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HIPPA NOTICE OF PRIVACY PRACTICES
Thxsnonoedmm'bshowyomhealﬂlmﬁ:manonmaybeusedanddisclosedandhowyoucanacoessthis
information. Please review it carefully. '
WehavealwayskeptyomhcaithinfounaﬁmscancandoonﬁdcnﬁalAnewhwmmmtoconﬁnm
mainiaining your privacy, to give you this notice and to follow the terms of this notice.
ThelaWpemitsustouseordiscloseyomhealthinfonnaﬁonmdloseinvokvedinyommPor
cxampie,arcvicwofyourﬁlcbyaspeciaiistdoctorwhomwe_mayinvolvcinyomcazc.
Wemayuseor(ﬁscioseyomhealthinfomaﬁonforpaymemofyowsavmForexample,wemaysend
a report of your progress to your insurance company. i
We may use or disclose your heaith information for our normal healthcare operations. For example, one of
our staff will enter your information into our computer.
Wemayslmeyourmedimmfonnaﬁonwiﬁaombusin&ssassocmsuchsabillingservioe.Wehavca
miaenwnmwi&wachbusinxsasodatcmmreqummmnmmyommivmy-

We may use your information to contact you. For example, we may send a newsletter or other
infozmaﬁon.Wemayalsowamtocaﬂandrcmindyouabomyomappoﬁmnems.lfyouatemtahomc,
wemayhﬂvemmﬁnmaﬁononyomamwermgmacmmmwimmemwhommemlepm.
{nancniergency,wemydisdoseyomhealthinfomaﬁontoafamﬁymberm'anothcrpason
responsible for your care.

We may release some or all of your health information when required by law.

If this practice is soid, your information will become property of the new owner.
Exceptasdcscribcdabove,thispmcﬂcewﬂlnotweordisdoseyomhalﬂzinfmﬁoanmmior
You may request in writing that we not use or disclose your health information as described above. We -
will let you kmow if we can fulfill your request. You have the right to know of any uses. or disclosures we
make with your health information beyond the above normal uses. _
Aswewmnwdmmmymﬁmﬁmmﬁm,mwnuxmeMwummbaywm&n
You have the right to transfer copies of your health information to another practice. We will mail or fax
vour files to the practice.

You have the right to see and receive a copy of your health information, with few exceptions. Give us a
wiitten request regarding the mformation you want to see. If you also want a copy of your records, we
may charge you a fee for the service and copies. .

You have the right to request an amendment or change to your health information. Give us your request to
make the changes in writing. If you wish to include a statement in your file, please give it to us in writing_
We may or may not make the changes you request, but will be happy to include your statement in your
file. If we agree 10 an amendment or change, we will not remove nor alter earlier documents. Bat will add
new information. A - .

You have the right to receive a copy of this notice.

You may file a complaint with the Department of Health and Human Services, 200 Independence Ave.,
S.W., Rm. 509F, Washington, DC 20201. You will not be retaliated against for filing a complaint.
However, before filing a complaint, or for information or assistanc mwmm@
privacy, please contact our Privacy Officer Harriet M. Segelcke, D.Car  408-384-1186

This notice weat info effect as of April 14, 2003. = - M8




