For Law Enforcement

A permitied or required by State or Federal law, we may dischose your health mformation o 2 liw enforcement
official for certuin lww enforcement purposes, including, under cerinin imited circumstunces, if you are o victim
of 8 crime ar in order 1 epar 8 CHme.

Family, Friends and Caregivers

Wiz mnay share yoar health infomitson with (bose you lell s will be helping vow with yowr home hypiene,
treatmnt, medications, ar payment. We will be sure to ask vour permission first. In the cese of an emergency,
where vou are unable 1o (2]l us what vou want we will use our very best judgment when sharing vour henlth
inforrnotian only when it will be important 1 thess participating in providing your case,

Authorization to Use Or Disclose Health Information

Ciiker than is stzted above or where Faderal, Staie or Local low requires i, we swill nog desclose vour ealth
infrmation other than with vour writien authorization, You may revake that authorization in writing ol any
i

PATIENTS RIGHTS
[his new kw is careful g describe that v have the following rights relsied to your bealth information,

Restrictions
¥o harve the riphd 10 reguest restrictions on certain wses and disclosures of your health information. Our office

will muke every effoet 1o hosar ressonable restriction preferences from our paticnts.

Confidentinl Communications

Voo henve! i riphd 10 request thal we commisnicate with vou in o censin way. You may request thal we oaly
communicaie your healib infomation prvalely with no alher Tamily members present o through nasiled
communications that are sealed. We will make every effor 1o hosor your rensonable requess fioe confidentinl
CiHEmumnications.

Inspect and Copy Your Health [nformation

Fout urve the right 10 read, review, and copy your health information, incloding your complete chart, x-rays and
balfing records. [T vou wiould like 2 copy of your health information, please ket us know. We may nesd (o
charge vou o ressorsble fee to duplicae and assemble vour copy.



Amend Your Health Information

Yoou furve the piighr b sk us to update or modify your records if vou believe your benlth infarmation recards are
incorrest or incomplete. We will be happy to accommidate vou as kong as our office maintains this
information. b oeder 1o sasdardize our process, phéese provide s with your request in wriling and descnbe
vour resan for the change.

You request may be denied if ihe heakih mformation recond in guestion was nol crealed by our office, is not part
of our recards or If (he records conlaining vour health informaton are determined to be pecurate and complete.

Documentation of Health Information

Fine fuve the right io right in ask us for 2 deseription af how asd where your bealth information was used by our
office for any reasan other ihan for ireatment, paymenl or healih operatioes. Char documentution procedues will
enubbe us io provide information o health informmtion usage from April 14, 2003 and forwand. Please Jet s
kervw i writings ihe time period for which you sre inlerested. Thank you for fimiting your reques i po more
than six years o a lime. We may need 1o charge you o reasanable fee for yous reques,

Request a Paper Copy of this Nolice

Vo v the riight 1o obtmin a copy of ihis Notice of Privacy Practices directly from our office ol any tinve. Stap
by or pive us a call and we will moil or email o copy to you.

We are required by law to maintain the privacy of vour health imfarmation and to provide o you and your
representative this Motice of our Privacy Practices. We are reguired (0 practice the policies and procedures
described in this motice bul we da reserve the right o change the terms of oar Notice, 17 we change our privacy
practices we will be sure all of our patients receive a copy of the revised Medice,

Festr dcavee phhe gt i express complainis 4o ws of t the Secretary of Heslih and Human Bervices i vou believe

yaur privacy fghts have been compromised, We encournpe you fo exjiress iy COOCCMS yau miy have

regringe the privacy of your informatian. Please ke us know of yoiar concems or compluints in writing.
PATIENT ACKNOWLEDGEMENT

Patient hameis);

Thank you very much for taking time bo review how we are carefully using your health information. If you have
s iestions we want to hear from vou. 1F net. we would apprecisie very mach your acknowledging your
reveipl of aur palicy by signing and reiuming ithis card. We ook forward to seeing you8 g st

Daie ¢ /

Patient Signature



