
Ownership Disclosure

You may be referred to a physician owned facility and your treating provider or physician may
have a financial interest and/or personal services arrangement in the center. The treating
provider listed below has a financial interest in the listed entities.

You have the right to choose where you receive medical and surgical services including an
entity in which your physician or treating provider may have a financial relationship.

You will not be treated differently by your physician if you choose to use a different facility.

If desired, your physician can provide information about alternative providers. This choice,
however, may be affected by restrictions imposed by your insurance plan. If you have any
questions regarding this information, please feel free to ask your physician or any of our staff
members. Your doctor would be happy to discuss alternatives with you.

Potential sources of information concerning alternatives can also be obtained from the Yellow
Pages, the internet, or the county medical association.

The following addresses are provided for the filing of any complaints relevant to this notice or
the services provided: Medical Board of California, 2005 Evergreen Street, Suite 1200,
Sacramento, CA 95815; Osteopathic Medical Board of California, 1300 National Drive, Suite
150, Sacramento, CA 95834; Board of Chiropractic Examiners, 2525 Natomas Park Drive, Suite
260, Sacramento, CA 95833-2931.

We welcome you as a patient and value our relationship with you.

Treating Provider/Doctor and Facilities:
Daniel Hoover: Owner of SOHMA Integrative Health Center Hoover Chiropractic Daniel Hoover:

Owner of Back to Life Chiropractic
Daniel Hoover Owner of Back to Life Integrated Medicine

Daniel Hoover Owner of M and T Wellness, LLC.
Woo-Ming Medical Group Owner of Back to Life Integrated Medicine
Woo-Ming Medical Group Owner of SOHMA Integrated Medicine

I hereby acknowledge receipt of this notice.

____________________________________________ ____________________
Patient’s Name (Printed) Date

____________________________________________
Patient or Guardian’s Signature


