
GENERAL & VASCULAR SURGEONS, P.C.    (Please see other side) 
 
Patient’s Name:_________________________________________________________________ SS #: __________________________________ 

                            First Name   MI Last Name 

Date of Birth:____________________     __Male __ Female __Single   __Married   __Widowed   __ Divorced   __ Separated 

Mailing Address with Apt/Unit/Space # :____________________________________________________________________________________ 

City/State:___________________________________________________      Zip Code + 4:                                                             

Street Address with City/State/Zip Code (if different):                                                                                                                                                   
Home Phone w/Area Code:________________________   email address:                                                                                                    

 Cell Phone w/Area Code:_______________________________________ Fax w/Area Code:________________________________ 

Patient’s Employer:___________________________________________________       OR             I am Retired       OR            I am Unemployed  

Work Phone w/Area Code:______________________   
Spouse’s Name:________________________________________________  
Responsible Party:___________________________________________ Relationship:  __Self   __Spouse   __Parent   __Other:__________ 

If patient is a Minor, Parent’s Name:________________________________________________________________________________________ 

 Parent’s Home Phone w/Area Code:__________________________  Work Phone w/Area Code:_____________________ 

 Parent’s SS #:_____________________________________________  Date of Birth:________________________________ 

Is this work-related? __Yes   __No  If yes, date of injury?______________________________ Claim #:________________________________ 

 

In Case of Emergency, Contact:                                                                                                 at                                                                                    

                                                         NAME                                  Phone # with area code 

         Emergency Contact Relationship:                                                                                                          

Who referred you to  the office?(full name please)                                                                  Is this your Primary Care Physician?   Yes      No 
If referring source is NOT your Primary Care Physician, who is your PCP? (Full name please):                                                                              

 

PLEASE PRESENT INSURANCE CARD(S) FOR COPYING AND COMPLETE THE REQUESTED INFORMATION 
PRIMARY INSURANCE:__________________________________________________  Phone Number:_________________________________ 

 >>Primary Insured’s Name:________________________________________     >>Date of Birth:___________________________ 

 Policy #:__________________________ Group #:____________________ Relationship:____________________________ 

               If this is a group policy, please list Employer:                                                                                                 
SECONDARY INSURANCE:________________________________________________ Phone Number:_________________________________ 

 >>Secondary Insured’s Name:________________________________________     >>Date of Birth:____________________________ 

 Policy #:__________________________        Group #:_______________________ Relationship:____________________________ 

 If this is a group policy, please list Employer:                                                                                                 
 I hereby authorize the payment of medical benefits to General & Vascular Surgeons, P.C. for services rendered. I understand that 

I am financially responsible for any services not covered by my insurance carrier. 
 I further agree to pay all collections costs, attorney fees, and other collections costs that may be incurred to enforce the 

collection of any amounts outstanding. 
 I hereby authorize General & Vascular Surgeons, P.C. to release any medical information necessary to complete and process my 

insurance claims. 
 I authorize Dr.                                         to treat me and to use my personal health information for healthcare operations. 

 
 

SIGN HERE: X__________________________________________________________________  _____________________ 

Patient’s Signature (If patient is a Minor, must have Responsible Party Signature)                     Date 
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Billing Policy 
 

The following sets forth the general billing policy of General & Vascular Surgeons, P.C. Please review this information and  
sign where indicated. 
 

 I understand that it is my responsibility to provide the office of General & Vascular Surgeons, P.C. (hereafter GVS) 
with current, accurate billing information at the time of check in and to notify GVS of any changes in this information. 

 
 I understand that it is my responsibility to know my specialist copay (which can be different than my Primary Care 

copayment) and to pay it prior to services being rendered. I understand that this is a contractual agreement that I 
have with my health plan and that GVS also has a contractual agreement with my health plan to collect copays at 
the time of service. 

 
 I understand that if I present an insufficient funds check (NSF check) to GVS for payment on my account that I will 

be charged a $30 NSF fee. I further understand that to rectify my account, I will be required to pay with cash, a 
money order, cashier’s check, or credit card. 

 
 I understand that there is a $20 fee to complete disability paperwork associated with my care. GVS will provide a 

standard form free of charge; however if additional disability forms ( such as FMLA) require completion, I 
understand that the $20 fee (payable prior to completion) is required. 

 
 I understand that GVS will verify my insurance eligibility, deductible amounts, and coinsurance amounts prior to any 

elective surgery that I may have. I further understand that it is GVS’s policy to collect the deductible and/or 
coinsurance prior to scheduling my elective surgery. I further understand that THE FEE I AM QUOTED IS AN 
ESTIMATE based on 1) anticipated surgery to be performed and 2) current information provided to GVS by my 
insurance carrier.  

