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Notice of Privacy Practices 

Effective Date 01/01/16 Publication Date 01/01/16 

This notice describes how medical information about you may be used and disclosed, and how you can gain access to 

this information. Please review it carefully, 

Protected health infom,ation (PHI), about you, is maintained as a written and/or electronic record of your contacts or visits for healthcare services with 

our practice. Specifically, PHI is infom,ation about you, including demographic infom,ation (i.e., name, address, phone, etc.), that may identify you and 

relates to your past, present or future physical or mental health condition and related healthcare services. 

Our practice is required to follow specific rules on maintaining the confidentiality of your PHI, using your infom,ation, and disclosing or sharing this 

infom,ation with other healthcare professionals involved in your care and treatment. This Notice describes your rights to access and control your PHI. It 

also describes how we follow applicable rules and use and disclose your PHI to provide your treatment, obtain payment for services you receive, 

manage our healthcare operations and for other purposes that are permitted or required by law. 

Your Rights Under The Privacy Rule 

Following is a statement of your rights, under the Privacy Rule, in reference to your PHI. Please feel free to discuss any questions with our staff. 

You have the right to receive, and we are required to provide you with, a copy of this Notice of Privacy Practices - We are required to follow the tem,s of 

this notice. We reserve the right to change the tem,s of our notice, at any time. Upon your request, we will provide you with a revised Notice of Privacy 

Practices if you call our office and request that a revised copy be sent to you in the mail or ask for one at the time of your next appointment. The Notice 

will also be posted in a conspicuous location within the practice, and if such is maintained by the practice, on its web site. 

You have the right to authorize other use and disclosure - This means you have the right to authorize any use or disclosure of PHI that is not specified 

within this notice. For example, we would need your written authorization to use or disclose your PHI for marketing purposes, for most uses or 

disclosures of psychotherapy notes, or if we intended to sell your PHI. You may revoke an authorization, at any time, in writing, except to the extent that 

your healthcare provider, or our practice has taken an action in reliance on the use or disclosure indicated in the authorization. 

You have the right to request an alternative means of confidential communication - This means you have the right to ask us to contact you about 

medical matters using an alternative method (i.e., email, telephone), and to a destination (i.e., cell phone number, alternative address, etc.) designated 

by you. You must infom, us in writing, using a fom, provided by our practice, how you wish to be contacted if other than the address/phone number that 

we have on file. We will follow all reasonable requests. 

You have the right to inspect and copy your PHI - This means you may inspect, and obtain a copy of your complete health record. If your health record 

is maintained electronically, you will also have the right to request a copy in electronic format. We have the right to charge a reasonable fee for paper or 

electronic copies as established by professional, state, or federal guidelines. 

You have the right to request a restriction of your PHI - This means you may ask us, in writing, not to use or disclose any part of your protected health 

infom,ation for the purposes of treatment, payment or healthcare operations. If we agree to the requested restriction, we will abide by it, except in 

emergency circumstances when the infom,ation is needed for your treatment. In certain cases, we may deny your request for a restriction. You will have 

the right to request, in writing, that we restrict communication to your health plan regarding a specific treatment or service that you, or someone on your 

behalf, has paid for in full, out-of-pocket. We are not pem,itted to deny this specific type of requested restriction. 

You may have the right to request an amendment to your protected health information - This means you may request an amendment of your PHI for as 

long as we maintain this information. In certain cases, we may deny your request.You have the right to request a disclosure accountability - This means 

that you may request a listing of disclosures that we have made, of your PHI, to entities or persons outside of our office. 

You have the right to receive a privacy breach notice - You have the right to receive written notification if the practice discovers a breach of your 
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Acknowledgment of Receipt of Privacy Practices 

I understand all family members listed on our account have procedure codes, treatment descriptions and associated 
costs displayed on our family ledger. 

*Qves O No

Regarding incoming emails: I am aware there is some level of risk that third parties might be able to read unencrypted
emails. (Emails being sent from our office are encrypted.) 

*Qves O No

There are other individuals I would like to have access to my records. (Staff will provide you with additional form).

*Qves QNo

*You May refuse to Sign This Acknowledgment*

I have received a copy of this office's Notice of Privacy Practices. 

Patient Name: 
Last 

Signature of Patient or Patient's Representative 

Signature: 

If not "Self', relationship to patient. 

First Ml Preferred Name 

Date: 

---------------------------------------For Office Use Only---------------------------------------------------------

Staff Member (Please add name and make notes if patient refuses to sign.) 

Response Date: 
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Click SUBMIT button to send your completed form to our office (only works in Adobe Acrobat). 

If you’re having problems, please give us a call at 517-351-6140
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