto provi[lehealthcue
servicesto yon, (b) forthe safety andsecurityOftheinstild|ion nod/ev
(c) to protectyourheclth nodsurety of other individuals.

12, Worheen' Componsudon. Oqr practice may release your PHI for
workers' eompunsotionand alr0ilar pr0gr_ts.

E. YOUR RIGHTS REGARDING YOUR PHI:
Youhavethe followingrightsregurdittgthe PHIwe maintain about

you:

L Confidential CommunltoSono, Youhave the rightto osquostthat
ourpracticecommunicatewithyou aboutyourhealthand related issues
ina pursiontsrmanneroratocestalnlosution.Forinslnosu,youmay
askthat we may contactyustathome.rather than work, Inorderto
request atypeOfconfidentialcommunication,youmustmakeu written
requestto Rebecca Woodward, ORiee Mnnoger, 301-972.0400
spueifyingthe requestedmathed of contact,orthe location whereyou
wish to be touch,ted. Ourpracticewill accommodatercesonabie
requnstu.You do notneed to give o renson for your request

2. RequestingResirinfirme, yrmhevethafighttorequsatoresirictirm
in ouruse ordts_lusureof yourPHI fortceal_ncot,pa_rmt orhealth
careopuratio_.Additionally.yo9 have the fighttorequestthatwe
restrictour disc_usureof yourPHI to ordy certainindividualsinvolved
in yourcareor paymentforyourcare,such an family membersand
friends. We urermt reqdi_edto agreeto your _qanst; however, Ifwe do
usxee,we me boundby ouragreementexcept whenotherwiserequised
bylaw,inemergenciesor whenthe iofurmatiouisnecessarytotreat
you, In ordertorequestttreatxintiouinouruseordisclosureof your
PHi,you must make yourreqnnstinwriting t</Rebecca Woodwurd,
Office Manager, 301-972-04ti0. Yourrequestmustdescribein clear
andconcisefechtrm:

The iofom_atiouyou wish nsstdcted,
• Whetheryou a_ requesting to limitourpenatice'suse, disclosure

or both, "
• To wimmyou want thu limits to UPply.

3. Inspection end eoplest. Since yourchert is ategal document which
we are required to maintain, if you wish to revinw it, we would be glad
to copy it for you. The c_ for copying chaffs will he _nording to
the state's mandated guidelines.

4. Amendment, youmay ask us to amend your healthinformationif
you believe it is inunrantor inoomplete,and you may enquostan
amendmentforaslongustheinform_on iskeptbyor foroutpractice.
To requ_t an amsodmsot,your_¢qnostmustbemade in writingand
submittedto Rchecsu Wrmdward,Office Manoguri301-972-04_.
Youmust provideus witha ressonthat suppo_ yourrequestfor
amendment,Ourpracticewill deny yourrequostif you fail to anbmit
yourrequest(nodtheereoson supportingyourrequest)inwriting. Also,
we may denyyour r_unst if you askus to musudinformationin opr
opininn: (a) accerat¢and cempleto; (b) rentpart Ofthe PHIkeptbyor
fort_e practice;(o)out partof the PHIwhichyou wouldhe permi_todto
inspectand copy;and (d) not eronted by ourprectisu,unless this
individualorentity createdthe informationis not qvailabtuto amend
the information,

5. Accounting of Olsdannres, All of ourpatientshave tite rightto
request an "nccermtingof disclosing". An"accountingof disclospres"
is a listOfcertain non-matinedisclosmesourpracticehasmadeof your
PHI forpurposesnot relatedto treatment,payment,oroperations,Use
of yourPHIas partof theroutine patientonre in ourpracticeisnot
requiredto bedocumanted-forexample, the doctorsh_ringinformation
withthe rmmo;orthe billing d_ usingyour informationto file
your iusorancedelta. In orderto obtainan accountingOfdisclusurea,
you mustsubmit yourrequestin writingto Rebecea Woodward,
Office Mouugcr, 301-972-04fl0. AItrequestsfuran"occoantingof
disclosures"muststateotime period,which maynotbelongerthan
six(6)yeatsSumthedateof thedisclosureandmaynotincludedates
beforeApril 14.2003. Thefirst llstyou requestwithin o t2-month
period is _ of ohm'go,butourpracticemay chargu you foradditional
listswithin the same 12-nsonthperiod. Ourpracticewill notifyyouof
thecosts involvedwithadditionalrequests, and you may withdrawyour
request before youincurany costs.

