
OLSON PHARMACY SERVICES 

16246 S.E. MCLOUGHLIN BLVD 

MILWAUKIE , OREGON 97267 
 

Notice of Privacy Policies 
 
 
 
The information provided below illustrates the manner your protected health information could 
be accessed and released and what you need to know about this process, this important document 
should be reviewed thoroughly. Managing the privacy of your protected health information is 
extremely important to Olson Pharmacy Services. 

 
Olson Pharmacy Services – Legal responsibilities: As mandated by Federal and State legal 
requirements your protected health information must be protected. As part of these regulations 
we are required to ensure you are aware of privacy policies, legal duties and your rights to your 
protected health information. This notice of privacy policies, outlined below, will be in effect for 
the duration and must be followed by our pharmacy. This notice will be in effect until it is 
replaced and becomes effective 04/12/2003. 
 
We reserve the right to modify our privacy policies and the terms of this notice at any time, and 
will make such modifications within the guidelines of the law. We reserve the right to make the 
modifications effective for all protected health information that we maintain, including protected 
health information we created or received before the changes were made. Changing this notice 
will precede all significant modifications. This notice will be available upon request. 
 
Copies of this notice are available at your request. For your convenience information regarding 
how you can contact us is at the bottom of this notice. 
 
PROTECTED HEALTH INFORMATION USE AND DISCLOSURE: Information 
regarding your health may be used and disclosed for the purpose of treatment, payment and other 
healthcare operations. Examples cited below further explain the use and disclosure process. 
 
Treatment: Use and disclosure of your protected health information may be provided to a 
physician or other healthcare provider providing treatment to you. 
 
Payment: Your protected health information may be used and disclosed to obtain payment for 
services we provide to you. 
 
Healthcare Processes: We may use and disclose your protected healthcare information in 
relations with our healthcare process. These processes include an assessment, improvement 
activities, reviewing the competence or qualifications of healthcare professionals, provider 
performances and evaluating practitioner, conducting training programs, accreditation, 
certification, licensing or credentialing activities. 
 
Your Authorization: At any time you may provide in writing your authorization for use and 
disclosure of your protected health information for any purpose. You may choose to revoke your 



written permission at any time. The revocation must be in writing. If you revoke your written 
authorization it will not affect any use or disclosure prior to the revocation. 
 
Your protected health care information may be used and disclosed to you, as described in the 
patient rights section of this notice. In addition, your protected health information may be used 
and disclosed to a family member, friend, or other person to the extent necessary to assist you 
with your healthcare, but only with your authorization. 
 
Person Involved in Care: In order to accommodate the notification of your location, your 
general condition, or death, your protected health information may be used or disclosed to a 
family member, your personal representative or another person responsible for your care. If you 
are present and wish to object to such disclosures of your protected health information you may 
do so. To the extent you are incapacitated or emergency circumstances exist, we will disclose 
protected health information using our professional judgment disclosing only protected health 
information that is directly relevant to the person’s involvement in your healthcare. We will use 
our professional judgment and our experience with common practices to make reasonable 
inferences of your best interest in allowing a person to pick up filled prescriptions, medical 
supplies, x-rays, or other similar forms of protected health information. 
 
Marketing Health-Related Services:  The use of your protected health information for the 
purpose of marketing communications is prohibited without you’re written authorization. 
 
Required by Law: Your protected health information may be used or disclosed if required by 
law. 
 
Abuse or Neglect: As required by law, if we have reason to believe that you are the victim of 
possible abuse, neglect or domestic violence or other possible crimes, your protected health 
information may be disclosed to the appropriate authorities. If we have reason to believe the use 
or disclosure of your protected health information will prevent a serious threat to your health or 
safety or the health or safety of others we may have to provide the necessary protected health 
information. 
 
National Security: Under some circumstances the military may require disclosure of health care 
information for armed forces personnel. For the purpose of national securities activities, counter 
intelligence and lawful intelligence, authorized federal authorities may require disclosure of 
protected health information. Protected health care information disclosure may be made to 
correctional facilities or law enforcement authorities with the lawful authority requiring custody 
of such information. 
 
 
 
 
 
 
 
 
 



 

PATIENT RIGHTS 

 
Access: At all times you have the right to review your protected health information, with limited 
exceptions. At your request, we will provide your information in a format other than 
photocopies. If we are able to do so we will accommodate your request. 
 
Your request to obtain access to you information must be in writing. You may obtain a Protected 

Health Information Access Form by using the contact information at the end of this notice. We 
may need to charge you a reasonable cost based fee for expenses including copies and staff time. 
You may also request access for submitting a letter using the information at the bottom of this 
notice. If you request copies, we will charge you $.25 for each page and $ 15.00 per hour for 
staff time to locate and copy your protected health information. Postage will be included if you 
wish to have your information mailed. If you request a format option, which is different, we will 
charge a cost based fee for that format. An explanation of fees can be made available. 
 