 
 I understand that GVS will bill me for any amounts due by me and that I have a financial responsibility to 

pay these amounts Payment is due upon receipt of the first statement. If partial payment will be made on 
the account, a $2.00 processing fee will be applied to subsequent statements. If payment is not received 
prior to the 2nd billing cycle, a $10.00 administration fee will be assessed to my account.  The third 
statement will serve as a final notice. Failure to respond to statements will result in statement fees each 
month. 

 
 If GVS must turn my account to an outside service due to my failure to pay, my account will be assessed a 

fee of 40% of the total amount due (example: if I owe $100 before being turned to collections, I will owe the 
agency $140.00). 

 
 I understand that GVS will obtain the necessary prior authorizations prior to rendering treatment.  I further 

understand that prior authorization is not a guarantee of payment, and that I am responsible for any bills not paid by 
my insurance carrier. 

 
My signature below confirms that I have read, understood and accepted  these policies and my financial obligations as 
pertains to the physicians of General & Vascular Surgeons, P.C. 

SIGN HERE: X _______                                                                                                                    _______                                                                        

                                                    Legal Signature              Date 

X ___________________________________________________________ 

       Relationship to Patient, if not Patient Signature 
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General & Vascular Surgeons, P.C.
PATIENT AUTHORIZATION OF DISCLOSURE


In general, the HIPAA Privacy Rule gives individuals the right to request a restriction on uses and disclosures of their protected 
health information (PHI). The patient may revoke or change this authorization at any time with a written request. The patient 
may request contact in an alternate manner. General & Vascular Surgeons, PC will honor this request if possible.


Patient's Name:                                                                                                                
I wish to be contacted in the following manner. 


Section A:  Please complete this section. CHECK ALL THAT APPLY.


This number is my preferred contact number:                                                                             
(Please check as many options below as apply:)
▫ This number is my home phone
▫ This number is my cell phone
▫ This number is my work number
▫ OK to leave message with detailed information
▫ Leave message with call-back number only
▫ I DO NOT HAVE A PHONE. You may leave a message for me at the following number: 


                                                                      
⁃ This number belongs to:                                                                                                                  
⁃  He/She is my (relationship to patient):                                                                                           


▫ IF YOU DO NOT HAVE A PHONE NUMBER PLEASE COMPLETE:
◦  OK to leave a message regarding the following. (Please check all that apply):


▫ An Appointment
▫ Testing or Surgery
▫ Billing Information which may include requests for insurance information or payment
▫ Leave message with call back number only


Patient's Signature:                                                                            Date:                                                


Patient Refused to sign, initialed by:                         (GVS EMPLOYEE USE ONLY)
••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••
Section B: Please complete #1 or #2 below. In a further effort to protect your health information 
and the confidentiality of your healthcare, please indicate below to whom, if anyone, we may talk to regarding 
your personal health information. This may include medical and/or financial information.


1. ▫ Only disclose information to myself. By checking this option, I understand that GVS 
will not speak with any other person(s) regarding my health information, including family or 
friends. 


2. ▫  GVS may speak with the following person(s) regarding my health information:


Name Relationship Phone Number(s)  
                                                                                                                                                                        
                                                                                                                                                                         


                                                                                                                                                                
Patientʼs or Legal Representativeʼs Signature Date


If Legal Representative, Name & Relationship:                                                                                                
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		Name 1: 

		Name 2: 

		Date_2: 

		If Legal Representative, Name & Relationship: 

		Phone number with area code: 

		Patient's Name: 

		Message Phone #: 

		Name of phone owner: 

		Relationship to patient: 

		Date: 

		Check Box15: Off

		Check Box17: Off

		Check Box19: Off

		Check Box21: Off

		Check Box16: Off

		Check Box30: Off

		Check Box31: Off

		Check Box32: Off

		Check Box33: Off

		Check Box24: Off

		Check Box35: Off

		Check Box34: Off

		Check Box36: Off








Patient’s Name:                                                                           DOB:                                         Age    


Today’s Date:                                                                                                       


Sex: ___M  ___F Occupation:                                                                          OR __I am Retired 


Height:                Weight:                                        (GVS ONLY:  BP:                   /                   ) 


What kind of problem are you having? 


 Please describe problem:                         


                                                                                                                                                                                   


 How long have you had this problem?           


