
HIPPA Privacy Policies 
 
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.  
PURPOSE OF THE NOTICE OF PRIVACY PRACTICES  
This Notice of Privacy Practices is provided to you as a requirement 
of the Health Insurance Portabil ity and Accountabil ity Act of 1996 
(HIPAA). HIPAA is about individual privacy, and you should read 
this document carefully. I t describes how we may use and disclose 
your protected health information for purposes of treatment, 
payment or health care operations, and for other purposes that are 
permitted or required by law. It also describes your r ights to access 
and control your protected health information. Protected health 
information (PHI) is information about you, including demographic 
information, that may identify you and that relates to your past, 
present or future physical condit ion and related health care 
services, or payment for health care services. A copy of this Notice 
of Privacy Practices is also available at the office:   
 OUR LEGAL DUTIES REGARDING PROTECTED HEALTH 
INFORMATION  
We are required to follow the terms of  this Notice of Privacy 
Practices. We understand that medical   information about you and 
your health is personal. We are committed to protecting health 
information about you. In the course of  conducting our medical 
practice business, we wil l create records regarding you and the 
treatment and services we provide to you. Your health record is the 
physical property of the healthcare practit ioner or facil ity that 
compiled it, but the content  is about you and therefore belongs to 
you. 
We are required by law to: 

• Ensure protected health information that identif ies you  is kept 
private;  

• Give you this not ice of our legal dut ies and privacy practices 
regarding your protected health information; and  

• Follow the terms of the notice that  is currently in effect.   
REVISION OF THE NOTICE OF PRIVACY PRACTICES 
The terms of this notice apply to a ll records containing your PHI that 



are created or retained by our practice. We reserve the right to 
revise or change the terms of this Not ice of Privacy Practices at any 
time. Any revision or amendment to this notice wi ll be effect ive for 
all of your records that our practice has created or maintained in the 
past, and for any of your records that we may create or maintain in 
the future. When the Notice of Privacy Practices has been revised, 
our practice will  post a copy of the revised Notice in our off ices in a 
visible location. You may request a copy of our most current Notice 
at any time.  
HOW WE MAY USE AND DISCLOSE YOUR PROTECTED HEALTH 
INFORMATION 
The following categories describe the different ways in which we 
may use and disclose your PHI without your authorization. For each 
category of use or disclosure, an explanation follows to explain what 
we mean and to present some examples. Not every use or 
disclosure in a category  is l isted. 
 
Treatment: Our practice may use your protected health information, 
including your individually identif iable health information (IIHI), to 
treat you. For example, we may ask you to have laboratory tests 
(such as blood or urine tests), and we may use the results to help us 
reach a diagnosis. We might  use your PHI in order to write a 
prescription for you, or we might disclose your PHI to a pharmacy 
when we order a prescription for you. Many of the people who work 
for our practice -  including, but not  l imited to, our doctors and 
nurses - may use or disclose your PHI  in order to treat you or to 
assist others in your treatment. Additionally, we may disclose your 
PHI to others who may assist  in your care, such as your spouse, 
children or parents. Finally, we may also disclose your PHI to other 
healthcare providers for purposes related to your treatment. 
 
Payment: Our practice may use and disclose your PHI in order to bil l 
and collect payment for the services and items you may receive form 
us. For example, we may contact your health insurer to certify that 
you are eligible for benefits (and for what range of benefits), and we 
may provide your insurer with detai ls regarding your treatment to 
determine if your insurer wil l cover, or pay for, your treatment. We 
also may use and disclose your PHI to obtain payment from third 
parties that may be responsible for such costs, such as fami ly 
members. Also, we may use your PHI to bil l you direct ly for services 



and items. We may disclose your PHI to other healthcare providers 
and entit ies to assist  in their b il l ing and collection efforts. 
 
Health Care Operations: Our practice may use and disclose your 
PHI to operate our business. As examples of the ways  in which we 
may use and disclose your  information for our operations, our 
practice may use your PHI to evaluate  the quality of care you 
received from us, or to conduct cost-management and business 
planning activit ies for our practice. We may disclose your PHI to 
other health care providers and entit ies to assist  in their health care 
operations. We may use or disclose your protected health 
information, as necessary, to provide you with information about 
treatment alternatives or other health-related benefits and services 
that may be of interest to you. For example, your name and address 
will be used to send you a newsletter about the services we offer, 
health resources, and other information related to your health. 
 
