ADVANCED
FAMILY MEDICINE

Your family's home for health

Welcome to Advanced Family Medicine!
Michael W. Foutz, MD Clint Baker, PA-C

Megan Mclntyre, PA-C Anthony Thiros, DO

We have you scheduled for a new patient appointment on at

Please bring the following items with you for your appointment:

Insurance Card

Photo Identification

Completed New Patient Packet (Enclosed)
Current Medication List

Immunization Records (For Children)
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We look forward to meeting you and providing you with an excellent health care experience. Please take the
time to review and complete the enclosed packet prior to your appointment and be sure to arrive 15 minutes
earlier than your scheduled appointment time for registration.

Included in the new patient packet is a records release authorization, please complete this so we can
get records from your previous family medicine provider. If you have any questions in the meantime,
please give us a call at 208-922-3355.

825 W Deer Flat Rd, Suite 150 » Kuna, ID 83634
8854 Emerald, Suite 140 « Boise, Idaho 83704
Phone: 208-922-3355
Fax: 678-553-1263
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PATIENT INFORMATION
Name: Date of Birth: I
FIRST NAME wi LAST NAWE MM DD Yvvy
Sex: Male: _ Female: ___ Gender Identity: Social Security #:
Address STREET ADDRESS CITY STATE ZIPCODE
Primary Phone: H(()C'\I/ILELE((:)EIE_)L work Secondary Phone: (CIRCLEONSOME CELL WORK

Can we leave a message at your primary phone number regarding your medical care or test results? YES NO

(CIRCLE ONE)
Email Address:

Marital Status: SINGLE MARRIED DIVORCED SEPARATED  WIDOWED

(CIRCLE ONE)

Employer: Work Phone: OJ check Box if NOT EMPLOYED
Preferred Pharmacy Name and Location: Phone:
Consent to RX History initials

ADDITIONAL PATIENT INFORMATION

Race: Preferred Language: Ethnicity: Hispanic/Latino NOT Hispanic/Latino Decline Response
(CIRCLE ONE)

How did you hear about Advanced Family Medicine: Family  Friend Website  Drive-by  Other

(CIRCLE ONE)

RESPONSIBLE PARTY OR GUARDIAN (for patients under 18)

Name:
FIRST NAME MI LAST NAME
Relationship to Patient: Date of Birth: [
MM DD YYYY
Address:
STREET ADDRESS CITY STATE ZIPCODE
Primary Phone: HOME cELL work Email Address:
(CIRCLE ONE)
EMERGENCY CONTACT (for ALL patients)
FOR MINORS, PLEASE MAKE SURE THE EMERGENCY CONTACT IS DIFFERENT FROM THE RESPONSIBLE PARTY
Name:
_ FIRST NAME MI LAST NAME
Primary Phone: HoME cELL work Relationship to Patient:
(CIRCLE ONE)

Address:

STREET ADDRESS CITY STATE ZIPCODE



ADVANCED
FAMILY MEDICINE

Your family's home for health

INSURANCE INFORMATION

Member ID #

Name of Insured:

Relationship to Patient:

Address:

Primary Phone:

(IF APPLICABLE)

Member ID #

Name of Insured:

Relationship to Patient:

Primary Insurance Company Name: Phone:
Group#
Social Security #:
FIRST NAME MI LAST NAME
Date of Birth: I Sex: Male Female
MM DD YYYY (CIRCLE ONE)
STREET ADDRESS CITY STATE ZIPCODE
HoME cELL work Email Address:
(CIRCLE ONE)
Insured Party’s Employer: Work Phone:
Secondary Insurance Company Name: Phone:
Group#
Social Security #:
FIRST NAME Ml LAST NAME
Date of Birth: I Sex: Male Female
MM DD YYYY (CIRCLE ONE)
STREET ADDRESS CITY STATE ZIPCODE

Address:

Primary Phone:

HOoME ceLL work Email Address:

Insured Party’s Employer:

(CIRCLE ONE)

Work Phone:

Please review the above form and make sure it has been completed accurately and in its entirety. Sign
below to attest that the information provided to Advanced Family Medicine is complete and accurate to

the best of your knowledge.

Patient or Responsible Party Signature:

Date:




ADVANCED
FAMILY MEDICINE

Your family's home for health

| hereby authorize Advanced Family Medicine to furnish the insured's insurance company all information
(including but not limited to HIV, sexually transmitted diseases, drug/alcohol abuse, mental illness, or
psychiatric treatment) which may be requested by them concerning my iliness or injury. | also authorize the
release of information regarding work related injuries to my employer.