 What treatments have you tried in the past?                                                                                                         


 On a scale of 1-10, with 10 being worst, what is your level of discomfort  or concern with this 


problem?                                                                                                                                                                       


REFERRED BY:              


PRIMARY CARE PHYSICIAN (if different than referring physician):                                                                                        


PAST MEDICAL HISTORY: Do you have any of the following conditions: (PLEASE MARK YES OR 


NO) 


_Yes  _No  High Blood Pressure   _Yes  _No  Cancer, Type:        
_Yes  _No  Stroke    _Yes  _No  Kidney Disease 
_Yes  _No  Heart Attack    _Yes  _No  Hepatitis, Type:    
_Yes  _No  Chest Pain    _Yes  _No  Diabetes, Type    
_Yes  _No  Mitral Valve Prolapse  _Yes  _No  AIDS or HIV 
_Yes  _No  Atherosclerosis/artery disease _Yes  _No  Chemical Dependency, Type:     
_Yes  _No  Asthma    _Yes  _No  Bleeding Tendency 
_Yes  _No  COPD    _Yes  _No  Previous  Blood Transfusion 
_Yes  _No  Emphysema    _Yes  _No  Previous Anesthesia Problem 
_Yes  _No  Tuberculosis   _Yes  _No  Other:        
_Yes  _No  Valley Fever    _Yes  _No  Other:        
 
PAST SURGICAL HISTORY:  Please indicate past surgeries or serious illnesses with approximate 


date: 
                
                


                


                


REVIEW OF SYSTEMS:  Do you have any problems or symptoms in the following areas? Please 


describe. 


Neurological:  Head, brain, or sensory (fainting, unconsciousness,numbness, weakness headaches, seizures, 
tremors)                                  OR__No known neurological conditions 
Cardiovascular:  Heart, vessels, arteries or anemia (chest pain, heart murmur, heart disease):     


                                         OR__No known cardiovascular conditions 


Respiratory/Lungs: (breathing difficulties, coughing, hoarseness):        


                                     OR__No known respiratory conditions 


Skin:  (easy bruising, change in texture, infections, boils, cysts, masses):       


                                   OR__No known skin conditions 


Gastrointestinal: (heartburn, stomach ulcer, colon cancer, bleeding, polyps, family history):                 


                  OR__No known gastrointestinal conditions 







Patient’s Name:                                                                           


Today’s Date:                                                                                            


Kidneys/Bladder:  (blood in urine, infections, reproductive organs):        


                                             OR__No known genitourinary conditions 


Muscles/Extremities:  (fractures, blood clots, varicose veins, injury):      ______ 


                 OR__No known musculoskeletal conditions 


Rectal: (hemorrhoids, bleeding, pain):________________________________________________________________ 


_____________________________________________________________________ OR __No known rectal conditions      


 


Varicose Veins:  Have you had any of the following?           or ___No known varicose veins 


 Leg Pain (indicate:   RIGHT     LEFT    BOTH) 
 Leg Swelling (indicate:   RIGHT     LEFT    BOTH) 
 Leg ulcers (indicate:   RIGHT     LEFT    BOTH) 
 Previous vein therapy (indicate type and leg performed on)                                                                                           


                                                                                                                                                                                               


 "Spider" veins (indicate:   RIGHT     LEFT    BOTH) 


What have you tried to relieve the symptoms? 


 Prescription Compressive Stockings (indicate how long you have worn)                                                                       
 Leg elevation     Yes       No 
 Exercise (indicate type)                                                                                                                                                   
 Change in diet (indicate changes)                                                                                                                                   
 Non-steroidal anti-inflammatories such as Aleve, Ibuprofen, Advil:       Yes       No 
 


What is  your primary concern about your varicose veins?                                                                                                       


                                                                                                                                                                                                         


SOCIAL HISTORY 


Do you smoke?  __Yes __No What tobacco product/ how much per day/ for how long?     
          OR __I quit     ago 


Do you drink? __Yes  __No What alcohol product/ How much/ what frequency/for how long?    
            OR __ I quit    ago 


Do you use illicit drugs? __Yes  __No Which substance/ how frequently?       
 OR __ I quit using             ago 
          (substance)          (how long) 
 


CURRENT MEDICATIONS OR HERBAL PRODUCT  Please list all current medications or herbal 


products/dosages/frequency/for what condition or provide a list:    


                I take no medications or herbal products              


                See attached list 
      Medication or Herb Name   Dose   How Often  For what condition? 
1)                


2)                


3)                


4)                


5)                


6)                


7)                


8)                







Patient’s Name:                                                                           


Today’s Date:                                                                                                   


 


 Current or previous steroid use? __Yes  __No  What kind/how long/when?      