Appointment Reminders: Our practice may use and disclose your 
PHI to contact you and remind you of an appointment. However,  it  is 
our policy to get your written authorization to leave messages. 
 
Treatment Options: Our practice may use and disclose your PHI to 
inform you of potential treatment options or alternatives.  
 
Health-Related Benefits and Services: Our practice may use and 
disclose your PHI to inform you of heal th-related benefits or 
services that may be of interest  to you.  
 
Personal Representatives: A person is your personal representative 
only if they have authority by law to act on your behalf  in making 
decisions related to health care. They  then must be given the same 
consideration as you and we may disclose your protected health 
information to them. We may require your personal representative to 
produce evidence of his/her authority to act on your behalf. We may 
not recognize him/her if we have a reasonable belief that treating 
such person as your personal representative could endanger you 
and we decide that it  is not in your best interest to treat them as 
your personal representative. In addition, in the event of your death, 
an executor, administrator, or other person authorized under the law 
to act on behalf of you or your estate will be treated as your 



personal representative. You may also be a personal representative 
by law for another indiv idual in your family, such as a minor child or 
an incapacitated adult. Minor children may have some rights as 
specif ied in state consent laws that relate directly to minors. 
 
Individuals Involved in Your Care: Unless you object, we may 
disclose to a member of your family,  a relative, a close fr iend, or 
any other person you identify, your protected health information that 
directly relates to that person's  involvement in your health care or 
payment related to your health care. If you are not present, we may 
disclose your medical  information based on our professional 
judgment or whether the disclosure would be in your best interest. In 
the same way, we may also d isclose your medical  information in the 
event of  incapacity or  in an emergency. 
 
Business Associates: Some of your health information may be 
subject to disclosure through contract services to assist this off ice 
in providing health care. For example,  it may be necessary to obtain 
specialized assistance to process certain laboratory tests or 
radiology images. To protect your health information, we require 
these Business Associates to fo llow the same standards held by this 
off ice through terms detailed in a written agreement.  
OTHER PERMITTED OR REQUIRED USES AND DISCLOSURES 
THAT MAY BE MADE WITHOUT YOUR CONSENT, 
AUTHORIZATION, OR OPPORTUNITY TO OBJECT 
Our practice may also use and disclose your protected health 
information in the following situat ions without your authorization. 
These situations include the following:  
 
Disclosures Required By Law: Our practice wi ll use and disclose 
your health information when we are required to do so by federal, 
state or local  law. 
 
Public Health Risks: Our practice is required by law to disclose 
health information to public health and/or legal authorit ies charged 
with tracking reports of birth and morbidity. This off ice  is further 
required by law to report communicable disease, injury or disabil ity. 
 
Abuse and Neglect: We may disclose your protected health 
information to a public health author ity that is authorized by law to 



receive reports of abuse or neglect. In addition, we may disclose 
your protected health information to a governmental authority or 
agency authorized to receive such  information, if we believe  that 
you have been a victim of abuse, neglect or domestic violence to the 
governmental entity or agency authorized to receive such 
information. In this case, the disclosure will be made consistent with 
the requirements of applicable federal and state laws.  
 
Health Oversight Activ it ies: Our practice may disclose your PHI to a 
health oversight agency for act ivit ies authorized by law. Oversight 
activit ies can include,  for example, investigations, inspections, 
audits, surveys, l icensure and disciplinary actions; civ il, 
administrative, and criminal procedures or actions; or other 
activit ies necessary for the government to monitor government 
programs, compliance with civil r ights laws and the health care 
system in general.  
 
Legal Proceedings: We may disclose protected health information 
during any judicial  or administrative proceeding, in response to an 
order of a court, or administrative tr ibunal,  if such disclosure is 
expressly authorized by order. We may disclose protected health 
information in response to a subpoena, discovery request or other 
lawful process,  if the party seeking  the information satisfactori ly 
assures us that reasonable efforts have been made to either notify 
you of the request or obtain a protective order. 
Law enforcement: We may disclose protected health information for 
law enforcement purposes. These law enforcement procedures 
include:  

• Legal orders, warrants, subpoenas, or summons;  
• Information for identifying and locating a suspect, fugit ive, 
material witness, or missing person;  

• Circumstances pertaining to victims of  a crime;  
• Suspicion that death occurred as a result of criminal conduct   

Deceased Patients: Our practice may release PHI to a medical 
examiner or coroner to identify a deceased individual or to  identify 
the cause of death. If necessary, we also may release information in 
order for funeral directors to perform their  job.  
 