By signing this document | recognize and acknowledge that | am completely responsible for all charges that |
may incur at Advanced Family Medicine. | certify that all the information provided above is current and accurate.

Patient Name / Responsible Party: (please print)

Patient Signature: Date:

FOR MEDICARE PATIENTS ONLY
Annual Medicare Authorization

| request that payment of authorized Medicare benefits be made either to me, or on my behalf to Advanced
Family Medicine for any services furnished me by any Advanced Family Medicine healthcare professional. |
authorize the holder of my medical information to release to the Health Care Financing Administration and its
agent any information needed to determine the assignment of these benefits of the benefits payable for related
services.

Annual Medigap Authorization

| request that payment of authorized Medigap benefits be made on my behalf to Advanced Family Medicine for
any services furnished me by any Advanced Family Medicine healthcare professional. | authorize the holder of
my medical information to release to the secondary insurance carrier any information needed to determine the
assignment of these benefits or the benefits payable for related services.

Printed Name of Beneficiary

Medicare Policy Number

Signature Date
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ADVANCED FAMILY MEDICINE FINANCIAL POLICIES
This is an agreement between Advanced Family Medicine and the patient or responsible party of the patient. Please review this
document carefully. By signing this document, you are acknowledging that you understand and agree to our financial payment policies
as well as any office policies as outlined.

Advanced Family Medicine participates with many health insurance plans. Refer to your carrier’s website or contact their customer
service department to verify our participation. Your insurance policy is a contract between you and the insurance company. It is your
responsibility to know your insurance policy benefits and be familiar with your coverage. You will be responsible for any service that
may be considered “not covered” by your insurance company. In addition, you are responsible for all unpaid balances.

Advanced Family Medicine will bill your primary insurance as a courtesy and make every effort to ensure claims are promptly and
correctly submitted. Billing processes are handled through OnDemand Billing Solutions: 208-947-5390 and you may contact them if
you are experiencing insurance difficulties, need payment arrangements or have any claims questions.

Payment is DUE at time of service: AFM accepts cash, personal checks, Visa, Mastercard, Discover and debit cards

Payment is due in full at the time of service for copays, coinsurance, deductible balances, and for patients without insurance. You may
be asked for a current insurance card and billing information at each visit. You may be asked to have your photo taken for patient
recognition and/or a copy of a photo ID in an effort to reduce insurance fraud.

Self-Pay: For patients without health insurance, payment is due at the time of service but is eligible for a 15% discount, provided that
no claim is submitted to any insurance company for reimbursement. Subsequent visits may be eligible for a payment plan. Plans
require 50% of the total due and payable at the time of service and any balance remaining paid within 60 days.

Credit and Finance Charge Policy: | understand that | am financially responsible for all charges regardless of third party involvement.
| agree to pay the deductible, co-insurance, co-pay, or any service(s) deemed a “non-covered benefit” or “experimental” by my
insurance carrier at the time service was rendered. | understand that failure to pay outstanding balances within 60 days of notification
of the amount due may result in submission to an outside collection service. If your account is sent to an outside collection service
(CBI-Collection Bureau of Idaho) it may result in interest accruing and have a negative impact on your credit. In addition, you and any
family members may be discharged from the Practice.

Returned Checks/NSF: A return check fee of $25.00 or the maximum allowed by law, will be assessed to your account for all NSF
checks.

Assignment of Benefits: You request that payment of authorized Medicare, commercial insurance, or third party benefits made on
your behalf be paid directly to Advanced Family Medicine for any services furnished to you by any Advanced Family Medicine
healthcare professional. This includes secondary, tertiary, and gap policies. You authorize the holder of your medical information
release to the Health Care Financing Administration and its agents any information needed to determine the assignment of these
benefits or the benefits payable for related service.

| hereby authorize AFM to furnish insured’s insurance company all information (including but not limited to HIV, Sexually transmitted
diseases, drug/alcohol abuse, mental illness, or psychiatric treatment) which may be requested by them concerning my illness or injury.
| also authorize the release of information regarding work related injuries to my employer.

By signing this document, | recognize and acknowledge that | am completely responsible for all charges that | may incur at Advanced
Family Medicine. | certify that all of the information provided is current and accurate.