 Current or previous blood thinners? __Yes  __No  What kind/how long/when?      


 


 


ALLERGIES Are you allergic to any medications? __Yes   __No  If yes, please list what you are 


allergic to and what kind of reaction you get with each medication. 
     Medication Name      Reaction 
1)                


2)                


3)                


4)                 


5)                


6)                


7)                 


8)                            


 Have you ever had an allergic reaction to shellfish or IVP dye (used in angiograms)?  __Yes  __No 


FAMILY HISTORY 


__I was adopted 


Are there any illnesses in your family? (cancer, stroke, heart disease)?                   


                                                                                                                                                                                                   


 


If so, is relative living or deceased?                       


                                                                                                                                                                                                   


 


Describe nature of illness:             


                


                


 


Do you have an Advanced Directive?  __Yes  __No 


Do you have a Living Will?  __Yes  __No 


Do you have a Medical Power of Attorney?  __Yes   __No    IF YES, PLEASE PROVIDE OUR OFFICE WITH A COPY 


 Name:                                                                                                                                                                                                  


 Relationship:                                                                                                                         


 Phone Number:                                                                                                                                                                              


Are you enrolled in Hospice? __Yes  __No 


 If yes, Name of Hospice & Phone Number:                                                                                                                   


Physician’s Signature & Date Verifying Review: 


 


 





		date 1: 

		date 2: 

		date 3: 

		date 4: 

		1: 

		2: 

		3: 

		4: 

		5: 

		6: 

		7: 

		8: 

		2_2: 

		3_2: 

		4_2: 

		5_2: 

		6_2: 

		7_2: 

		8_2: 

		Past Medical History Must be Completed by Hand: 

		Check Box48: Off

		Check Box49: Off

		Check Box50: Off

		Check Box51: Off

		Check Box52: Off

		Check Box53: Off

		Check Box54: Off

		Check Box55: Off

		Check Box56: Off

		Radio Button58: Off

		Radio Button59: Off

		Radio Button60: Off

		Radio Button61: Off

		Radio Button62: Off

		Radio Button63: Off

		Radio Button64: Off

		Radio Button65: Off

		Radio Button66: Off

		Radio Button67: Off

		Radio Button68: Off

		Radio Button69: Off

		Check Box70: Off

		Check Box71: Off

		Check Box72: Off

		Check Box73: Off

		Check Box74: Off

		Check Box75: Off

		Check Box76: Off

		Check Box77: Off

		Check Box78: Off

		Check Box79: Off

		Check Box80: Off

		Text1: 

		Text3: 

		Text4: 

		Check Box5: Off

		Check Box6: Off

		Text8: 

		Text9: 

		Check Box10: Off

		Text11: 

		Text12: 

		Text13: 

		Text14: 

		Text15: 

		Text16: 

		Text17: 

		Text18: 

		Text19: 

		Text20: 

		Text21: 

		Text22: 

		Text23: 

		Text24: 

		Text25: 

		Text26: 

		Text27: 

		Text28: 

		Text29: 

		Text30: 

		Text31: 

		Text32: 

		Text33: 

		Text34: 

		Text35: 

		Text36: 

		Text37: 

		Text38: 

		Text39: 

		Text40: 

		Text41: 

		Text42: 

		Text43: 

		Text44: 

		Text45: 

		Text46: 

		Text47: 

		Text48: 

		Text49: 

		Text50: 

		Text51: 

		Text52: 

		Text53: 

		Text54: 

		Text55: 

		Text56: 

		Check Box57: Off

		Check Box58: Off

		Check Box59: Off

		Check Box60: Off

		Check Box61: Off

		Check Box62: Off

		Check Box63: Off

		Check Box64: Off

		Check Box65: Off

		Check Box66: Off

		Check Box67: Off

		Check Box68: Off

		Check Box69: Off

		Check Box81: Off

		Check Box82: Off

		Text83: 

		Text84: 

		Text85: 

		Text86: 

		Text87: 

		Text88: 

		Text89: 

		Text90: 

		Text91: 

		Text92: 

		Text93: 

		Check Box94: Off

		Check Box95: Off

		Check Box17: Off

		Check Box18: Off








General & Vascular Surgeons, PC
Miscellaneous Fees


▪ Disability Forms/ FMLA-type Forms................................................$20.00/ form
  Please allow 5 business days for completion of disability forms. Payment is 
  due prior to completion of form(s). Please make sure all forms are completed by 
  the patient and signed prior to submitting to our office. Incomplete forms 
  cannot be accepted. Also, please provide instructions regarding to whom we will 
  forward the completed form (name/ address/ fax #) or whether you will pick up 
  the form upon completion.


