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NOTICE OF PRIVACY PRACTICES

Purpose:  This form, Notice of Privacy Practices, presents the information that Federal Law requires us to give our patients regarding our privacy practices.  {Note: this form may need to be changed to reflect this office’s particular privacy policies and/or stricter state laws.}

We must provide this Notice to each patient beginning no later than the date of our first service delivery to the patient, including service delivered electronically, after April 14, 2003.  We must make a good-faith attempt to obtain written acknowledgement of receipt of the Notice from the patient. We must also have the Notice available at the office for patients to request to take with them.  We must post the Notice in our office in a clear and prominent location where it is reasonable to expect any patients seeking service from us to be able to read the Notice. Whenever the Notice is revised, we must make the Notice available upon request on or after the effective date of the revision in a manner consistent with the above instructions.  Thereafter, we must distribute the Notice to each new patient at the time of service delivery and to any person requesting a Notice.  We must also post the revised Notice in our office as discussed above.  

We are required by applicable federal and state law to maintain the privacy of our patients’ health information.  We are also required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health information.  We must follow the privacy practices that are described in this Notice while it is in effect.  This Notice takes effect April 14, 2003 and will remain in effect until we replace it.

You may request a copy of our Notice at any time.  For more information about our privacy practices, or for additional copies of this Notice, please contact this clinic. 

FROM THE OFFICE OF KLAES CHIROPRACTIC CLINIC

THIS NOTICE DESCRIBES HOW CHIROPRACTIC AND MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.

In the course of your care as a patient at Klaes Chiropractic Clinic, your personal and health related information might be used or disclosed in the following ways:

· Your personal health information, including your clinical records, may be disclosed to another health care provider or hospital if it is necessary to refer you for further diagnosis, assessment or treatment.

· Your health care records as well as your billing records may be disclosed to another party, such as an insurance carrier, an HMO, a PPO, or your employer (if they are or may be responsible for the payment of your services or in an attempt to contact you.)

· Your name, address, phone number, e-mail address and your health care records may be used to contact you regarding appointment reminders, to provide information about alternatives to your present care, or to provide other health related information that may be of interest to you, or for questions regarding payment of your account.  

· Your personal health information may be discussed in front of your spouse, friend or anyone else that you may bring with you to your appointment.  

· Your private health information may be discussed in front of interns, as periodically interns to chiropractic will follow our doctors for training purposes.  

If you are not at home to receive an appointment reminder, a message may be left on your answering machine.  Further, you have the right to inspect or obtain a copy of the information we will use for these purposes.  You also have the right to refuse to provide authorization for this office to contact you regarding these matters.  If you do not provide us with this authorization it will not affect the care provided to you or the reimbursement avenues associated with your care.  

Under federal law, we are also permitted or required to use or disclose your health information without your consent or authorization in the following circumstances:

· If we are providing health care services to you based on the orders of another health care provider.

· If we provide health care services to you in an emergency.

· If we are required by law to provide care to you and we are unable to obtain your consent after attempting to do so.

· If there are substantial barriers to communicating with you, but in our professional judgment we believe that you intend for us to provide care.

· If we are ordered by the courts or another appropriate agency.

Any use or disclosure of your protected health information, other than as described in the examples outlined above, will only be made upon your written authorization.  

We normally provide information about your health care to you in person at the time you receive chiropractic care from us.  We may also mail information to you regarding your health care or about the status of your account.  If you would like to receive this information at an address other than your home or, if you would like the information in a different form, please advise us in writing as to your preferences.  

You have the right to inspect and/or copy your health information for seven years from the date that the record was created or for as long as the information remains in our files.  In addition, you have the right to request an amendment to your health information.  Requests to inspect, copy or amend your health related information should be provided to us in writing.  If you request copies of your health record, we will charge a cost-based fee for expenses such as copies, staff time and postage.  

We are required by state and federal law to maintain the privacy of your patient file and the protected health information therein.  We are also required to provide you with this notice of our privacy practices with respect to your health information.

We are further required by law to abide by the terms of this notice while it is in effect.  We reserve the right to alter or amend the terms of this privacy notice. If changes are made to our privacy notice, we will notify you in writing as soon as possible following the changes.  Any change in our privacy notice will apply for all of your health information in our files.

Information that we use or disclose based on this privacy notice may be subject to re-disclosure by the person or persons to whom we provide the information and may no longer be protected by the federal privacy rules.

QUESTIONS AND COMPLAINTS

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your health information or in response to a request you made to amend or restrict the use or disclosure of your health information or to have us communicate with you by alternative means or at alternative locations, you may complain to us using the contact information listed at the end of this Notice.  You also may submit a written 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 Services upon request.  If you would like further information about our privacy policies and practices please contact this clinic.  This notice is effective as of April 12, 2003.  This notice, and any alterations or amendments made hereto will expire seven years after the date upon which the record was created.  We support your right to the privacy of your health information.  We will not retaliate in any way if you choose to file a complaint with us or with the U.S. Department of Health and Human Services.

Privacy Officer:  Mandi Willis
Office Address:  1400 West Second Street, P. O. Box 747, Seymour, IN  47274-0747

Telephone: (812) 522-2240

Fax: (812) 522-9582

PRIVACY PRACTICES ACKNOWLEDGEMENT

ACKNOWLEDGEMENT FORM

I have received the Notice of Privacy Practices and I have been provided an opportunity to review it.  I understand that I may revoke this authorization at any time by giving written notice to the Privacy Officer at this office. However, I understand that I may not revoke this authorization for any actions taken before receipt of my written notice to revoke this authorization. In addition, I understand that if I am giving this authorization as a condition of obtaining insurance coverage and I revoke this authorization, the insurance company has a right to contest my claims under the insurance policy. 

I understand that under most circumstances a healthcare provider may not  condition treatment, payment, enrollment, or eligibility for benefits on my signing this authorization. However, I understand that signing an authorization that permits the use and/or disclosure of my protected health information for research purposes may be a condition of my treatment if I am undergoing research-related treatment. Also, I may be required to sign an authorization if my treatment is provided solely for the purpose of creating protected health information for disclosure to a third party. And under some circumstances, a health plan may condition my enrollment in a health plan or my eligibility for benefits on my providing an authorization permitting the health plan to make enrollment and eligibly determinations. 
I have had the chance to read and think about the content of this authorization form and I agree with all the statements made in this authorization. I understand that, by signing this form, I am confirming my authorization for use and/or disclosure of the protected health information described in this form with the people and/or organizations name in this form. 

Patient Name:_______________________________________ Date of Birth: _________

Patient Signature: _________________________________________________________

Date:___________________________________________

If you are a minor, or if you are being represented by another party

Personal Rep. Name: ______________________________________________________

Personal Rep. Signature: ___________________________________________________

Description of authority to act on behalf of the patient.____________________________

________________________________________________________________________

