
NOTICE OF PRIVACY PRACTICES SUMMARY
This summary explains yaur rights ancl some of our responsibilities to help you.

YOUR RIGI.ITS
When it comes to your health information, You have ceftain rights'

Get an electronic or paper copy of your
medical record

. You can ask to see orget an electronic or paper
copy of your medical record and other health
information we have about you, Ask us lrow to
do this,

. We will provide a copy or;l surTtmary of your
lrealtlr information, usually within j,5 days of
your request, We rnay charge a reasonable,
cost-based fee,

Ask us to correct your medical record

o You can ask us to correct health inFormation
about you that you think is incorrect or
incomplete, Ask us how to do this.

. We may say "no" to your-request, but we'll tell
you why in writing within 60 days,

Req uest confidentia I commu n ications

n You can ask us to contact you in a specific way
(for example, home or office phone) or to send
mail to a different address.

. We will say "yes" to all reasonable requests,

Ask us to limit what we use or share

o You can ask us not to use or share certain health
information for treatment, payment, or
our operations.

. We are not required to agree to your request,
and we may say "no" if it would affect your care.

u If you pay for a service or health care item out-
o1'-pocket in full, you can ask us not to share that
information for the purpose of payment or our
operations with your health insurer,

o We will say "yes" urrless a law requires us to
share that information,

Get a list of those with wlrom we've
shared information

o You can ask for a list (accounting) of the times
we've shared your health information for six years
prior to the date you ask, who we shared it with,
and why,

Get a copy of this privacy notice

, You can ask for a paper copy of tlris noiice at
any time, even if you have agreed to receive the
notice electronically. We will provide your with a

paper copy promptly,

Choose someone to act for you

. If you lrave given someone medical power of
attorney or if someone is your legal guardian,
that person can exercise your rights and make
choices about your health information.

' We will make sure the person has this authority
and can act for you before we take any action,

File a complaint if you feel your rights
are violated

. You can complain if you feel we have violated
your rights by contacting us.

" You can file a complaint witlr the U.S, Department
of Health and Human Services Office for Civil
Rights by sending a letter to:

200 Independence Avenue S.W.
Room 509F l-iHH Bldg.
Washington, D.C, 20201

Calling 1 (800) 368-1019

or visiting
www, lr hs, g ovloc r I priv acy / hi paa/co m p I a i nts/

We will not retaliate against you for filing a
complaint,
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For certain health information, yoLJ can tell us your
choices aboirt what we share, If you have a clear
preference for how we share your infornration in
the situations described below, talk to us, Tell us

what you want us to do, and we will follow
your instructions.

In these cases, yoLI have both the right anci

choice to tell us to:

Share information with your family, close friends,
or others involved in your care,

In these cases we never share your
information unless you give us written
pernrission:

Marl<eting purposes, Sale of your information, and
most slraring of psychotherapy nntes.

In the case of fundraising:

We may contact you 1'or fundraising efforl"s, but
you can tell us not to contact you again.

We may typically i.rse or share your health
informaticln in the following ways"

Treat you

We can use your health information and share it
with other professionals who are treating you.

Operate ou r orga nization

We can use and share your health inl'ormation to
run our practice, improve your care/ ancl contact
you when necessary,

Bill for y0ur services

We can use and slrarre your health information to
bill and get payrnent from health plans or
other entities,

Help with public health and safety issues

We can use and share your health information for;
preventing disease, reporting suspected abuse,
neglect, or domestic violence, preventing or reducing
a serious threat to anyone's health or safety.

Perform r-esearcl-l

o We can use or share your health information to
perform healthcare research,

Conrply with the law

, We will slrare information about you if state
or federal laws require it, including with the
Department r:f llealih and lluman Services if it
wants to see that we're cr:nrplyinq witl'r federal
privacy law,

Work with a medical examiner or
funeral director

" We can share health information with a coroner/
medical exarntner, or funeral director when art

individual dies,

Add ress workers' compensation,
law enforcement, and other
government requests

" We can use or share health information about
you: 1'or workers' compensation claims, For law
enforcement purposes or with a law enforcement
official, with health overstght agencies for
activities authorlzed by Iaw, for special
government functions such as rnilitary, natiorral
securiLy, and presidential protective services.

Respond to lawsuits and legal actions

, We can share health information about you in
response to a court or administrative order, or in
response to a subpoena.

We are required by law to maintain the
privacy and security of your protected
health information

, We will let you know promptly if a breach occurs
that may have compromised the privacy or
securily of your information,

, We will not use or share your information other
than as described here unless you tell us we can
in writing, If you tell us we can/ you may change
your mind at any time. Let us know in writing if
you change your nrind.

o We must follow the duties arrd privacy practrces
described in this notice and give you a copy of it,

n We can change the terms of this notice, and the
new notice will be available upon request.

l-o receive a detailed copy of this notice,
you may contact our clinic where you
received care,

Acknowledgment
I acknowledge that I have either received a

copy of this clinic's NOTICE OF PRIVACY
PRACTICES or that this clinic's NOTICE OF
PRIVACY PRACTICES was made available to me
to receive,

Patient Name:

DOB:

Patient Signature;

Date;


