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.

For purposes of this Notice “us” “we” and “our” refers to (insert
proper name of practice) and “you” or “your” refers to our pa-
tients (or their legal representatives as determined by us in
accordance with Florida informed consent law). When you re-
ceive health-care services from us, we will obtain access to
your medical information (e.g., your health history). We are
.committed to maintaining the privacy of your health informa-
tion and we have implemented numerous procedures to en-
sure that we do so.

Florida law and the Health Insurance Portability & Account-
ability Act of 1996 (HIPAA) require us to maintain the confi-
dentiality of all your health-care records and other individually
identifiable health information used by or disclosed to us in
any form, whether electronically, on paper, or orally (‘PHI” or
Protected Health Information). HIPAA is a federal law that gives
you significant new rights to understand and control how your
health information is used. HIPAA and Florida law provide pen-
alties for covered entities and records owners, respectively,
that misuse or improperly disclose PHI."”

Starting April 14, 2003, HIPAA requires us to provide you with
this Notice of our legal duties and the privacy practices we are
required to follow when you first come into our office for health-
care services. If you have any questions about this Notice,
please ask to speak to our privacy officer, (insert name) at
(insert telephone number and extension, e-mail address, etc.).

Our doctors, clinical staff, Business Associates (outside con-
tractors we hire), employees and other office personnel follow
the policies and procedures set forth in this notice. If your regu-
lar doctor is unavailable to assist you (e.qg. illness, on-call cov-
erage, vacation, etc.), we may provide you with the name of
another health-care provider outside our practice for you to
consult with by telephone. If we do so, that provider will follow
the policies and procedures set forth in this notice or those
established for his or her practice, so long as they substan-
tially conform to those for our practice.

Our Rules on How We May Use and Disclose Your Protected Health Information

Under the law (§456.074, Fla. Stats., and HIPAA), we must
have your signature on a written, dated Consent form and/or
an Authorization form (not an Acknowledgment form) before
we will use and disclose your PHI for certain purposes as de-
tailed in the rules below.

Documentation — You will be asked to sign a Consent form
and/or an Authorization form when you receive this Notice of
Privacy Practices. If you did not sign such a form or need a
copy of the one you signed, please contact our privacy officer.
You may take back or revoke your Consent or Authorization at
any time (unless we already have acted based on it) by sub-
mitting our Revocation form in wtiting to us at our address
listed above. Your revocation will take effect, when we actually
receive it. We cannot give it retroactive effect, so it will not
affect any use or disclosure that occurred in our reliance on
your Consent or Authorization prior to revocation (e.g., if after
we provide services to you, you revoke your Authorization or
Consent in order to prevent us billing or collecting for those
services, your revocation will have no effect because we re-
lied on your Authorization or Consent to provide services be-
fore you revoked it).

General Rule — If you do not sign our Consent form or if you
revoke it, as a general rule (subject to exceptions described
below under “Healthcare Treatment, Payment and Operations
Rule” and “Special Rules”), we cannot in any manner use or
disclose to anyone (excluding you, but including payers and
Business Associates) your PHI or any other information in your
medical record. Under Florida law, we are unable to submit
claims to payers under assignment of benefits without your
signature on our Consent form. We will not condition treat-

ment on your signing an Authorization, but we may be forced
to decline you as a new patient or discontinue you as an active
patient if you choose not to sign the Consent or revoke it.

Health-care Treatment, Payment and Operations Rule —
With your signed Consent, we may use or disclose your PHlin
order:

+ To provide you with or coordinate health-care treatment
and services. For example, we may review your health
history form to form a diagnosis and treatment plan, con-
sult with other doctors about your care, delegate tasks to
ancillary staff, call in prescriptions to your pharmacy, dis-
close needed information to your family or others so they
may assist you with home care, arrange appointments
with other health-care providers, schedule lab work for
you, etc.;

4+ To bill or collect payment from you, an insurance com-
pany, a managed-care organization, a health-benefits plan
or another third party. For example, we may need to verify
your insurance coverage, submit your PH! on claim forms
in order to get reimbursed for our services, obtain pre-
treatment estimates or prior authorizations from your heaith
plan or provide your X-rays because your health plan re-
quires them for payment; or

+ To run our office, assess the quality of care our patients
receive and provide you with customer service. For ex-
ample, to improve efficiency and reduce costs associated
with missed appointments, we may contact you by tele-
phone, mail or otherwise remind you of scheduled ap-