▪ AFLAC/ AFLAC-type Forms.............................................................$20.00/ form
  Please allow 5 business days for completion of AFLAC forms. Please 
  pay when dropping off form(s).  Please make sure all forms are completed by 
  the patient and signed prior to submitting to our office. Incomplete forms 
  cannot be accepted.


▪ New insurance application..............................................................$30.00/ form
  Please allow 10 business days for completion of disability forms. 
  Please pay when dropping off form(s). Please make sure all forms are completed 
  by the patient and signed prior to submitting to our office. Incomplete forms 
  cannot be accepted.


▪ Surgery Cancellation Fee.........................................................................$100.00 
Will be charged to your account and payable upon receipt of statement.


▪ Surgery No-Show Fee.............................................................................$250.00
       Will be charged to your account and payable upon receipt of statement.


▪ Peer-to-Peer Consultation Fee with Insurance
          Carrier for Special Authorization Consideration.........................................$25.00


  Please pay prior to consultation.


▪ Medical Records Fees for patient use.......................................$10 admin fee  + 
$0.25 per page. Please allow 10 business days for fulfillment of this request. 
Please submit payment with signed release.


My signature below confirms that I have been the opportunity to review 
these charges and understand General & Vascular Surgeons, P.C.'s policy.


SIGN HERE:                                                            Date:                                


Printed Name:                                                                                                


Relationship to Patient if Other than Patient:                                                





		Date: 

		Printed Name: 

		Relationship to Patient if Other than Patient: 








NOTICE OF PRIVACY PRACTICES  
Effective Date: February 18, 2010  
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.  
 
If you have any questions about this Notice, please contact our Practice Manager or Privacy Officer at: 
 