Signature of Patient or Responsible Party: Date:
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ADVANCED FAMILY MEDICINE OFFICE POLICIES

At Advanced Family Medicine our mission is to provide the highest quality care that is convenient and comprehensive to our patients. In an effort to
reduce confusion and misunderstanding between our patients and the Practice, we have adopted the following office and financial policies. This is an
agreement between Advanced Family Medicine and the patient or responsible party of the patient. Please review this document carefully. By signing
this document, you are acknowledging that you understand and agree to our financial payment policies as well as any office policies as outlined.

Consent for Treatment: Advanced Family Medicine, its staff members, and clinicians have permission to perform reasonable medical examinations,
tests, and/or treatment as deemed necessary for my health and well-being.

You have the right to discuss the purpose, potential risks, and benefits of any treatment plan or test ordered with your clinician. This consent will remain
in effect each time you present to the clinic for care. You have the right to discontinue services at any time.

Notice of Privacy Practices: Advanced Family Medicine is compliant with all HIPAA regulations. We will provide a copy of our complete privacy
practices upon your initial visit and will have additional copies available for you at any time. If you would like a copy of AFM Privacy Practices today,
please notify a staff member.

Appointments: If you need to cancel or reschedule your appointment please make every effort to notify us at least 24 hours in advance. This allows us
to offer that appointment to another patient. If you fail to give us adequate notice, this will be considered a “no show”. If you have 2 consecutive “no
shows” or 4 “no shows” in any twelve-month period, you will be charged a $50.00 “no show” fee and/or or be subject to discharge as a patient of
Advanced Family Medicine.

Please be prompt for your appointment. We will make every effort to inform you if your provider is running late. Advanced Family Medicine reserves the
right to reschedule late arrivals. No child under the age of 18 may be left unattended to wait for treatment or be left unattended in the waiting room. We
appreciate your cooperation in keeping our environment friendly for patients and staff.

Minors: For any minor child who is accompanied to their appointment by a parent; Advanced Family Medicine will determine that the parent bringing the
minor child to the appointment to be the legal authorized guardian and responsible for payment of the minor child’s account; unless legal documentation
provided to us states anything to the contrary. In addition, no unaccompanied minor will be treated without parental or guardian consent.

Medications: You must be seen by one of our providers for anything that requires a new prescription. For prescription refills, please contact your
pharmacy to issue a refill request that will be sent to us electronically or via fax when you are out of medication. In addition, please refill all of
your prescriptions at your regularly scheduled office visit. You may be required to come in when out of medication for your provider to determine if your
current medication is effective. We will not refill any prescriptions outside of our business hours. We respectfully request 24-48 hours to respond to a
prescription refill request. You give AFM permission to request refill and prescription history from your pharmacy.

Complete Demographic Form: You will be required to complete a patient demographic form upon your first visit to our Practice. Correct and current
information including emergency contact numbers as well as insurance information will be requested. It is your responsibility to notify us if there are
changes to your demographic information. You will be required to update this information annually. By signing this document, you are attesting that the
information you provide to Advanced Family Medicine is accurate and complete to the best of your knowledge.

Office Hours: Advanced Family Medicine’s business and telephone answering hours are Monday-Thursday from 8:00 AM to 5:30 PM and Friday from
8:00 AM to 5:00 PM. If you reach our automated telephone system, please follow the prompts. When we are unable to answer your call directly, we are
either assisting another patient or on the other line. We want to provide all of our patients with the same courtesy and attention. Do not continue to call
back. The system will direct you to specific departments where you may leave a direct message. You may also use your “patient portal” for all
non-urgent matters.

After Hours care: If you have an emergency when we are unavailable, please contact our answering service at: 208-489-6561. Non-emergency issues
should always be addressed during our regular business hours.

It is our experience that most of our patients understand the above policies. We are disclosing this information to you now to avoid misunderstanding in
the future

Agreement to Current AFM Patient Policies:

At Advanced Family Medicine, we do our best to provide the highest quality care to all of our patients. Part of making sure quality care is provided to all
patients is having policies and procedures in place. These policies and procedures help to establish expectations or guidelines for all parties involved in
your health care here at Advanced Family Medicine. You should have been provided a copy of the current policies and procedures at the time you
established care. We are happy to provide you with a copy of the most current policies and procedures at any time upon request. If you would like a copy
today, please let a staff member know.

By signing below you are acknowledging that we have made copies of our current policies and procedures available to you. Your signature also indicates

that you understand and agree to comply with the patient policies outlined above in order to receive care at Advanced Family Medicine. This agreement
holds to all policies including payment and financial policies, appointment policies, as well as general office policies and behavioral expectations.