Organ Tissue Donation: Our practice may release your PHI to 
organizations that handle organ, eye or t issue procurement or 



transplantation, including organ donation banks, as necessary to 
facil itate organ or t issue donation and transplantation if you are an 
organ donor. 
 
Research: Our practice may use and disclose your PHI for research 
purposes in certain l imited circumstances. We wi ll obtain your 
written authorization to use your PHI for research purposes except 
when an Institutional  Review Board or Privacy Board has determined 
that the waiver of your authorization satisfies the fol lowing: ( i) the 
use or disclosure involves no more than a minimal r isk to your 
privacy based on the following: (A) an adequate plan to protect the 
identif iers from improper use and disclosure; (B) an adequate plan 
to destroy the identif iers at  the earliest  opportunity consistent with 
the research (unless there is a health or research justif ication  for 
retaining the identif iers or such retention is otherwise required by 
law); and (C) adequate written assurances that the PHI wil l not be 
re-used or disclosed to any other person or entity (except as 
required by law) for authorized oversight of the research study, or 
for other research for which the use or  disclosure would otherwise 
be permitted; ( i i)  the research could not practicably be conducted 
without the waiver; and (i i i)  the research could not practicably be 
conducted without the access to and use of the PHI. 
 
Serious Threats to Health or Safety: Our practice may use and 
disclose your PHI when necessary to reduce or prevent a serious 
threat to your health and safety or the health and safety of another 
individual or the publ ic. Under these circumstances, we wi ll only 
make disclosures to person or organization able to help prevent the 
threat. 
 
Military: Our practice may use and disclose your PHI if you are a 
member of U.S. or foreign military forces (including veterans) and if 
required by the appropriate authorit ies.  
 
National Security: Our practice may use and disclose your PHI to 
federal off icials  for intell igence and national security activit ies 
authorized by law. We also may disclose your PHI to federal off icials 
in order to protect the President, other off icials or foreign heads of 
state, or to conduct invest igations. 
 



Inmates: Our practice may use and disclose your PHI to correctional 
institutions or law enforcement off ic ials if you are an inmate or 
under the custody of a law enforcement off icial. Disclosure for these 
purposes would be necessary: (a) for the institution to provide 
health care services to you, (b) for the safety and security of the 
institution, and/or (c) to protect your health and safety or the health 
and safety of other individuals. 
 
Workers' Compensation: Our practice may use and disclose your 
PHI to comply with laws relating to workers' compensation or other 
similar programs established by  law.  
AUTHORIZATION FOR OTHER USES AND DISCLOSURES 
Uses and disclosures other than those  in this notice wil l be made 
only with your wr itten authorization. You may revoke an 
authorization at any time in writ ing. If you revoke an authorization, it 
wil l not affect any action taken or any information released by us 
prior to receiving and processing your request to revoke the 
authorization. Please make these requests in writ ing to our Privacy 
Official. Forms may be requested through our off ice at (419) 517-
1115. 
YOUR RIGHTS REGARDING YOUR PHI 
Following is a statement of your r ights with respect to your 
protected health information and a brief description of how you may 
exercise these rights. 
 
Right to Confident ial Communicat ions: You have the right to request 
that our practice communicate with you about your health and 
related issues in a particular manner or at a certain location. For 
instance, you may ask that we contact you at home, rather than at 
work. In order to request a type of conf idential communication, you 
must make a written request to our Privacy Officia l specifying the 
requested method of contact, or the location where you wish to be 
contacted. Our practice wi ll accommodate reasonable requests. You 
do not need to give a reason for your request. Forms may be 
requested through our off ice at 419) 517-1115. 
Right to Request Restrictions: You have the right to request a 
restr iction in our use or disclosure of your PHI for treatment, 
payment or health care operations. Additionally, you have the right 
to request that we restr ict our disclosure of your PHI to only certain 
individuals  involved  in your care or the payment for your care, such 



as family members and fr iends. We are not required to agree with 
your request; however,  if we do agree,  we are bound by our 
agreement except when otherwise required by law, emergencies, or 
when the information is necessary to treat you. In order to request a 
restr iction in our use or disclosure of your PHI, you must make your 
request in writ ing to our Privacy Off icial. Your request must describe 
in a clear and concise  fashion:  
(a)  the information you wish restr icted; 