General & Vascular Surgeons, PC 
19636 N. 27th Avenue, Suite 204 


Phoenix, AZ  85027 
 
This Notice describes how General & Vascular Surgeons, PC may use and disclose your protected 
health information to carry out treatment, payment or health care operations and for other purposes that 
are permitted or required by law. It also describes your rights to access and control your protected 
health information. “Protected health information” is information about you, including demographic 
information, that may identify you and that relates to your past, present or future physical or mental 
health or condition and related health care services.  
We are required to abide by the terms of this Notice of Privacy Practices. We may change the terms of 
our notice, at any time. The new notice will be effective for all protected health information that we 
maintain at that time. Upon your request, we will provide you with any revised Notice of Privacy 
Practices by accessing our website (www.midlandsortho.com); calling the office and requesting that a 
revised copy be sent to you in the mail; or asking for one at the time of your next appointment.  
1. Uses and Disclosures of Protected Health Information  
You will be asked by your physician to sign a consent form. However, your protected health information 
may be used and disclosed without your consent by your physician, our office staff and others outside 
of our office that are involved in your care and treatment for the purpose of providing health care 
services to you. Your protected health information may also be used and disclosed without your 
consent to pay your health care bills and to support the operation of the physician’s practice.  
The following are examples of the types of uses and disclosures of your protected health care 
information that the physician’s office is permitted to make without your consent. These examples are 
not meant to be exhaustive, but to describe the types of uses and disclosures that may be made by our 
office.  
Treatment: We will use and disclose your protected health information to provide, coordinate, or 
manage your health care and any related services. This includes the coordination or management of 
your health care with a third party that has already obtained your permission to have access to your 
protected health information. For example, we would disclose your protected health information, as 
necessary, to a home health agency that provides care to you. We may also disclose protected health 
information to other physicians who may be treating you. For example, your protected health 
information may be provided to a physician to whom you have been referred to ensure that the 
physician has the necessary information to diagnose or treat you.  
In addition, we may disclose your protected health information from time-to-time to another physician or 
health care provider (e.g., a specialist or laboratory) who, at the request of your physician, becomes 
involved in your care by providing assistance with your health care diagnosis or treatment to your 
physician.  
Payment: Your protected health information will be used, as needed, to obtain payment for your health 
care services. This may include certain activities that your health insurance plan may undertake before 
it approves or pays for the health care services we recommend for you, such as making a 
determination of eligibility or coverage for insurance benefits, reviewing services provided to you for 
medical necessity, and undertaking utilization review activities. For example, obtaining approval for a 
hospital stay may require that your relevant protected health  
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information be disclosed to the health plan to obtain approval for the hospital admission.  
Healthcare Operations: We may use or disclose, as-needed, your protected health information in 
order to support the business activities of your physician’s practice. These activities include, but are not 
limited to, quality assessment activities, employee review activities, training of medical students, 
licensing, marketing and fundraising activities, and conducting or arranging for other business activities.  
For example, we may disclose your protected health information to medical school students that see 
patients at our office. In addition, we may use a sign-in sheet at the registration desk where you will be 
asked to sign your name and indicate your physician. We may also call you by name in the waiting 
room when your physician is ready to see you. We may use or disclose your protected health 
information, as necessary, to contact you to remind you of your appointment.  
We will share your protected health information with third party “business associates” that perform 
various activities (e.g., billing, transcription services) for the practice. Whenever an arrangement 
between our office and a business associate involves the use or disclosure of your protected health 
information, we will have a written contract (Business Associate Agreement) that contains terms that 
will protect the privacy of your protected health information. Effective January 11, 2010, our Business 
Associate Agreements have been amended to provide that all of the HIPAA security administrative 
safeguards, physical safeguards, technical safeguards and security policies, procedures, and 
documentation requirements apply directly to the business associate.  
We may use or disclose your protected health information, as necessary, to provide you with 
information about treatment alternatives or other health-related benefits and services that may be of 
interest to you. We may also use and disclose your protected health information for other marketing 
activities. For example, your name and address may be used to send you a newsletter about our 
practice and the services we offer. We may also send you information about products or services that 
we believe may be beneficial to you. You may contact our Privacy Officer to request that these 
materials not be sent to you.  
We may use or disclose your demographic information and the dates that you received treatment from 
your physician, as necessary, in order to contact you for fundraising activities supported by our office. If 
you do not want to receive these materials, please contact our Privacy Officer and request that these 
fundraising materials not be sent to you.  
Uses and Disclosures of Protected Health Information Based upon Your Written 
Authorization  
Other uses and disclosures of your protected health information will be made only with your written 
authorization, unless otherwise permitted or required by law as described below. You may revoke this 
authorization, at any time, in writing, except to the extent that your physician or the physician’s practice 
has taken an action in reliance on the use or disclosure indicated in the authorization.  
Other Permitted and Required Uses and Disclosures That May Be Made With Your 
Consent, Authorization or Opportunity to Object  
We may use and disclose your protected health information in the following instances. You have the 
opportunity to agree or object to the use or disclosure of all or part of your protected health information. 
If you are not present or able to agree or object to the use or disclosure of the protected health 
information, then your physician may, using professional judgment, determine whether the disclosure is 
in your best interest. In this case, only the protected health information that is relevant to your health 
care will be disclosed.  
Facility Directories: Unless you object, we will use and disclose in our facility directory your name, the 
location at which you are receiving care, your condition (in general terms), and your religious affiliation. 