Signature of Patient or Responsible Party: Date:
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HEALTH HISTORY INTAKE

ALL INFORMATION PROVIDED ON THIS FORM IS RESPECTED AS CONFIDENTIAL.

Patient:
FIRST NAME Mi LAST NAME
Date of Birth: _ / / Sex: Male  Female
MM DD YYYY (CIRCLE ONE)
Number of People in Household: Ages of Children in Household:

Please provide a brief list of any health concerns you wish to discuss today in order of importance to you:

PAST MEDICAL HISTORY:

Please list any major illnesses, injuries, or hospitalizations (ie. Diabetes, heart disease, cancer):

Please list any past surgeries (the type of surgery and the year it was performed):

Please list all current Medications and dosing instructions (include prescription and over the counter):

Please list any medication Allergies (include the medication and the reaction):

Have you ever had a tuberculosis test? No Yes, date and result:
O |

Have you ever had a blood transfusion? No Yes, date:
] I:I

IMMUNIZATIONS:

PLEASE CHECK THE BOX FOR ANY IMMUNIZATIONS YOU HAVE RECEIVED AND INDICATE THE MOST RECENT GIVEN DATE

(d Tetanus
O Influenza
d Pneumonia

FAMILY MEDICAL HISTORY:

PLEASE CHECK THE BOX FOR ANY CONDITION THAT AFFECTS ONE OR MORE OF YOUR FAMILY MEMBERS, LIST THE RELATION OF AFFECTED FAMILY MEMBER NEXT TO THE
CONDITION.
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Alcohol addiction 1 Glaucoma

DI'Ug addiction 1 Other (list condition and relation)
Bleeding disorder
Heart Disease [ Other (st condition and relation)
Hypertension
Low Thyroid |
Mental lliness
Stroke

Allergy Rhinitis
Asthma
Cancer (please indicate type)

Other (list condition and relation)

R Ty Iy Ny Ny Ny

(d Diabetes

CURRENT HEALTH AND SAFETY PRACTICES:

(THIS SECTION SHOULD BE COMPLETED FOR ALL ADULT PATIENTS, FOR CHILDREN UNDER 18 YOU MAY SKIP THESE QUESTIONS.)

CIRCLE THE APPROPRIATE RESPONSE AND/OR FILL IN RESPONSES WHERE INDICATED
Do you exercise regularly? YES NO If yes, what type(s) of exercise?

Do you have any nutrition of diet concerns you would like help with? YES NO If yes, list your concerns here:

Which word best describes your seatbelt use? ALWAYS SOMETIMES NEVER

Do you have an advanced directive or living will? YES NO
If not, would you be interested in one? YES NO

Have you ever used tobacco products regularly? YES NO
If yes, what tobacco product(s)?
If yes, at what age did you start using tobacco?
How long did you or have you used?

Are you still using tobacco products? YES NO
If yes, please indicate the average amount used per day

Have you ever used street/recreational drugs? YES NO
If yes, what drugs were used?

If yes, at what age did you start using drugs?
How long did you or have you used?

Are you still using recreational drugs? YES NO

Do you consume alcohol on a regular basis? YES NO
If yes, what is your preferred type of alcohol?

Has anyone ever said that drinking might be causing problems in your life? YES NO
Do you think you need to cut back on drinking? YES NO

How much coffee or tea do you drink per day?

How much soda do you drink per day?

By signing below you attest that the information provided on this form is complete and accurate to the best of your knowledge.

Signature of Patient or Guardian: Date:
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AUTHORIZATION FOR RELEASE OF CONFIDENTIAL MEDICAL INFORMATION

Printed Patient Name: DOB:

Street Address:

City: State: Zip Code:

SS#: Patient’s Phone #:

Records To Be Released TO /FROM: Records To Be Released TO /FROM:
(Circle One) (Circle One)

Facility or Doctor:

Advanced Family Medicine

825 W Deer Flat Rd, Suite 150 Address:

Kuna, ID 83634 City:

Michael W. Foutz, MD ¢ Megan Mclintyre, PA-C State: Zio Code:
Clint Baker, PA-C ¢ Anthony Thiros, DO ate: Ip Code:
Phone: 208-922-3355 Phone:_( )

Fax: 678-553-1263 Fax: _( )

Purpose of Disclosure:

Records to be Released:

d  Complete Record 1 Clinic Notes d  HIV/STD Test Results
1 Laboratory Results 1 Immunization Records 1 Mental Health Treatment
1 X-Ray Results [d Substance Abuse d  Other (specify)

| acknowledge that data to be released may include material that is protected by Federal Law. | acknowledge the information to be released may include
mental or behavioral health records, substance abuse information or treatment, STD or HIV testing results, and/or genetic testing results. | further
acknowledge that this release will be applicable to any of the specific authorizations selected above. My signature below authorizes release of all such
information except as otherwise specified. | release AFM staff and counsel from all legal responsibility or liability that may arise from authorized release
of information. | understand that this authorization is voluntary and | may refuse to sign. If | refuse to sign this will not affect my right to health care
treatment.

Authorization valid for one year unless revoked in writing at an earlier date. | acknowledge that | have the right to revoke this authorization so long as |
provide a written statement of my revocation.There may be a charge for requested records. If you are requesting medical records from the past two
years there will be no charge for the copying and processing of these records. If you require medical records older than the last 24 months, there may be
a fee imposed using the following scale: $45.00 for pages 1-15, $0.25 per page thereafter.

Signature of patient: Date:

Guardian printed name: Relationship to patient:

(If Patient is under 18 years of age)

Signature of Guardian: Date:

Witness printed name:
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Signature of witness: Date:

AUTHORIZATION FOR VERBAL DISCUSSION OF HEALTHCARE INFORMATION

Patient:
FIRST NAME M LAST NAME
Date of Birth: __ /[ Primary Phone: HOME CELL WORK
MM /DD /YYYY (CIRCLE ONE)

| give permission to Advanced Family Medicine to VERBALLY discuss the selected healthcare information about me with:

Name:

FIRST NAME Mi LAST NAME

Primary Phone: HOME CELL WORK Relationship:
(CIRCLE ONE)

Information Approved for Discussion:
(CHECK ALL BOXES THAT APPLY)

Scheduling and Appointment information

Medical information including symptoms, diagnosis, test results, and treatment plans
Mental health information including symptoms, diagnosis, and treatment plans
Drug/Alcohol Dependency and related treatment information

HIV testing or diagnosis information

Billing and Payment information

Other (please describe):

ooooooo

| give permission to Advanced Family Medicine to VERBALLY discuss the selected healthcare information about me with:

Name:

FIRST NAME Mi LAST NAME

Primary Phone: HOME CELL WORK Relationship:
(CIRCLE ONE)

Information Approved for Discussion:
(CHECK ALL BOXES THAT APPLY)

Scheduling and Appointment information

Medical information including symptoms, diagnosis, test results, and treatment plans
Mental health information including symptoms, diagnosis, and treatment plans
Drug/Alcohol Dependency and related treatment information

HIV testing or diagnosis information

Billing and Payment information

Other (please describe):

ocoooooo

This authorization will remain in effect indefinitely or until a written notice to revoke or update the authorization has been received by
Advanced Family Medicine. | have the right to change or revoke this authorization at ANY TIME except where Advanced Family
Medicine has already made disclosures pursuant to this original request. | understand that in order to change or revoke this
authorization that | must submit a request in writing and complete a new Authorization for Verbal Discussion of Healthcare
Information form.

Patient or Guardian Signature: Date:

This form authorizes verbal discussion of medical information only, to request a copy of medical records please complete the AFM
Authorization for Release of Confidential Information Form.
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YOUR INFORMATION. YOUR RIGHTS. OUR RESPONSIBILITIES.

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.

YOUR RIGHTS

When it comes to your health information, you have certain rights. This section explains your rights and some of our responsibilities to help you.
Get an electronic or paper copy of your medical record
e  You can ask to see or get an electronic or paper copy of your medical record and other health information we have about you. Ask us how to
do this.
e  We will provide a copy or a summary of your health information, usually within 30 days of your request. We may charge a reasonable,
cost-based fee.

Ask us to correct your medical record
e  You can ask us to correct health information about you that you think is incorrect or incomplete. Ask us how to do this.

e  We may say “no” to your request, but we’ll tell you why in writing within 60 days.

Request confidential communications
e  You can ask us to contact you in a specific way (for example, home or office phone) or to send mail to a different address.
o  We will say “yes” to all reasonable requests.

Ask us to limit what we use or share

e  You can ask us not to use or share certain health information for treatment, payment, or our operations. We are not required to agree to your
request, and we may say “no” if it would affect your care.

e If you pay for a service or health care item out-of-pocket in full, you can ask us not to share that information for the purpose of payment or our
operations with your health insurer. We will say “yes” unless a law requires us to share that information.

