B cHthwest CVA

Cardiovascular Associates
C ARDIOJOST, INC.
04 - PATIENTREC ORD OF DISCIO SURES - HIPAA

The “Health nsuranc e Portability and Accountability Act” (HIPAA) give s individuals the right to
request a restriction on uses and disclosuresof “Personal Health nformation” (PH). The individualis also
provided the rightto request confidentialcommunicationsof PHIbe made by altemative means, such as
comespondence to the individual' soffice mstead of home.

The Privacy Rule generally requires Healthcare providersto take stepsto limit theiruse ordisclosure of
your PHL Healthcare entities must keep recordsofPHIdisclo sures.

Note: Use and disclosure foremergenciesmay be pemnitted without prior c onse nt.

Iwish to be contacted in the following manner: (pkase checkallthatapply)

I:IHome Phone:

I:'Ce]lPhone:

DWOlk Phone:

I:IFax Number:

DOtherPhone:

|:|Okay to leave basic messages with callback numberonly.

DOkay to leave detailed messages with specific information.

Writte n & Ele ¢ tronic C o mm unic a tio ns:
I:IOkay to mail information to my home address. (Se Patie nt hformation Form forAddre ss)
DOkay to mail information to my work/office address. (Se Patient hformation Form forAddre ss)

DE-Maﬂ: (may notbe secure)

The following individuals may have access to my “Personal He alth Information” (PHD:
NAME REIA TIO NSHIP PHONE NUMBER

ACKNOWIEDGEMENTOFRECEIPTOFNOTICE OFPRIVACY PRACTICES
?By sighing my name below, | acknowledge thatIreceived a copy of this office’s “NOTICEOF
PRIVACY PRACTICES” outlining how my confidential “Personal He alth Informa tion” (PHD willbe used,
disclosed and protected.

T

PATIENT SIG NATURE DATE



SOUTHWEST CARDIOVASCULAR ASSOCIATES

09 - 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.

SOUTHWEST CARDIOVASCULAR ASSOCIATES ARE DEDICATED TO MAINTAINING THE PRIVACY OF YOUR
PERSONAL HEALTH INFORMATION. EACH TIME A PATIENT VISITS THIS OFFICE; A RECORD IS MADE THAT
DESCRIBES THE TREATMENTS AND SERVICES PROVIDED. FEDERAL LAW OUTLINES SPECIFIC PRIVACY
PROTECTIONS AND INDIVIDUAL RIGHTS RELATED TO THE INFORMATION WE MAINTAIN THAT IDENTIFIES YOU
AS A PATIENT. PROTECTED INFORMATION INCLUDES DEMOGRAPHIC DATA AND FACTS ABOUT YOUR PAST,
PRESENT, OR FUTURE PHYSICAL OR MENTAL HEALTH. OUR OFFICE HAS PUT IN PLACE POLICIES AND
PROCEDURES TO HELP PROTECT YOUR HEALTH INFORMATION. WE ARE REQUIRED TO PROVIDE THIS NOTICE
OUTLINING OUR LEGAL. DUTIES AND RESPONSIBILITIES RELATED TO THE USE AND DISCLOSURE OF PATIENT
IDENTIFIABLE HEALTH INFORMATION, PRIVACY PRACTICES AND EXAMPLES OF HOW YOUR INFORMATION MAY
BE USED OR DISCLOSED.

PRACTICE WILL ABIDE BY THE TERMS OF THIS NOTICE. WE MAY REVISE THIS NOTICE AT ANY TIME. THE
NEW NOTICE WILL BE POSTED IN OUR OFFICE IN A PROMINENT LOCATION. YOU CAN REQUEST A COPY OF
OUR MOST CURRENT NOTICE AT ANY TIME. REVISIONS TO THE NOTICE WILL BE EFFECTIVE FOR ALL HEALTH
CARE INFORMATION THIS OFFICE MAINTAINS: PAST, PRESENT OR FUTURE.

PRACTICE MAY USE YOUR INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION FOR THE FOLLOWING
PURPOSES WITHOUT YOUR AUTHORIZATION:

1. TREATMENT:. WE MAY USE AND DISCLOSE YOUR IDENTIFIABLE HEALTH INFORMATION TO TREAT YOU
AND ASSIST OTHERS IN YOUR TREATMENT. FOR INSTANCE, WE MAY SEND A COPY OF YOUR RECORDS
TO ANOTHER DOCTOR SO THAT YOU CAN BE EVALUATED FOR A SPECIFIC CONDITION, OR WE MAY
DISCLOSE INFORMATION TO OTHERS WHO TAKE PART IN YOUR CARE, SUCH AS YOUR SPOUSE,
CHILDREN OR PARENTS.

2. PAYMENT: WE MAY USE YOUR HEALTH INFORMATION TO BILL AND COLLECT PAYMENT FOR SERVICES
PROVIDED. THIS MAY INCLUDED PROVIDING YOUR INSURANCE COMPANY WITH DETAILS OF YOUR
TREATMENT, SHARING OUR PAYMENT INFORMATION WITH OTHER TREATMENT PROVIDERS,
CONTACTING YOU OVER THE PHONE OR THROUGH THE MAIL ABOUT BALANCES, OR SENDING UNPAID
BALANCES TO A COLLECTION AGENCY.

3. HEALTH CARE OPERATIONS: WE MAY USE AND DISCLOSE HEALTH INFORMATION TO OPERATE OUR
BUSINESS. FOR EXAMPLE, YOUR HEALTH INFORMATION MAY BE USED TO EVALUATE THE QUALITY OF
CARE WE PROVIDE, FOR STATE LICENSING, OR TO IDENTIFY YOU BY NAME WHEN YOU VISIT THE
OFFICE.

4. APPOINTMENT REMINDERS: WE MAY USE AND DISCLOSE YOUR INFORMATION TO REMIND YOU OF
APPOINTMENTS. WE MAY ALSO MAIL YOU A REMINDER POSTCARD FOR FOLLOW-UP VISITS.

5. TREATMENT OPTIONS. WE MAY USE YOUR HEALTH INFORMATION TO INFORM YOU OF TREATMENT
OPTIONS OR OTHER HEALTH RELATED SERVICES, WHICH MAY BE OF INTEREST TO YOU.

6. BUSINESS ASSOCIATES: WE MAY SHARE YOUR HEALTH INFORMATION WITH OTHER INDIVIDUALS OR
COMPANIES THAT PERFORM VARIOUS ACTIVITIES FOR, OR ON BEHALF OF, OUR OFFICE SUCH AS
AFTER HOUR’S TELEPHONE ANSWERING, BILLING, OR QUALITY ASSURANCE. OUR BUSINESS
ASSOCIATES AGREE TO PROTECT THE PRIVACY OF YOUR INFORMATION.

7. RESEARCH: WE MAY USE YOUR INFORMATION IN CONJUNCTION WITH AGENTS OF THE PRACTICE
WHO MAY BE REQUIRED TO REVIEW YOUR FILES, JUST AS OUR EMPLOYEES ARE SO PERMITTED, IN
ORDER TO DETERMINE WHETHER YOU ARE QUALIFIED FOR A RESEARCH PROJECT. IF YOU ARE ASKED
TO JOIN A RESEARCH PROJECT, YOU WILL BE ASKED FIRST TO EXECUTE AN AUTHORIZATION,
GRANTING THE PRACTICE OR A RESEARCH ORGANIZATION THE RIGHT TO USE YOUR PROTECTED
HEALTH INFORMATION.



PRACTICE MAY DISCLOSE YOUR HEALTH INFORMATION WITHOUT YOUR AUTHORIZATION WHEN PERMITTED
OR REQUIRED TO BY LAW, INCLUDING:

FOR PUBLIC HEALTH ACTIVITIES INCLUDING REPORTING OF CERTAIN COMMUNICABLE DISEASES.

FOR WORKERS’ COMPENSATION OR SIMILAR PROGRAMS AS REQUIRED BY LAW.

TO AUTHORITIES WHEN WE SUSPECT ABUSE, NEGLECT OR DOMESTIC VIOLENCE.

TO HEALTH OVERSIGHT AGENCIES.

TO YOUR EMPLOYER IF WE PROVIDE HEALTH CARE SERVICES TO YOU AT THE REQUEST OF THE EMPLOYER,
WHEREUPON WE SHALL PROVIDE YOU WRITTEN NOTICE OF RELEASE OF SUCH INFORMATION.

FOR CERTAIN JUDICIAL AND ADMINISTRATIVE PROCEEDINGS PURSUANT TO AN ADMINISTRATIVE ORDER.
FOR LAW ENFORCEMENT PURPOSES.

TO A MEDICAL EXAMINER, CORONER OR FUNERAL DIRECTOR.

FOR THE FACILITATION OF ORGAN, EYE OR TISSUE DONATION IF YOU ARE AN ORGAN DONOR.

FOR RESEARCH PURPOSES UNDER STRICT LIMITED CIRCUMSTANCES.

TO AVERT A SERIOUS THREAT TO YOUR HEALTH AND SAFETY OR THAT OF OTHERS.

FOR GOVERNMENTAL PURPOSES SUCH AS MILITARY SERVICE OR FOR NATIONAL SECURITY.

IN THE EVENT OF AN EMERGENCY OR FOR DISASTER RELIEF.

IN ANY OTHER INSTANCE REQUIRED BY LAW.

SIGN IN SHEET.

PRACTICE MAY ALSO DISCLOSE YOUR INFORMATION TO FAMILY MEMBERS AND./ OR OTHER PERSONS
INVOLVED IN YOUR CARE OR PAYMENT FOR YOUR CARE. PRACTICE MAY LEAVE MESSAGES FOR YOU AT HOME
OR WORK ABOUT YOUR VISITS. IF YOU DO NOT WANT US TO DO SO, PLEASE INFORM OUR PRIVACY OFFICER
IN WRITING.

ALL OTHER USES AND DISCLOSURES OF YOUR INFORMATION TO OTHERS WILL REQUIRE A WRITTEN,
SIGNED AUTHORIZATION FROM YOU. YOU HAVE THE RIGHT TO REVOKE YOUR AUTHORIZATION AT ANY TIME
EXCEPT TO THE EXTENT THAT WE HAVE ALREADY ACTED ON IT. SHOULD YOU REQUIRE YOUR RECORDS TO BE
RELEASED, PRACTICE WILL PROVIDE YOU WITH AN AUTHORIZATION FORM TO COMPLETE AND RETURN TO
THE ADDRESS LISTED ON IT.

YOUR HEALTH RECORD IS THE PHYSICAL PROPERTY OF PRACTICE. THE INFORMATION CONTAINED IN IT
BELONGS TO YOU. BELOW IS A LIST OF YOUR RIGHTS REGARDING INDIVIDUALLY IDENTIFIABLE HEALTH
INFORMATION. ALL REQUESTS RELATED TO THESE ITEMS MUST BE MADE IN WRITING TO OUR PRIVACY
OFFICER AT THE ADDRESS LISTED BELOW. WE WILL PROVIDE YOU WITH APPROPRIATE FORMS TO EXERCISE
THESE RIGHTS. WE WILL NOTIFY YOU, IN WRITING, IF YOUR REQUESTS CANNOT BE GRANTED.

1. RESTRICTIONS ON USE AND DISCLOSURE: YOU HAVE THE RIGHT TO REQUEST RESTRICTIONS ON HOW WE USE
AND DISCLOSE YOUR HEALTH INFORMATION. THIS INCLUDES REQUESTS TO RESTRICT DISCLOSURE OF OUR
HEALTH INFORMATION TO ONLY CERTAIN INDIVIDUALS, OR ENTITIES, INVOLVED IN YOUR CARE SUCH AS FAMILY
MEMBERS AND INSURANCE COMPANIES. WE ARE NOT REQUIRED TO AGREE WITH YOUR REQUEST. IF WE AGREE,
WE ARE BOUND TO THE AGREEMENT UNLESS DISCLOSURE IS OTHERWISE REQUIRED OR AUTHORIZED BY LAW.

2. CONFIDENTIAL COMMUNICATION: YOU HAVE THE RIGHT TO REQUEST THAT WE COMMUNICATE WITH YOU IN A
PARTICULAR MANNER OR AT A CERTAIN LOCATION. FOR EXAMPLE, YOU MAY REQUEST THAT WE ONLY CONTACT
YOU AT HOME. WE WILL ACCOMMODATE REASONABLE REQUESTS.

3. ACCESS: YOU HAVE THE RIGHT TO INSPECT OR REQUEST A COPY OF RECORDS USED TO MAKE DECISIONS
ABOUT YOUR HEALTH CARE, INCLUDING YOUR MEDICAL CHART AND BILLING RECORDS. THIS OFFICE WILL
SCHEDULE APPOINTMENTS FOR RECORD INSPECTION. WE MAY CHARGE A FEE FOR PROVIDING YOU COPIES OF
YOUR RECORDS. UNDER SPECIAL CIRCUMSTANCES, WE MAY DENY YOUR REQUEST TO INSPECT AND/OR COPY
OF YOUR RECORDS. YOU MAY REQUEST A REVIEW OF THIS DENIAL.

4. RECORD AMENDMENT: YOU HAVE THE RIGHT TO REQUEST AMENDMENTS TO YOUR HEALTH RECORDS CREATED
BY AND FOR THIS PRACTICE IF YOU FEEL THEY ARE INCORRECT OR INCOMPLETE. WE MAY ACCEPT OR DENY
YOUR REQUEST. IF WE DENY YOUR REQUEST, YOU HAVE THE RIGHT TO PROVIDE A STATEMENT OF
DISAGREEMENT OR REBUTTAL STATEMENT.

5. ACCOUNTING DISCLOSURES: YOU HAVE THE RIGHT TO RECEIVE AN ACCOUNTING OF THE DISCLOSURES. THIS
MEANS YOU MAY REQUEST A LIST OF CERTAIN DISCLOSURES PRACTICE HAS MADE OF YOUR RECORDS. UPON
YOUR REQUEST, WE WILL PROVIDE THIS INFORMATION TO YOU ONE TIME FREE DURING EACH TWELVE (12)
MONTH PERIOD. THERE MAY BE A FEE FOR ADDITIONAL COPIES.

6. CoOPY OF NOTICE: YOU HAVE THE RIGHT TO REQUEST THAT WE PROVIDE YOU WITH A PAPER COPY OF THIS
NOTICE OF PRIVACY PRACTICES.

IF YOU HAVE ANY QUESTIONS ABOUT THIS NOTICE, PLEASE CONTACT THE. PRACTICE’S PRIVACY OFFICER:
ALISA JOST AT 480-945-4343.



