Sulzbacher Health Center

Notice of Privacy Practices
(You Keep This)

This Natice of Privacy Practices describes how we use and disclose your health information, how you can get access to this
information, your rights conceming your heath information and our responsibilities to protect your heatth information. We are required
by State and Federal laws to provide you with this Notice and we will comply with its terms during the pericd when it Is in effect. The
Natice will take efflact on February 23, 2016 and will remain In effect untld itis amended or replaced by the Health Services
Administrator and Board of Directors. You have a right to a copy of 8ny rew revislons If they should become necessary.

Teeatment: We may use clinical information about you to
provide you wiith clinical treatment or services. We may aiso
disclose clinical infarmaticn about you to other doctors and/or
spadlaity care providers, counselors, medical caseworkers of
cther authorized parsonnel invoived in your care.

Eor example: A dector may need to tefl the specialty doctor
who you ware refamed to absut medication that was prescribed
and if any medications need to bs prescribed after your visit
viith the specially doctor. We may share information with
outside people if they are also respansible for services related
to thase yau receiva here.

For Payment: We may use and disclose clinical information
about you so that treatment and services you recelve at the
centsr may be billed to and payment may be cellected. This
disclosure invoives our billing staff, insurance crganizations,
coflections and/or a third party payor.

For example: We may need to inform your health plan about
treatment you are going to recalve to oblain pror approval so
your plan will cover treatment. We may nead to share
information with your insurance company about your treatment
plan 8o your hesith plan will pay us or to reimburse you.

Disclosure: We may disclose aid/cr share protected haalth
information (PHI) (ncluding electronic disclosure with other
hesith care prafessisnals who provide treatment and/or senvice
to you. These will havo a privacy and
confidentiality poficy like this one. Health information about you
may also bo disctosad to your family, friends and/or other
persons you choose to involve in your care, only if you agree
If an individual s deceased you may disclose PHI to a family
member or individual invoived In care or payment pricr to
death. Pgychothsrapy notes will not be used or dlsclosed
without your wiitten authorization. Genetio Information
Nendisesimination Act (GINA) prohibits heslth plans frem uaing
or disciosing genstic information for underwiiting purposes.
Usaes and disclosures not described in this notice wiil be made
only with your signsd authorization.

Other Usas of Yeur Clintcal Infarmation: Other uses and
disclosures of ciinical information not covered by this notice or
the laws that apply to us wiil bo made only with your written
pearmission. If you provide us with wiitten pammisston to use or

disclose ciinical Infermation about you, you may reveke that
pernission, in wiiting, at any time,

if you revoke your permission, we will no longer use or disclose
ciinfcal information aboul you for the reasons covared (n your
writlen authorization.

We are unable to lake back any disclosures we have already
made with your permisslon.

We are required to retain our records of the care we provided
to you.

Your Rights Conceming Privacy of Your Clinical
Information: Yeu have the right to inspect and recelve acopy
of your cilnical Information including ciinical and bilfing
records. To inspact and request a copy of your clinical
Information that may be used to make decisions about you,
you must submil a request In writing.

ifyou request a copy, we may charge a fee to cover the cost of
copying, matling, or other costs of other suppiias asscciated
with your request.

You have the right to raguest to amend clinical
information you feel is Incomect or incomplete. You may
request an amendment for as long as we keep theinformation.

To request an amendment, your request including a reasen lo
support the request, must be In wiiling.

Wo may deny the request for the amendment of clinical
information. We may deny your requast for amendment if itis
not in writing.

We may deny your request for amendment if it doas not
include a reason to support the request.

We may deny your request for amendment if the infermation
you are requssting to amend was not created by us; unlgss,
the persen that created the Information is no longer avallableto
make the amendmant.

We may deny your request for amendment if it Is not part of the
information kept by the center.

We may deny your request for amendment if it is niot part of the
infonmation you would be penmittied to inspect.

We may deny your request for amendment if the informatian is
accuhate and complete.



Sulzbacher Health Center

For Health Care Operations:

Wemyuseandd{t:clmvowmm Health
information (PHI) for intamal purposes regarding your
care, For Examnia: We may use information within our
organization to acquire additional recommended treatment
possibiiiiies from other ciiniclsns with other experience. Cur

information for appointment reminders. Our organization may
use this informaticn to tell you about treatment aftematives.

We may disclose your PHI axtemally with appropriate
releasas as required. For Examnta: Our organization may
release information to your insurence company, caregiver, or
gomesone who heips pay for your care. Our arganization may
relsase information to disaster relief psreonnel to locate family
ar you if necessary. Our organization may combine information
from cur canter with that of other centers for quallly review and
for evaluating ssrvices offered or for research. Qur
organization may removoe information that identifles you from
this information,

Wae will seek speciiic permission if researchers have sccess to
information that would identify you. We will discloseinformation
about you when required by federel, state, or locallaw.

