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NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO
THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY. THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPO%(/@E '
OUR LEGAL DUTY

Federal and state law requires us to maintain the privacy of your health information. That | s to glve 5 notice about our privacy
practices, our legal duties, and your rights concerning your health information. We musy % acy practh( egcrib€ in this notice while it is in

effect. This notice takes effect April 14, 2003, and will remain in effect until w 6
otice at any fim %ch a \a}g&mlts the changes. We reserve
ﬁlcan

the right to make the changes in our privacy practtces ms ot our
information we created or received before we ang S. Before
and make the new notice avallable u

rall t at|on tha t we maintain, including health

We reserve the right to change our privacy practices and the
our privacy practices, we will change this notice

You may request a copyt at any ti at| w{@?&rpp\rwacy practices, or for additional copies of this notice, please contact
us using the i tio the end k

CO ,‘O’ %Qﬁ SURES OF HEALTH INFORMATION
\(?\

We use and disclose health | or a bout you for treatment, payment, and health care operations. For example:
Treatment: We may use yoHealth information for treatment or disclose it to a dentist, physician or other health care provider providing treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you. We may also disclose your health
information to another health care provider or entity that is subject to the federal Privacy Rules for its payment activities.

Health Care Operations: We may use and disclose your health information for our health care operations. Health care operatlons include quality

assessment and improvement activities, reviewing the competence or qualifications of health care professionals, evaluatlng pra d provider
performance, conducting training programs, accreditation, certification, licensing or credentialing activities. We may disclo; ormatlon to
another health care provider or organization that is subject to the federal privacy rules and that has a relationship W|th é% ome of their health

ent activities, review the

care operations. We may disclose your information to help these organizations conduct quality assess ent
competence or qualifications of health care professionals, or detect or prevent health care fraud and "\’
On Your Authorization: You may give us written authorization to use your health mfor Iose it to a aurpose If you give us an
authorization, you may revoke it in writing at any time. Your revocatlon will not %ﬁ e3°or d|sclos o;igjt‘honzahon while it was
in effect. Unless you give us a written authorization, we cannot use or *& Ith mform eason e)@ escribed in this notice.

To Your Family and Friends: We may disclose you h aIt at|on toa f end 0 n to the extent necessary to help with
your health care or with payment for your heal d|sclose our%ﬂ rmatl LSe people, we will provide you with an opportunity
to object to our use or disclosure. If yo % ,orin the e t\f Mc acn gency, we will disclose your medical information based
on our professional |udgment of [ closure ou be es ay use our professional judgment and our experience with
common practice to maj |n erences % est i ég person to pick up filled prescriptions, medical supplies, x-rays, or other
similar forms %tﬁth orpttion. We ‘@ ose inf bout you to notify or assist in notifying a person involved in your care, of your
location condition. [@

App ent Reminders! ay uﬁq(m your health information to provide you with appointment reminders (such as voicemail messages,
postcards, or letters.)

Disaster Relief: We may use or disclose your health information to a public or private entity authorized by law or by its charter to assist in disaster relief
efforts.

Public Benefit: We may use or disclose your medical information as authorized by law for the following purposes deemed to be in the public interest or
benefit:
e asrequired by law;
o for public health activities, including disease and vital statistic reporting, child abuse reporting, FDA oversight, and to employers regarding
work-related illness or injury;
e to report adult abuse, neglect, or domestic violence;
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e to health oversight agencies;

e inresponse to court and administrative orders and other lawful processes;

e tolaw enforcement officials pursuant to subpoenas and other lawful processes, concerning crime victims, suspicious deaths, crimes on our
premises, reporting crimes in emergencies, and for purposes of identifying or locating a suspect or other person;

e to coroners, medical examiners, and funeral directors;

e to an organ procurement organizations;

e toavert a serious threat to health or safety;

e in connection with certain research activities; 0%0

e to the military and to federal officials for lawful intelligence, counterintelligence, and national security actrvrtresg(

e to correctional institutions regarding inmates; and
PATIENT RIGHTS QP\ 61 5

e asauthorized by state worker's compensation laws.
Access: You have the right to look at or get copies of your health |nfor d exceptio W request %’e copies in a format
c not ractrca mlwus ma

other than photocopies. We will use the format you request u bl Wy n writing to obtain access to
your health information. You may request access by send' g rto the a of th| u request copies, we will charge you
a reasonable cost-based fee that may include | g cOSts, and p tag ues ve format we will charge a cost-based fee for
providing your health information in th a prefer we m t rquz@) epare a summary or an explanation of your health
information for a fee. Contact us |on Irst % s notﬁv\obm information about fees.

Disclosure At§ ng Yo e the n s of in g& hich we or our business associates disclosed your health information over
I|st
s thr

the last 6 t before Aprrl drsclosures for treatment, payment, health care operations, as authorized by you,
and rc her actr e than once in a 12-month period, we may charge you a reasonable, cost-based fee for
respo to these addrtr sts &n( |ng the information listed at the end of this notice for more information about fees.

Restriction: You have the ng@o%uest that we place additional restrictions on our use or disclosure of your health information. We are not required to
agree to these additional restrictions, but if we do, we will abide by our agreement (except in an emergency). Any agreement we may make to a request
for additional restrictions must be in writing signed by a person authorized to make such an agreement on our behalf. Your request is not binding unless
our agreement is in writing.

Alternative Communication: You have the right to request that we communicate with you about your health information by alternative means or to
alternative locations. You must make your request in writing. You must specify in your request the alternative means or location, and provjeesgatisfactory
explanation how you will handle payment under the alternative means or location you request.

Amendment: You have the right to request that we amend your health information. Your request must be in writin @Qy ;xplain why we should
amend the information. We may deny your request under certain circumstances.

\V
QUESTIONS AND COMPLW"P\ 61 5

If you want more information about our privacy practices or have quest' 0 p ease co Tthe mft\@ﬁgﬂ! at the end of this

notice. \)Q\’

If you believe that: O?

e we may have violated your privacy r|

sO‘

e we made a decision about ac Ith informatign \:;b
*  ourresponse to a requ to mend orre rrct P} r drs our health information was incorrect, or
e we should co r‘my u by alter tal |ons
you ma mg;qemform % @m subm|t a written complaint to the U.S. Department of Health and Human Services.
VQL ou wrth th m ur ¢ he U.S. Department of Health and Human Services upon request.
Wes rt your right to t ug(r@{ rmation. We will not retaliate in any way if you choose to file a complaint with us or with the U.S.
Department of Health and Hu an é

©

Provider Contact Office:

Telephone: Fax:

E-Mail:

Address:
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