All of this information, except religious affiliation, will be disclosed to people that ask for you by name. 
Members of the clergy will be told your religious affiliation.  
Others Involved in Your Healthcare: Unless you object, we may disclose to a member of your family, 
a relative, a close friend or any other person you identify, your protected health information that directly 
relates to that person’s involvement in your health care. If you are unable to agree or object to such a 
disclosure, we may  
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disclose such information as necessary if we determine that it is in your best interest based on our 
professional judgment. We may use or disclose protected health information to notify or assist in 
notifying a family member, personal representative or any other person that is responsible for your care 
of your location, general condition or death. Finally, we may use or disclose your protected health 
information to an authorized public or private entity to assist in disaster relief efforts and to coordinate 
uses and disclosures to family or other individuals involved in your health care.  
Emergencies: We may use or disclose your protected health information in an emergency treatment 
situation. If this happens, your physician shall try to obtain your consent as soon as reasonably 
practicable after the delivery of treatment. If your physician or another physician in the practice is 
required by law to treat you and the physician has attempted to obtain your consent but is unable to 
obtain your consent, he or she may still use or disclose your protected health information to treat you.  
Communication Barriers: We may use and disclose your protected health information if your 
physician or another physician in the practice attempts to obtain consent from you but is unable to do 
so due to substantial communication barriers and the physician determines, using professional 
judgment, that you intend to consent to use or disclosure under the circumstances.  
Other Permitted and Required Uses and Disclosures That May Be Made Without Your 
Consent, Authorization or Opportunity to Object  
We may use or disclose your protected health information in the following situations without your 
consent or authorization. These situations include:  
Required By Law: We may use or disclose your protected health information to the extent that the use 
or disclosure is required by law. The use or disclosure will be made in compliance with the law and will 
be limited to the relevant requirements of the law. You will be notified, as required by law, of any such 
uses or disclosures.  
Public Health: We may disclose your protected health information for public health activities and 
purposes to a public health authority that is permitted by law to collect or receive the information. The 
disclosure will be made for the purpose of controlling disease, injury or disability. We may also disclose 
your protected health information, if directed by the public health authority, to a foreign government 
agency that is collaborating with the public health authority.  
Communicable Diseases: We may disclose your protected health information, if authorized by law, to 
a person who may have been exposed to a communicable disease or may otherwise be at risk of 
contracting or spreading the disease or condition.  
Health Oversight: We may disclose protected health information to a health oversight agency for 
activities authorized by law, such as audits, investigations, and inspections. Oversight agencies seeking 
this information include government agencies that oversee the health care system, government benefit 
programs, other government regulatory programs and civil rights laws.  
Abuse or Neglect: We may disclose your protected health information to a public health authority that 
is authorized by law to receive reports of child abuse or neglect. In addition, we may disclose your 
protected health information if we believe that you have been a victim of abuse, neglect or domestic 
violence to the governmental entity or agency authorized to receive such information. In this case, the 
disclosure will be made consistent with the requirements of applicable federal and state laws.  
Food and Drug Administration: We may disclose your protected health information to a person or 
company required by the Food and Drug Administration to report adverse events, product defects or 
problems, biologic product deviations, track products; to enable product recalls; to make repairs or 
replacements, or to conduct post marketing surveillance, as required.  
Legal Proceedings: We may disclose protected health information in the course of any judicial or 
administrative proceeding, in response to an order of a court or administrative tribunal (to the extent 
such disclosure is expressly authorized), in certain conditions in response to a subpoena, discovery 
request or other lawful process.  
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Law Enforcement: We may also disclose protected health information, so long as applicable legal 
requirements are met, for law enforcement purposes. These law enforcement purposes include (1) 
legal processes and otherwise required by law, (2) limited information requests for identification and 
location purposes, (3) pertaining to victims of a crime, (4) suspicion that death has occurred as a result 
of criminal conduct, (5) in the event that a crime occurs on the premises of the practice, and (6) medical 
emergency (not on the Practice’s premises) and it is likely that a crime has occurred.  
Coroners, Funeral Directors, and Organ Donation: We may disclose protected health information to 
a coroner or medical examiner for identification purposes, determining cause of death or for the coroner 
or medical examiner to perform other duties authorized by law. We may also disclose protected health 
information to a funeral director, as authorized by law, in order to permit the funeral director to carry out 
their duties. We may disclose such information in reasonable anticipation of death. Protected health 
information may be used and disclosed for cadaveric organ, eye or tissue donation purposes.  
Research: We may disclose your protected health information to researchers when their research has 
been approved by an institutional review board that has reviewed the research proposal and 
established protocols to ensure the privacy of your protected health information.  
Criminal Activity: Consistent with applicable federal and state laws, we may disclose your protected 
health information, if we believe that the use or disclosure is necessary to prevent or lessen a serious 
and imminent threat to the health or safety of a person or the public. We may also disclose protected 
health information if it is necessary for law enforcement authorities to identify or apprehend an 
individual.  
Military Activity and National Security: When the appropriate conditions apply, we may use or 
disclose protected health information of individuals who are Armed Forces personnel (1) for activities 
deemed necessary by appropriate military command authorities; (2) for the purpose of a determination 
by the Department of Veterans Affairs of your eligibility for benefits, or (3) to foreign military authority if 
you are a member of that foreign military services. We may also disclose your protected health 
information to authorized federal officials for conducting national security and intelligence activities, 
including for the provision of protective services to the President or others legally authorized.  
Workers’ Compensation: Your protected health information may be disclosed by us as authorized to 
comply with workers’ compensation laws and other similar legally-established programs.  
