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Notice of Our 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.






UNDER FEDERAL LAW, HOW MIGHT YOUR PROTECTED HEALTH

INFORMATION NEED TO BE USED OR DISCLOSED BY OUR OFFICE FOR

TREATMENT, PAYMENT, OR HEALTH CARE OPERATION PURPOSES?

Generally, your protected information may be used or disclosed by our clinic for treatment, payment, or specific health care operations. These three words or phrases are defined by Federal Law, 45 CFR s 164.501 and other regulations as follows:

Treatment: Treatment means the provision, coordination, or management of health care and related services by one or more health care providers, including the coordination or management of health care by a health care provider with a third party; consultation between health care providers relating to a patient; or the referral of a patient for health care from one health care provider to another.

Payment: the activities undertaken by us to obtain or provide reimbursement for the provision of health care. Such activities include without limit determinations of eligibility or coverage (including coordination of benefits or the determination of cost sharing amounts), and adjudication or subrogation of health benefit claims; billing, claims management, collection activities, obtaining payment under a contract for reinsurance (including stop-loss insurance and excess of loss insurance), and related health care data processing; and review of health care services with respect to medical necessity, coverage under a health plan, appropriateness of care, or justification of charges.

Other Health Care Operations: 45 CFR s 14.501 and .520(b)(1)(iii) outline several other purposes for which our practice may use or disclose protected information. For example, our practice may use or disclose protected information for the purposes of (1) conducting training programs in which students, trainees, or practitioners in areas of health care learn under supervision to practice or improve their skills as health care providers, (2) providing appointment reminders to patients, (3) providing treatment alternatives or other health-related benefits and services that may be of interest to patients, and (4) contacting patients to raise funds.
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Disclosures to the Patient by Fax and E-mail

Periodically, patients request that our clinic transmits protected information to them by means of fax, e-mail, or leaving a message on voicemail regarding such information. While we may request specific written authorization from your prior to disclosing protected information through such means, you hereby agree (1) that providing us with a fax number, e-mail address, or phone number which includes voicemail, you are hereby consenting to disclosures through such means, and (2) in the event that you receive protected information from us via such means AND you do not wish to receive any more communication in these or other fashions, you agree that you will immediately instruct us in writing not to continue disclosing your protected information through such means.



Under Federal Law, How Might Your Protected Health Information Need to be Used or Disclosed in Ways That Do Not Require Written Consent or Authorization?



Under certain circumstances, law may require or permit our practice to make us of or to disclose your personal information without your consent or authorization. Such circumstances include:



a) Uses and disclosures required by law

b) Uses and disclosures for public health services

c) Disclosures about victims of abuse, neglect, or domestic violence,

d) Uses and disclosures for health oversight activities

e) Disclosures for judicial and administrative proceedings

f) Disclosures for law enforcement purposes

g) Uses and disclosures about decedents

h) Uses and disclosures for cadaveric organ, eye or tissue donation purposes

i) Uses and disclosures for research purposes

j) Uses and disclosures to avert a serious threat to health or safety

k) Uses and disclosures for specialized government functions

l) Disclosures for workers’ compensation
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What Happens If Other Law is More Restrictive than Federal Law?


In the event other law becomes more restrictive than Federal Law with respect to uses and disclosures of your protected information, our practice will include descriptions of the more stringent requirements in this privacy notice.

All Other Uses or Disclosures Require Your Written Authorization

All other uses and disclosures besides those listed herein and those which require an opportunity to agree or object (see 45 CFR 165.512) will only be made with your written authorization. Once such authorization is granted, you may revoke it at any time as provided by and subject to 45 CFR 165.508 (b)(5).

Your Rights and How to Exercise Those Rights

Under Federal Law, you have the following rights. To exercise your rights, you will need to send a written request to the attention of the Privacy Officer in our clinic.

You have the right to request restrictions on certain uses and disclosures of protected health information as provided by s 164.522(a). Please note however that under Federal Law, our clinic is not required to agree to a requested restriction.

You have the right to receive confidential communications of protected health information as provided by and subject to 45 CFR s 164.522 (b).

You have the right to inspect and copy protected health information as provided by and subject to 45 CFR s 164.524.

You have the right to amend protected health information as provided by and subject to 45 CFR s 164.526.

You have the right to receive an accounting of disclosures of protected health information as provided by and subject to 45 CFR s 164.528.

You have the right to obtain a copy of this privacy notice.

If you believe that your privacy rights have been violated, you have the right to file a complaint with the Privacy Officer of our clinic and to the Secretary of Health and Human Services. To file a complaint with our clinic’s Privacy Officer, simply request and complete a copy of our privacy complaint form and submit it to our Privacy Officer. No individual may be retaliated against for filing such a complaint.







[bookmark: page10]

Duties of Our Clinic

Our clinic is required by law to maintain the privacy of your protected information and to provide you with notice of our legal duties and privacy practices concerning your protected information. Our clinic is required to abide by the terms of this privacy notice and to make new notice provisions effective for all protected information that our clinic maintains. The revised notice will be made available at the front desk of our clinic for your inspection or copying.



Contact Information for Further Information


South Coast Health Center

29641 Ellensburg Ave

Gold Beach, Oregon 97444

541-425-5657
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Notice of Privacy Practice Acknowledgement

I understand that under the Health Insurance Portability & Accounting Act of 1996 (“HIPPA”), I have certain rights to privacy regarding my protected health information. I understand that this information can and will be used for the following:

· Conduct, plan and direct my treatment and follow-up among the multiple heath care providers whom may be involved in that treatment directly and indirectly.

· Obtain payment from third-party payers.

· Conduct normal health care operations such as quality assessments and physician certifications.

I have received, read, and understand your Notice of Privacy Practices containing a more complete description of the uses and disclosures of my health care information. I understand that this organization has the right to change its Notice of Practices from time to time and that I may contract this organization at any time at the address above to obtain a current copy of the Notice of Privacy Practices.

I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment and payment of heath care operation. I also understand you are not required to agree to my requested restrictions, but if you so agree then you are bound to abide by such restrictions.



Patient Name: _________________________________________________________________

Parent or Guardian (if minor): ____________________________________________________



Signature: ________________________________________ Date: _______________________

OFFICE USE ONLY

I attempted to obtain the patients signature in acknowledgement on the Notice of Privacy Practices Acknowledgement, but was unable to do so as documented below.

Date: ___________________ Initials: ___________________

Reasoning: ____________________________________________________________________
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