Get a list of those with whom we’ve shared information

e  You can ask for a list (accounting) of the times we’ve shared your health information for six years prior to the date you ask, who we shared it
with, and why.

e  We will include all the disclosures except for those about treatment, payment, and health care operations, and certain other disclosures (such
as any you asked us to make). We’'ll provide one accounting a year for free but will charge a reasonable, cost-based fee if you ask for another
one within 12 months.

Get a copy of this privacy notice

e  You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice electronically. We will provide you with a
paper copy promptly.

Choose someone to act for you

e If you have given someone medical power of attorney or if someone is your legal guardian, that person can exercise your rights and make
choices about your health information.

e  We will make sure the person has this authority and can act for you before we take any action.

File a complaint if you feel your rights are violated

e  You can complain if you feel we have violated your rights by contacting us using the information on the last page.

e  You can file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights by sending a letter to 200
Independence Avenue S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting www.hhs.gov/ocr/privacy/hipaa/complaints/.

e  We will not retaliate against you for filing a complaint.

YOUR CHOICES

For certain health information, you can tell us your choices about what we share. If you have a clear preference for how we share your information
in the situations described below, talk to us. Tell us what you want us to do, and we will follow your instructions.

In these cases, you have both the right and choice to tell us to:
e  Share information with your family, close friends, or others involved in your care
e  Share information in a disaster relief situation
e Include your information in a hospital directory

If you are not able to tell us your preference, for example if you are unconscious, we may go ahead and share your information if we believe it is in your
best interest. We may also share your information when needed to lessen a serious and imminent threat to health or safety.

In these cases we never share your information unless you give us written permission:
Marketing purposes
e  Sale of your information
e  Most sharing of psychotherapy notes
In the case of fundraising:
e We may contact you for fundraising efforts, but you can tell us not to contact you again.
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OUR USES AND DISCLOSURES

How do we typically use or share your health information?
We typically use or share your health information in the following ways.
Treat you
We can use your health information and share it with other professionals who are treating you.

Example: A doctor treating you for an injury asks another doctor about your overall health condition.

Run our organization
We can use and share your health information to run our practice, improve your care, and contact you when necessary.
Example: We use health information about you to manage your treatment and services.

Bill for your services
We can use and share your health information to bill and get payment from health plans or other entities.
Example: We give information about you to your health insurance plan so it will pay for your services.

HOW ELSE CAN WE USE OR SHARE YOUR HEALTH INFORMATION?

We are allowed or required to share your information in other ways — usually in ways that contribute to the public good, such as public health and
research. We have to meet many conditions in the law before we can share your information for these purposes. For more information see:
www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.
Help with public health and safety issues
We can share health information about you for certain situations such as:
e  Preventing disease
Helping with product recalls
Reporting adverse reactions to medications
Reporting suspected abuse, neglect, or domestic violence
Preventing or reducing a serious threat to anyone’s health or safety
Do research

e  We can use or share your information for health research.
Comply with the law
e  We will share information about you if state or federal laws require it, including with the Department of Health and Human Services if it wants
to see that we’re complying with federal privacy law.

Respond to organ and tissue donation requests
e  We can share health information about you with organ procurement organizations.

Work with a medical examiner or funeral director
. We can share health information with a coroner, medical examiner, or funeral director when an individual dies.

Address workers’ compensation, law enforcement, and other government requests
We can use or share health information about you:
e  For workers’ compensation claims
e  For law enforcement purposes or with a law enforcement official
e With health oversight agencies for activities authorized by law
e  For special government functions such as military, national security, and presidential protective services
Respond to lawsuits and legal actions

e  We can share health information about you in response to a court or administrative order, or in response to a subpoena.

OUR RESPONSIBILITIES
We are required by law to maintain the privacy and security of your protected health information.
We will let you know promptly if a breach occurs that may have compromised the privacy or security of your information.
We must follow the duties and privacy practices described in this notice and give you a copy of it.
We will not use or share your information other than as described here unless you tell us we can in writing. If you tell us we can, you may change your
mind at any time. Let us know in writing if you change your mind.
For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.

CHANGES TO THE TERMS OF THIS NOTICE
We can change the terms of this notice, and the changes will apply to all information we have about you. The new notice will be available
upon request, in our office, and on our website.


http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html
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