Inmates: We may use or disclose your protected health information if you are an inmate of a 
correctional facility and your physician created or received your protected health information in the 
course of providing care to you.  
Required Uses and Disclosures: Under the law, we must make disclosures to you and when required 
by the Secretary of the Department of Health and Human Services to investigate or determine our 
compliance with the requirements of Section 164.500 et. seq.  
2. Your Rights  
The following is a statement of your rights with respect to your protected health information and a brief 
description of how you may exercise these rights.  
You have the right to inspect and copy your protected health information. This means you may 
inspect and obtain a copy of protected health information about you that is contained in a designated 
record set for as long as we maintain the protected health information. A “designated record set” 
contains medical and billing records and any other records that your physician and the practice uses for 
making decisions about you.  
Under federal law, however, you may not inspect or copy the following records; psychotherapy notes; 
information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or 
proceeding, and protected health information that is subject to law that prohibits access to protected 
health information. Depending on the circumstances, a decision to deny access may be reviewable. In 
some circumstances, you may have a right to have this decision reviewed. Please contact our Privacy 
Officer if you have questions about access to your medical record.  
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You have the right to request a restriction of your protected health information. This means you 
may ask us not to use or disclose any part of your protected health information for the purposes of 
treatment, payment or healthcare operations. You may also request that any part of your protected 
health information not be disclosed to family members or friends who may be involved in your care or 
for notification purposes as described in this Notice of Privacy Practices. Your request must state the 
specific restriction requested and to whom you want the restriction to apply.  
Your physician is not required to agree to a restriction that you may request. If physician believes it is in 
your best interest to permit use and disclosure of your protected health information, your protected 
health information will not be restricted. If your physician does agree to the requested restriction, we 
may not use or disclose your protected health information in violation of that restriction unless it is 
needed to provide emergency treatment. With this in mind, please discuss any restriction you wish to 
request with your physician. You may request a restriction by contacting the Front Office Manager.  
You have the right to restrict information given to your third party payer if you fully pay for the 
services out of your pocket. If you pay in full for services out of your own pocket, you can request 
that the information regarding the services not be disclosed to your third party payer since no claim is 
being made against the third party payer.  
You have the right to request to receive confidential communications from us by alternative 
means or at an alternative location. We will accommodate reasonable requests. We may also 
condition this accommodation by asking you for information as to how payment will be handled or 
specification of an alternative address or other method of contact. We will not request an explanation 
from you as to the basis for the request. Please make this request in writing to our Privacy Officer.  
You may have the right to have your physician amend your protected health information. This 
means you may request an amendment of protected health information about you in a designated 
record set for as long as we maintain this information. In certain cases, we may deny your request for 
an amendment. If we deny your request for amendment, you have the right to file a statement of 
disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy 
of any such rebuttal. Please contact our Privacy Officer to determine if you have questions about 
amending your medical record.  
You have the right to receive an accounting of certain disclosures we have made, if any, of your 
protected health information. This right applies to disclosures for purposes other than treatment, 
payment or healthcare operations as described in this Notice of Privacy Practices. It excludes 
disclosures we may have made to you, for a facility directory, to family members or friends involved in 
your care, or for notification purposes. You have the right to receive specific information regarding 
these disclosures that occurred after April 14, 2003. You may request a shorter timeframe. The right to 
receive this information is subject to certain exceptions, restrictions and limitations.  
You have the right to obtain a paper copy of this notice from us, upon request, even if you have 
agreed to accept this notice electronically.  
You have the right to receive notice of a security breach. Effective September 23, 2009, we are 
required to notify you if your protected health information has been breached. The notification will occur 
by first class mail within 60 days of the event. A breach occurs when there has been an unauthorized 
use or disclosure under HIPAA that compromises the privacy or security of protected health 
information. The notification requirements under this section only apply if the breach poses a significant 
risk for financial, reputational, or other harm to you. The notice will contain the following information: (1) 
a brief description of what happened, including the date of the breach and the date of the discovery of 
the breach; (2) the steps you should take to protect yourself from potential harm resulting from the 
breach; and (3) a brief description of what we are doing to investigate the breach, mitigate losses, and 
to protect against further breaches.  
Not every impermissible use or disclosure of protected health information constitutes a reportable 
breach. The determination of whether an impermissible breach is reportable hinges on whether there is 
a significant risk of harm to you as a result of impermissible activity. For example, if your protected 
health information was inappropriately shared with a billing clerk and she understood her confidentiality 
obligations, you would not need  
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to be notified of the breach. If we inadvertently disclosed that you received services at our facility, 
without more specifics, this also may not be a reportable breach because it may not have been a 
significant risk of financial or reputational harm. The key to determining potential harm is whether 
sufficient information was released that would allow identity theft or harm you because of the likelihood 
of sharing sensitive health data.  
3. Complaints  
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy 
rights have been violated by us. You may file a written complaint with us by notifying our Privacy Officer 
of your complaint. We will not retaliate against you for filing a complaint. You may reach our Privacy 
Officer by calling (623) 434-7373, or you may direct written correspondence to the address located on 
the first page of this Notice.  
 
This notice was originally published and became effective on March 19, 2002.  
It was revised on February 18, 2010.  
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__________________________________________________                                                          
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