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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. 

We are required by applicable federal and state law to maintain the privacy of your health information. 
We are also required to give you this Notice about our privacy practices, our legal duties, and your 
rights concerning your health information.  We reserve the right to make changes in our privacy 
practices and the new terms of our Notice effective for all health information that we maintain, 
including health information we created or received before we made the changes. Before we make a 
significant change in our privacy practices, we will change this Notice and make the new Notice 
available upon request. 

We use and disclose health information about you for treatment, payment, and healthcare operations. 
We may use or disclose your health information to a physician or other healthcare providers providing 
treatment to you, we may use and disclose your health information to obtain payment for services we 
provide to you. We may use or disclose your health information when we are required to do so by law. 

The use and disclosure of your health information for payment purposes  includes (1) our submission of 
your health information to a billing agent or vendor for processing claims or obtaining payment; (2) our 
submission of claims to third-party payers or insurers for claims review, determination of benefits and 
payment; (3) our submission of your health information to auditors hired by third-party payers and 
insurers; ( 4) to other family members you instruct us to disclose protected information; and (5) 
disclosures of your health information as may be necessary or appropriate for you to receive follow-up 
care from another health professional.  You must make a request in writing to obtain access to your 
health information.  We may charge you a reasonable cost-based fee for expenses such as copies and 
staff time.

When you sign this consent document, you signify that you agree that we can and will use and disclose 
your health information to treat you, to obtain payment for our services and to perform healthcare 
operations. You also signify that you have received a copy of our Notice of Privacy Practices. 

__________________________________________               ____________________________

Signature Date

If signing as a personal representative of the patient, describe the relationship to the patient and the 
source of authority to sign this form: 

__________________________________________               ____________________________

Relationship to Patient                                                             Print Name

Source of Authority: ____________________________________________________________
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