
 
 

 
 

    
      

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 
 

 

 

P & O Associates’ Offices 

4 Riverside Drive 

Middletown, NY 10941 

Phone: (845) 956-0001 

Fax:      (845) 344-6829 

 

103 Hurley Ave., Suite 101 

Kingston, NY 12401 

Phone: (845) 339-4775 

Fax:      (845) 339-4793 

 

The Atrium at 

Mid-Hudson Regional 

Medical Center 

1 Webster Ave., Suite 403 

Poughkeepsie, NY 12601 

Phone: (845) 454-1620 

Fax:      (845) 454-1621 

 

1 International Blvd. 

Suite 400 

Mahwah, NJ 07495 

Phone: (845) 956-0001 

Fax:      (845) 344-6829 
 

  www.POAprosthetics.com 

 

Handspring Clinical Sites 

Specializing in Upper 

Extremity Prosthetic Care 
 

• Middletown, NY 

• New York, NY 

• Denver, CO 

• Glendale, CA 

• Gainesville, FL 

• Chattanooga, TN 
 

Phone: (800) 593-9318 
 

www.myhandspring.com 

 

Clinical Staff 

 

Thomas Passero, CP 

         Clinical Director 

Jon Hess, CPO 

Justin Horowitz, CPO 

Laura Katzenberger, CP 

Jason Silke, CPO 

Erik Tompkins, CP, BOCO 

Phala Hoeun, CP 

Chris Baschuk, CP 

Debra Latour, OTR/L 

 

 

Acknowledgement of Receipt of Notice of Privacy Practices 

 

I certify that I have received a copy of Prosthetic & Orthotic Associates, Inc. 
/Handspring Notice of Privacy Practices. The Notice of Privacy Practices describes the 
types of uses and disclosures of my protected health information that might occur in 
my treatment, payment of my bills or in the performance of Prosthetic & Orthotic 
Associates, Inc. /Handspring health care operations. The Notice of Privacy Practices 
also describes my rights and Prosthetic & Orthotic Associates, Inc. /Handspring duties 
with respect to my protected health information. The Notice of Privacy Practices is 
posted in Middletown, New York. 

 

Prosthetic & Orthotic Associates Inc. /Handspring reserves the right to change the 
privacy practices that are described in the Notice of Privacy Practices. I may obtain a 
revised Notice of Privacy Practices by calling the office and requesting a revised copy 
sent in the mail, asking for one at the time of my next appointment. 

 

 
___________________________ 
Date 
 
__________________________________________________ 
Signature of Patient or Personal Representative 
 
 
___________________________________________________ 
Name of Patient or Personal Representative 
 
 
___________________________________________________ 
Description of Personal Representative’s Authority 
 


