1. Our Pledge Regarding Medical 1 nfdrﬁmton

The privacy of your medical information is im
We understand that your medical mformattor)
we are committed to protecting it. We crea
care and services you receive at our organ
this record to provide you with quality caré
with certain legal requirements. This notj
the ways we may use and share medi
you. We also describe your rights and
regarding the use and disclostre of m

2. Our Legal Duty :

Law Requires Us to:
1. Keep your medical information §
2. Give you this notice describing o

practices, and your rights regardi
3. Follow the terms of the curren

We Have the Right to:

1. Change our privacy practices:

notice at any time, provided t
permitted by law.

2. Make the changes in our privagy pr
terms of our notice effective for all
that we keep, including inform
received before the changes.

Notice of Change to Privacy Prac_ ces

1. Before we make an important change in‘ourp Nacy

practices, we will change this notice and make the new e
S ess:onai ]udgment to make decisions in your best interest

notice available upon request.

The following section describes different ways that we use
and disclose medicai information. Not every use or disclo-
sure will be listed. However, we have listed all of the different
ways we are permitted to use and disclose medical informa-
tion. We will not use or disclose your medical information for
any purpose not listed below, without your specific written
authorization. Any specific written authorization you provide
may be revoked at any time by writing to us.

For Treatment:

We may use medical information about you 1o provide you
with mediical treatment or services. We may disclose medical
information about you to doctors, nurses, technicians, med-
ical students, or other people who are taking care of you. We
may also share medicat information about you to your other
health care providers to assist them in treating you.

For Payment:

We may use and disclose your medical information for
payment purposes. A bill may be sent to you or a third-party
payer. The information on or accompanying the bill may
include your medical information.

NG ICE OF PRIVAGY PRA.

3. Use and Disclosure of Your Medical I’r#o:‘n:dfion B

: o refuse: per—
_ fem_ergency, and |f you are not able to.

cessary “for your. health care. accord~ R
ofessional judgment. We will also use our pro-

o about aliowmg someone to pick Up medicine, medlcai sup-
'plles, X-ray or medxcal Jnformatton for you., '

Dlsaster Rehef

We may share medical information with a pubnc or private
organization or person who can legally assist in disaster
relief efforts.

Fundraising:

We may provide medical information to one of our affiliated
fundraising foundations to contact you for fundraising
purposes. We will fimit our use and sharing to information
that describes you in general, not personal, terms and the
dates of your health care. In any fundraising materials, we
will prowde you & description of how you may choose not to
receive future fundraising communications.

Research in Limited Circumstances:

We may use medical information for research purposes in
limited circumstances where the research has been
approved by a review board that has reviewed the research
proposal and established protocols to ensure the privacy of
medical information.

Funeral Director, Coroner, Medical Examiner:
To help them carry out their duties, we may share the med-
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ical information of a person who has died ( . @ coroner,
medical examiner, funeral director, or an organ procurement
organization.

Specialized Government Functions:
Subject to certain requirements, we may disclose or use

health information for military personne! and veterans, for
national security and intelligence activities, for protective sery
ices for the President and athers, for medical suitabilily det
minations for the Department of State, for correctionad i
tions and other law enforcement custodial situations,
government programs providing public benefits.

Court Ordesrs and Judicial and
Administrative Proceedings:

We may disclose medical information in respor
or adminisirative order, subpoena, discovery rg
tawful process, under ceriain circumstance
cumstances, such as a court order, warran
subpoena, we may share your medical inf
enforcement officials. We may share limi
law enforcement official concerning the
a suspect, fugitive, material witness, or
person. We may share the medical inform;
or other person in lawful custody with £
cial or correctional institution under cer

Public Health Aclivities:
As required by law, we may disclose
to public health or legal authorities

adverse events associated with prddii'_
to enable product recalls, repairs or:

to a communicable disease or otherwise be ¢
tracting or spreading a disease or conditi
Victims of Abuse, Neglect, or Dome

We may use and d[sclose medical mformatld :to appropriate
authorities if we reasonably believe that you are a possib

victim of abuse, neglect, or domestic violence or the possib e .

victim of other crimes. We may share your medical informa- -

tion if it is necessary to prevent a serious threat to your hea_[th

or safety or the heallh or safety of others. We may share
medical information when necessary to help law enforcement
officials capture a person who has admitted to being part of a
crime or has escaped from legal custody.

Workers Compensation:

We may disclose health information when authorized or
necessary to comply with laws relating to workers
compensation or other similar programs.

Health Oversight Activities:

We may disclose medical information to an ageney providing
health oversight for oversight activities authotized by law,
including audits, civil, administrative, or ¢riminal investigations
or proceedings, inspections, licensure or disciplinary actions,
or other authorized activities.

Law Enforcement:

Under certain circumstances, we may disclose health
information to law enforcement officials. These circumstances
include reporting required by certain laws (such as the report-
ing of certain types of wounds), pursuant to certain subpoe-
nas or court orders, reporting limited information

concerning identification and location at the request of a faw

4. Your Individual Rights

iformation 'you want changed orfor certam other
_sons If we deny your request, we will provide you
ha wrltten explanation. You may. respond with & state-

 tion you wanted changed. If we accept your request o

R change the information, we will make reasonabie efforts

* to tell others, including people you name, of the change
-and to include the changes in any future sharing of that
information.
6. If you wish to receive a paper copy of this privacy notice,
then you have the right to obtain a paper copy by mak-
|ng a request in writing to our Prwacy Ofﬂcer

Questwns and Comp.'amts

if you have any questions about this notice, p!ease ask the
receptionist to speak 1o cur Privacy Officer.

If you think that we may have violated your privacy rights, you
may speak to our Privacy Officer and submit a written com-
plaint. To take either action, please inform the receptionist
that you wish 1o contact the Privacy Officer or request a
complaint form. You 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. We will
not retaliate in any way if you choose to file a complaint.

*These privacy practices are currently in effect and will remain in efflect until further notice.
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This office has made me aware of HIPPA Notice of Privacy Practices and | acknowledge receiving a copy of
this notice for my review. A copy of this notice is also available at Columbus Laser Allergy for my future
review. By signing this acknowledgment form | am in agreement to its terms.

Patient Signature Date

(FOIR PRAGITIGE Uis ONLY

Practice Documentation of Good Faith Effort to Obtain Acknowledgement

Patient’s acknowledgement of this Notice could not be obtained because:

o Patient refused to sign

o Communication barrier prohibited obtaining acknowledgement
o Emergency circumstance

o Other

Details:

Practice Signature Date

Columbus Laser Allergy has a cancellation/no-show policy. Individuals are responsible for notifying the
office of any cancellations at least 24 hours prior to their scheduled appointment. The individual is
responsible for a $20 fee for any no-show or last minute cancellations that occur within 24 hours of their
scheduled appointment. We withhold the right to rescind the cancellation/no-show policy on a case by case
basis (as in instances of emergencies or acts of nature). Thank you for your cooperation.

Initial