Other uses and disclosures we are ailowed to
make without your expiicit authorization. We
may release Information about you:

For public keaith activities: These would genarally include:

repott of child or aduit abuse ar neglact, o nolify peaple of
recalls of products, to notify suthortties of a victim of abuse,

To a haaith oversight agency as autherizad by law

if you are Involved In a lawsult- [n response to a court or
sdministrative arder, or in response to a subpeena, delivery
request, or other lawful process by ancther parly in the
disputa. Efferts will be mada to tell you about the request.

To a coronar or medical examiner: To authorize federal
cofficials in service to protect the President, other heads of
state, or conduct special invaestigations.

To the Institution or official if you ave an inmsate of a
comectional institution or under custody of law enforcament
officials.

To a law enforcaement official in regponse o 8 court subpoena,
warnant summaons, or cther lawful process, to kisntify a

sugpact, fugitive, witness, or mlasing persen, about a victim,
criminal conduct or ciimingl death. For emergency
circumstances concerning ctime information.

if you are a member of the anned forces as required by military
command authorities.

Your Rights Concemning Privacy of your Protectad Health
information: Individuals seeking treatment have the right to
request that we rastrict our uses and disclosures of thelr

PHi. We are not obliged to agree to those restrictions, but if
we do, we must abide by them. Therefere, restrictions to
cansent will not be granted without the express penmission of
the Medical Director and/or Heaith Services Administrator who
will evaluate an individual's request and detennine:

1)  if the restrictions are reascnable and
2) ifitis possible to implement the restriction in our
practice

Should the request be granted, the consent form will refiect the
restrictions allowed.

Your request must tell us what information you want to iimi,
whether you want to limit use or disclosure or both and who
you want the fimils to apply to. Your request must be made in
vailing.

Breach Notification Requirements. it is presumed that any
acquisition, access, use or disclosure of PHI not permitied
under HIPAA regulations is a breach. We are required to
complete a risk assessment, and if necessary, inform HHS and
take any other steps required by law. You wii be notified of the
situation and any steps you shaould take to protact yoursel!
against harm due to the breach.

Questions and Complaints:

You have the right to ile a complaint with us if you feel we
have not complled with our Privacy Pollcies. Your complaint
should be diracted to the Office Manager. If you feel wo may
have viclated your privacy rights, or if you disagree with a
decislon we made regarding your access to your heaith
information, you can complain to us in wiiting. We supportyour
right to the privacy of your information and will not retaliate in
any way If you choose to file a complaint with us or withthe
U.S. Department of Health and Human Services. HOW TO
CONTACT US:

SULZBACHER HEALTH CENTER

Downtown Clinic
611 East Adams Street
Jacksonville, Florida 32202
(904) 394-4958
stacimagruder@sulzbacherjax.org

Beaches Clinic
850 6th Avenue South
Jacksonville, Florida 32250
(S04) 394.4958
stacimagruder@sulzbacherjax.org

Village Pediatric Clinic
5455 Springfield Boulevard
Jacksonville, Florida 32208

(S04) 394-4958
stacimagruder@sulzbacherjax.org



Patient Name:

Last First - Middle
Address:
Street City State Zip Code
SSN#: Date of Birth: Tel. No:

1. Disclosure of Health (nformation for Treatment, Payment & Mealthcare Operations

| consent to the use and disclosure of my protected health information for treatment, biiling and heaithcare
operations. | have been given a copy of the Notice of Privacy Practices and understand that | have the
following rights and privileges:

o Theright to review the Notice prior to signing the consent
The right to inspect and receive a copy of my clinical information
The right to request to amend clinical information | feel is incorrect or incomplete
The right to request that Sulzbacher restricts its use and disclosure of my personal health information
The right to revoke my permission at any time by giving written notice to Sulzbacher

This authorization will remain in effect until my death or the day | withdraw my permission (in writing)

l . have read this consent form and the Notice
of Privacy Practices. | understand that | am giving you consent to use and disclose my health information for
treatment, billing and healthcare operations.

Signature of Patient Date

2. HIPAA Privacy Authorization Ferm

Who can see my heaith information? Please list any family mambers or others who may be involved in
_coordinating your care.

Name Relationship to Patient

How tong can they see my information?
0O From to
O Al past, present and future pericds




A
ww

What can they see?
O Everything
O Everything EXCEPT the following (check all that apply)

J WMental health records

3 HIV/AIDS/Other communicable diseases

O Aleohol /drug abuse treatment

O Other, specify:

This medical information may be used by the person | authorize for medicaf treatment, billing or claims,
discussions about my health, or other purposes that | allow. 7

1 understand that | have the right to revoke this authorization (in writing) at any time. | understand that any
revocation is not effective on any information that has already been shared. | understand that | can refuse to
sign this release and that my treatment, payment, enroliment, or eligibility for services will not be withheld.

Signature of Patlent Date



