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NOTICE OF PRIVACY PRACTICES  
 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW 
YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.  
 
This notice takes effect on and remains in effect until we replace it.  
 
1. OUR PLEDGE REGARDING MEDICAL INFORMATION 
The privacy of your medical information is important to us. We understand that your medical information is personal and we are committed to 
protecting it. We create a record of the care and services you receive at our organization. We need this record to provide you with quality care and to 
comply with certain legal requirements. This notice will tell you about the ways we may use and share medical information about you. We also 
describe your rights and certain duties we have regarding the use and disclosure of medical information.  
 
2. OUR LEGAL DUTY  
Law Requires Us to:  
1. Keep your medical information private 
2. Give you this notice describing our legal duties, privacy practices, and your rights regarding your medical information.  
3. Follow the terms of the current notice.  
 
We Have the Right to:  
1.Change our privacy practices and the terms of this notice at any time, provided that the changes are permitted by law.  
2. Make the changes in our privacy practices and the new terms of our notice effective for all medical information that we keep, including 
information previously created or received before the changes.  
 
Notice of Change to Privacy Practices:  
1.Before we make an important change in our privacy practices, we will change this notice and make the new notice available upon request.  
 
3. USE AND DISCLOSURE OF YOUR MEDICAL RECORDS 
The following section describes different ways that we use and disclose medical information. Not every use or disclosure will be listed. However, we 
have listed all of the different ways we are permitted to use and disclose  
medical information. We will not use or disclose your medical information for any purpose not listed below, without your specific written 
authorization. Any specific written authorization you provide may be revoked at any time by writing to us at the address provided at the end of this 
notice.  
 
FOR TREATMENT: We may use medical information about you to provide you with medical treatment or services. We may disclose medical 
information about you to doctors, nurses, technicians, medical students, or other people who are taking care of you. We may also share medical 
information about you to your other health care providers to assist them in treating you.  
 
FOR PAYMENT: We may use and disclose your medical information for payment purposes. A bill may be sent to you or a third-party payer.  
 
The information on or accompanying the bill may include your medical information.  
 
FOR HEALTH CARE OPERATIONS: We may use and disclose your medical information for our health care operations. This might include 
measuring and improving quality, evaluating the performance of employees, conducting training programs, and getting the accreditation, certificates, 
licenses and credentials we need to serve you.  
 
ADDITIONAL USES AND DISCLOSURES: In addition to using and disclosing your medical information for treatment, payment, and health 
care operations, we may use and disclose medical information for the following purposes.  
 
Notification: we may use and disclose medical information to notify or help notify: a family member, your personal representative or another 
person responsible for your care. We will share information about your location, general condition, or death. If you are present, we will get your 
permission if possible before we share, or give you the opportunity to refuse permission. In case of emergency, and if you are not able to give or 
refuse permission, we will share only the health information that is directly necessary for your health care, according to our professional judgment. 
We will also use our professional judgment to make decisions in your best interest about allowing someone to pick up medicine, medical supplies, x-
rays or medical information for you.  



 
Disaster Relief: We may share medical information with a public or private organization or person who can legally assist in disaster relief efforts.  
 
Research in Limited Circumstances: We may use medical information for research purposes in limited circumstances where the research has 
been approved by a review board that has reviewed the research proposal and established protocols to ensure the privacy of medical information.  
 
Funeral Director, Coroner, Medical Examiner: To help them carry out their duties, we may share the medical information of a person who has 
died with a coroner, medical examiner, funeral director, or an organ procurement organization.  
 
Specialized Government Functions: Subject to certain requirements, we may disclose or use health information for military personnel and 
veterans, for national security and intelligence activities, for protective services for the President and others, for medical suitability determinations for 
the Department of State, for correctional institutions and other law enforcement custodial situations, and for government programs providing public 
benefits.  
 
 
 
ACKNOWLEDGEMENT	
  OF	
  RECEIPT	
  OF	
  	
  
NOTICE	
  OF	
  PRIVACY	
  PRACTICES	
  	
  
	
  
You	
  May	
  Refuse	
  to	
  Sign	
  This	
  Acknowledgement*	
  
	
  
I,	
  ________________________________________,	
  have	
  received	
  a	
  copy	
  of	
  this	
  office’s	
  Notice	
  of	
  Privacy	
  
Practices.	
  	
  
	
  
__________________________________________	
  
Please	
  Print	
  Name	
  	
  
	
  
__________________________________________	
  
Signature	
  	
  
	
  
__________________________________________	
  
Date	
  	
  
	
  
	
  

	
  
For	
  Office	
  Use	
  Only	
  	
  
We	
  attempted	
  to	
  obtain	
  written	
  acknowledgement	
  of	
  receipt	
  of	
  our	
  Notice	
  of	
  Privacy	
  Practices,	
  but	
  
acknowledgement	
  could	
  not	
  be	
  obtained	
  because:	
  
	
  
 Individual	
  refused	
  to	
  sign	
  	
  
 Communications	
  barriers	
  prohibited	
  obtaining	
  acknowledgement	
  	
  
 An	
  emergency	
  situation	
  prevented	
  us	
  from	
  obtaining	
  acknowledgment	
  	
  
 Other	
  (Please	
  Specify)	
  ____________________________________________________________________	
  

	
  
 
 


	printed_name: 
	signature: 
	date: 
	full_name: 