(b)  (whether you are requesting to l imit our practice's use, disclosure or both; 

(c)  and to whom you want the restr ictions  to apply. 
You may revoke a restr iction at any time in writ ing. We may also 
terminate our agreement to restr iction and would contact you i f this 
situation should occur. Forms may be requested through our off ice 
at 419) 517-1115. 
Right of Access to Inspect  and Copy: You have the right to inspect 
and obtain a copy of the PHI that may be used to make decisions 
about you, including pat ient medical records and bil l ing records. 
You may not inspect or copy the following records: psychotherapy 
notes; information compiled in reasonable anticipation of,  or use in, 
a civil, criminal, or administrat ive action or proceeding, and 
protected health information that is subject to law that prohib its 
access to protected health information. You must submit your 
request in writ ing to the Medical Records Department,  in order to 
inspect and/or obtain a copy of your PHI. Our practice may charge a 
fee for the costs of copying, mailing, labor and supplies associated 
with your request. In most cases,  we will provide the requested 
information within 30 days if the information is maintained on site or 
within 60 days  if the information is maintained offsite. When a 
decision to deny access has been made, you may have the right to 
have this decis ion reviewed in some circumstances. Please make 
this request in writ ing to our Privacy Official. Forms may be 
requested through our off ice at (419) 517-1115.  
 
Right to Amend: You may ask to amend your health information if 
you believe it  is incorrect or incomplete, and you may request an 
amendment for as long as the information is kept by or for our 
practice. To request an amendment, your request must be made in 
writ ing and submitted to our Privacy Official. You must provide us 



with a reason that supports your request for amendment. Our 
practice wil l deny your request if you  fail to submit your request 
(and the reason supporting your request)  in writ ing. Also, we may 
deny your request if you ask us to amend information that is in our 
opinion; (a) accurate and complete; (b) not part of the PHI kept by 
or for the practice; (c) not part of the PHI which you would be 
permitted to inspect and copy; or (d) not created by our practice, 
unless the indiv idual or entity that  created the information is not 
available to amend the information. In most cases, we will act upon 
your request within 60 days. I f we deny your request to amend, you 
have the right to f i le a statement of disagreement with us and we 
may prepare a rebuttal to your statement and will provide you with a 
copy of any such rebuttal. Please make this request in writ ing to our 
Privacy Official. Forms may be requested through our off ice at 419) 
517-1115.  
Right to Receive an Accounting of Disclosures: You may request in 
writ ing to obtain an accounting of disclosures. This r ight applies to 
disclosures we have made for purposes not related to treatment, 
payment or healthcare operations as described in this Notice of 
Privacy Practices. It excludes disclosures we may have made to 
you, to family members or fr iends involved in your care, to a 
personal representative, or to disclosures you have specif ica lly 
authorized. You have the right to receive an accounting of 
disclosures that occur after April 14, 2003, and for a specif ic period 
of t ime up to six years. You may also request a shorter specif ic t ime 
frame. The first  l ist you request within a 12-month period is free of 
charge, but our practice may charge you for additional l ists with in 
the same 12-month period. Our practice will not ify you of the costs 
involved with any additional  requests, and you may choose to 
withdraw your request before you incur  any costs. Please make your 
request in writ ing to our off ice Secretary. 
 
Right to a Paper Copy of This Notice: You are entit led to receive a 
paper copy of our notice of privacy practices. You may ask us to 
give you a copy of this notice at any time. To obtain a paper copy of 
this notice, contact our off ice Secretary at (419) 517-1115.  
 
Right to File a Complaint: If you bel ieve your privacy rights have 
been violated, you may fi le a complaint with our practice or with the 
Secretary of the Department of Health and Human Services. To fi le 



a complaint with our practice, contact our off ice Secretary. All 
complaints must be submitted  in writ ing. You will not be penalized 
for f i l ing a complaint 
 
 