6. Right to papercopy of tbtJnotice. You areuntitled to receivea
pupur copy of rmr rmti_ ofprivaey practices. You may osk ns to give
you acopy of this naticeat any time. Toobtoin apupur€opy Ofthis
notice, ceat#¢tRchecea Woodward, Ofllan Manager, 301-972-0400.

7. Right to file u oumpinlnt. If you believeyour privacyrightshave
beenviolated,youmay file a €omplalatwith ourpracticeorwiththe
fieuraturyOfthe Depadmetrtof Healthand HmnnoServices. To file a
complaintwithourpractice,contactR_heeea Woodward, Office
Mormger,301-972-0400. All c0mplalntumust he submitted in writing.
Yonwillnothe punali_¢dfor filing ocemplalot.

8. Right to provide on authorization for other uses nod disdnsnces.
Our prentice will obtain your WTiRenauthorization for uses and
disclusurus that are not identified by thie notice or permitted by the

apptisubin law. Any authorization you provide usregarding the use and
disclosure of your PHI may be revoked at any time in writing. A_ur
you revoke your antimdzatinn, we will no longer use or disclose your
PHI for the reasons desedhed in the authorization, Please note: We are

required to retain records of your care.



FATIE_ NAHE:

HEALTH QUESTIONNAIRE

DME OFBIRTH:

Do you haveanAdvanc_Directive?

PleaseIi_ your medicationa11er_ies:

If'so, do_s this.office havea cOpy?,

Pleaselist your current medications, includingover the countermeals.Please t_cludedose and directions for each reed:

I, , ,m,-Ju_ 6,

2, 7.

3,, ,,_ 8,

4, , 9.

.5. ____._, I0,

*,,,4--

Am you a smoker7 Cigarettesor Cirri? How manypetday?_

Do youconsumealcoholicb_verages? How often?

Do youuseillega!drugs?

Please!lstanychronicmedicalconditions/pastillnesses(_,g,_sthma,highbloodpressure,diabetes): .

I.

2.

3,

4.

Pleasellst anZpast surgeries;

I.

3,

3.

Pleasei_ anyFamilyh_alth history (heartproblems,breathingissues,cancers,chronic diaS_es, etc.)!

Mother

Father....

Siblings

MaternalGrandmother

Materna!Grandfather

PaternalGrandmother

PaternalGrandfather



9420KeyWestAvenue,Suite410
Rockville,MD20850

301-947-6816=301-217-0358Fax

 ealtbCareo qD.c.

20528 Bo(and FarmRoad,SuretOq
Germantown, HD 20876

301-972-0400 = 301-916-(453 Fax

t81 I I PrincePhilipDrive, Suite 121

Olney. MD 20832

301-570-1545 w 301-570-306t Fax

In step with becpmin.g.:a patient.centered, home. medica "office, Family
He.a/t_hC_.a.re,wi!l!be..uti!!zingoapatlentp0_a!LThislpatientp0rta wit! allow patients

,_, _.u,,mun_ca_ewlm the omcevia e-mau: _'aUents will be able to request.
appointments, request medieabon refil S and Correspondwith Fdmily HealthCare
personnel. . .

In order for yOU.to.have access to the portal,. FamilyHealthCare will need a
current e-mail address, aswell as as(gned:consent..This consent will be valid for
one year. It will need toberesigned on a yearly basis in order for the porta to
continue to be accessed. "

By signing th S release you the patieht;, agree to abide by the gu delines put forth
by Fami!y!HealthCare regarding th s portal. Additional y you agree to the
disClalme.rS.listed on the patient portal Website regarding emergency conditions.

If you are interested in having access .tothe Family HealthCare portal, please
include your e-mail address, Signature and t0day's date at the bottom of this
release.

Print Name and Date-of Birth:

Current E-Ma Address (Please Print):

Signature

t. .-,+

Date:

MONICA HOWARD, M.D, R MARTHA SKURLA,D.O. • JESSESADIKMAN,M,D. = MEGAN WOLLMAN-ROSENWALD. M.D. m JIMMYSHEIKH,M.D,
RITASHARMA,M,D, m RACHELSCHREIBER,1"4.D.,FAAAAI • LEON KAO, M,D. • MICHAELGEE, M.D. • AUDREYWEITZMAN, PJk.

LISASCHREIBER,P,A. • MEREDITH HARDING-BREMNER,P,A. = NILS BROWNWORTH, P,A. m JEREMYWETTER,P,A. • BRENDASTEPHENS,C,R.N.P.