Disclosure Accounting: Your rights include the choice to receive a review of every time we or 
our business associates disclose your protected health information for reasons other that 
treatment, payment, healthcare information and certain other activities for the last six years but 
no before April 14,2003. Additional reasonable cost based fees may be extended if your request 
for such information is more that one time per year. 
 
Restrictions: You may request we apply additional restrictions to any disclosure of your health 
care information. We are not required to respond to the application of these additional 
restrictions. If we agree to follow your request regarding additional restrictions we will follow 
the agreed restrictions unless an emergency situation dictates otherwise. 
 
Alternative Communication: Your rights include the instruction to request how you are 
communicated to regarding your protected health information. Your request must be in writing 
and can spell out other ways or others locations regarding your protected health information 
communication. You must identify agreed upon explanations of payment arrangements under 
alternative communications. 
 
Amendment: You can initiate a written request to amend your protected health information. 
Included in the amendment must be an explanation why information should be amended. Certain 
conditions may exist where we may reject your request. 
 
Electronic Notice: If you receive a notice electronically, you are entitled to receive the notice in 
writing as well. 
 
 
 
 
 
 
 
 

 
 



QUESTIONS AND COMPLAINTS 

 

More information is available to you regarding our privacy policies, please contact us. 
 
If at any time you are unsure or concerned that your protected health information has not been 
protected or if you believe an error was made in the decision we made about accessing your 
protected health information; or in the response to a request you made to amend the use or 
disclosure of your protected health information; or to have us communicate to you by alternative 
means or at an alternative locations, you have the right to bring this issue forward.  You may 
make a complaint to the U.S. Department of Health and Human Services. We will provide you 
with the address to file your complaint with the U.S. Department of Health and Human Service 
at your request. 
 
Privacy of your protected health information remains extremely important: we are committed to 
ensure your privacy.  If you file a concern with the U.S. Department of Health and Human 
Resources we will not retaliate in anyway. We are available to assist you with any questions, 
concerns or complaints. 
 
 Contact Person’s Name: Donna McDonald   
 
Telephone:  ____503-657-9422____ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
This information is intended  law advisory in nature and should not be considered as legal advise nor is it a substitute for legal advise. 
This information does not constitute technical information system/security advice. It is designed to assist you in your own risk management 
activities. It is not intended to be exclusively relied upon or used as a substitute for your own loss-control program. 
Accuracy and completeness are not guaranteed. 
 
 
The Federal HIPAA privacy compliance requirements are explained in this binder. When you develop your HIPAA compliance policy, 
incorporate whatever is necessary to address state law requirements as well. 

 
 
 



 Resident/Financial Responsible Party Signature:     Date:

Allergies:

Financial Responsibility: By signing this, I understand that I am financially responsible to Olson

Pharmacy Services and agree to pay all copays and charges not covered by prescription insurance. 

If the resident is on Oregon Medicaid, the responsible party must notify the pharmacy and provide the 

Oregon Medicaid information, otherwise the medication or supplies will be charged to the resident.  

     

  

Resident's Name:

Medicaid#:           State:

Social Security #: Female    Male Date of Birth:

 Print Name of Responsible Party  Relationship

 Home # Mailing Address 

City, State, Zip  Work #

Cell #

Diet:

Diagnosis (ICD-9 Code if Available):

 

Print Last Name:     First Name:

OLSON PHARMACY SERVICES ADMISSION/ RELEASE FORM/HIPAA

16246 SE McLoughlin Blvd., Milwaukie, Oregon 97267

Phone: (503) 657-9422    Fax: (503) 656-0278 Toll Free: 1-877-657-6679      Fax: 1-877-647-7329

www.olsonpharmacy.com

attach current copy of medicaid card

Name of facility/home: Contact person:

Address:

Fax #:Phone #:

E-mail:

ttach cu

THIS PHARMACY MAY BE ABLE TO SUBSTITUTE A LESS EXPENSIVE DRUG WHICH IS THERAPEUTICALLY

EQUIVALENT TO THE ONE PRESCRIBED BY YOUR DOCTOR UNLESS YOU DO NOT APPROVE

HIPAA Statement: I authorize Olson Pharmacy Services to use and disclose protected health 
information for the sole purpose of healthcare operations, treatment and payment activities for 
the resident listed above. All information is strictly confidential according to all HIPAA guidelines. 
Olson Pharmacy Services Notice of Privacy Act Policy is available at your facility or on our web 
site at www.olsonpharmacy.com.  If you need further information in regards to HIPAA please 
contact the pharmacy at 503-657-9422 or Toll Free 1-877-657-6679.

Signature of resident / person acting on residents behalf:          Date:

E-mail:

Other Insurance Information: Name:

Group #: ID #:

Address:

Phone #:

Phone #: Fax #:

Fax #:Phone #:

Address:

Specialty:Alternate Physician:

Primary Physician:

a rrent copy of INS. card(s)

Medicare #:


