
CARDIOJOST, INC . 

04 - PATIENT RECORD OF DISCLOSURES - HIPAA 

 The  “He a lth Insura nc e  Po rta b ility a nd  Ac c o unta b ility Ac t”  (HIPAA) g ive s ind ividua ls the  rig ht to  

re q ue st a  re stric tio n o n use s a nd  d isc lo sure s o f “Pe rso na l He a lth Info rma tio n”  (PHI).  The  ind ividua l is a lso  

p ro vid e d  the  rig ht to  re q ue st c o nfid e ntia l c o mmunic a tio ns o f PHI b e  ma d e  b y a lte rna tive  me a ns, suc h a s 

c o rre spo nd e nc e  to  the  ind ividua l’ s o ffic e  inste a d  o f ho me . 

 The  Priva c y Rule  g e ne ra lly re q uire s He a lthc a re  p ro vid e rs to  ta ke  ste p s to  limit the ir use  o r d isc lo sure  o f 

yo ur PHI.  He a lthc a re  e ntitie s must ke e p  re c o rd s o f PHI d isc lo sure s. 

No te :  Use  a nd disc lo sure  fo r e me rg e nc ie s ma y b e  p e rmitte d witho ut prio r c o nse nt. 

I wish to be  c ontac te d in the  fo llowing manne r:  (p le a se  c he c k a ll tha t a p ply) 

Home  Phone : 

Ce ll Phone : 

Work Phone : 

Fa x Numbe r: 

Othe r Phone : 

Oka y to  le a ve  ba sic  me ssa g e s with c a llba c k numbe r only.

Writte n & Ele c tronic  Communic ations: 

E- Ma il:  (ma y no t b e  se c ure )

The  following individuals may have  ac c e ss to my “Pe rsonal He alth Information” (PHI): 

NAME RELATIONSHIP PHONE NUMBER 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

 By signing my name below, I a c knowle dg e  tha t I re c e ive d a  c opy of this offic e ’s “NOTICE OF 

PRIVACY PRACTICES” outlining  how my c onfide ntia l “Pe rsona l He a lth Informa tion” (PHI) will be  use d, 

disc lose d a nd prote c te d. 

†

PATIENT SIGNATURE DATE 

† 

Oka y to  le a ve  de ta ile d me ssa g e s with spe c ific  informa tion. 

Oka y to  ma il informa tion to  my home  a ddre ss.  (Se e  Pa tie nt Info rma tio n Fo rm fo r Addre ss) 

Oka y to  ma il informa tion to  my work/ offic e  a ddre ss.  (Se e  Pa tie nt Info rma tio n Fo rm fo r Addre ss) 



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. Copy 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. 

 


