Notice of Privacy Practices

ad ~ you can get access 10 INis

This notice describes how medical information of yours may be used and/or disclosed, and nd
information.

Our Privacy Obligations: We are required by law to maintain the privacy of our protected healtn information (PH!) to provide with
presentation of this document of our legal duties and privacy practices with respect to you and your PHl. When we use or disciose
your PHI, we are requiraed to abide by the terms of this notice or other notices in effect at the time of the use of disclosure.
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ses and Disclosures of Health Information: We can usa and disclose PHI for purpeses of treatment, 0dtaining PAyment, ana owner
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are options without your authorization.
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reatment: To diagnose and treat your injury or iilness. Wa may also disclose PHI to other groviders such 3s NOsSPitals, O
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or continuity of care

Obtaining Payment: To verify coverage or submit claims to a health insurer, or another company-thatarranges-or-pays-thecost of
some and/or ali your healthcare services.

a

ealtncare Operations: For administration, planning, and various activities that improve the quality of the treatmentyou receive.

Soms examples are: onﬂrmatisn calls, training programs, accreditation, licensing, credantialing and certification.

individuals involved in Your Care, Family and Friends: We may discuss PHI to a Family member and/or friend to help you in your
care, Tor payment purposes when you are present or otherwise available prior to the disclosure. We may require a written consent

from you due to your incapastw or amergency circumstances we may exercise professional judgement to determine whether a
disclosure is in your best interest

— = R S Y - R a—

- =

S o —

Abuse or Neglﬂct We may dz:cicme P i to authorities s ch as soc;al warker:/aerv ices ’mat are authorizad by law to raceive reports of
such abuse or neglect.

As Required By Law: We may use and disclose you PHI when required by law.

ultname) _do hereby authorize Board Certified Foot Care & tneir Assaciates 1o
release my PHI, including copies of my medical records, reports, or lab reports.

| undarstand that | have the right to revoke this authorization at any time. If | do revoke this autharization | must do so in writing. | understand that the revocatio
~ill not apply to my insurance company when the faw aravidas my insurar with the right to contast claim under my nelicy. | understand that once the above
nformation is disclosed, it may be re-disclosed by the recipient, and the information may not be protected by federal privacy laws or regulations. | understand th
the information in my health records may include information ralating to sexually transmitted disease, acquired immune deficiency syndroma {AIDS), or human
mmunodeficiency virus {(HIY). it may contain information ahout hahavioral or mental heaith services, and or treatmant for substance abuse disordars.

+undarstand that authorizing the usa of disclosura of tha information identifiad above is yoluntary. | nead act sign this form o ensure heaithcars freatment.

Name: pat
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Signature of Witness:
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