HIPAA 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. IF YOU HAVE ANY QUESTIONS ABOUT THIS NOTICE, PLEASE
CONTACT OUR COMPLIANCE OFFICER. (877) 539-9068
This notice describes our privacy practices and that of:
 Any physician or health care professional authorized to enter information into your medical chart.
 All departments and units of our facilities.
 All employees, staff and other office personnel.
 All these individuals, sites and locations follow the terms of this notice. In addition, these individuals, sites and
locations may share medical information with each other or with third party specialists for treatment, payment or
office operations purposes described in this notice.
We create a record of the care and services you receive at our facilities which we need to provide you with quality care and
to comply with certain legal requirements. This notice applies to all of the records of your care generated by our facilities.
The terms “information”, “health information” or “medical information” in this notice include any information we maintain
that reasonably can be used to identify you and that relates to your physical or mental health condition, the provision of
health care to you, or the payment for such health care.
This notice will tell you about the ways in which we may use and disclose medical information about you. We also describe
your rights and certain obligations we have regarding the use and disclosure of medical information.
We are required by law to:
 Maintain the privacy of your Protected Heath Information
 Provide you this notice of our legal duties and privacy practices with respect to your Protected Heath Information;
 Follow the terms of this notice;
 Notify you if we are unable to agree to a requested restriction; and
 Accommodate reasonable requests.
The main reasons for which we may use and disclose your Protected Health Information are to evaluate and process any
requests for coverage and claims for benefits you may make, or in connection with other health-related benefits or services
that may be of interest to you. The following describes these and other use and disclosures, together with some examples:


For Treatment. We may use medical information about you to provide you with medical treatment or services.
We may disclose medical information about you to our office personnel who are involved in taking care of you at
one of our facilities or elsewhere. We also may disclose medical information about you to people outside our
facilities who may be involved in your care after you leave one of our facilities, such as family members or others
we use to provide services that are part of your care, provided you have consented to such disclosure. These entities
include third-party physicians, hospitals, nursing homes, pharmacies or clinical labs with whom the office consults
or makes referrals.



For Payment. We may use and disclose medical information about you so that the treatment and services you
receive at our office may be billed to and payment may be collected from you, an insurance company or a third
party. For example, we may need to give your health plan information about procedures you receive at one of our
facilities so your health plan will pay us or reimburse you for the services. We may also tell your health plan about
a treatment you are going to receive to obtain prior approval or to determine whether your plan will cover the
treatment.



For Health Care Operations. We may use and disclose medical information about you for your internal
operations. These uses and disclosures are necessary to run our facilities and make sure that all of our patients
receive quality care. For example, we may use medical information about you to review our treatment and services
and to evaluate the performance of our staff in caring for you. We may also combine medical information about

many patients to decide what additional services one of our facilities should offer, what services are not needed,
and whether certain new treatments are effective. We may also disclose information to our physicians, staff and
other office personnel for review and learning purposes.


Individuals Involved in your Care or Payment for your Care. We may release medical information about you
to a friend or family member who is involved in your medical care, provided you have consented to such disclosure.
We may also give information to someone who helps pay for your care. In addition, we may disclose medical
information about you to an entity assisting in a disaster relief effort so that your family can be notified about your
condition, status and location.



Where Required by Law or for Public Health Activities: We disclose Protected Health Information when
required by federal, state or local law. Examples of such mandatory disclosures include notifying state or local
health authorities regarding particular communicable diseases, or providing Protected Health Information to a
governmental agency or regulator with health care oversight responsibilities. We may also release Protected Health
Information to a coroner or medical examiner to assist in identifying a deceased individual or to determine the cause
of death.



To Avert a Serious Threat to Health or Safety: We may disclose Protected Health Information to avert a serious
threat to someone’s health or safety. We may also disclose Protected Health Information to federal, state or local
agencies engaged in disaster relief as well as to private disaster relief or disaster assistance agencies to allow such
entities to carry out their responsibilities in specific disaster situations.



For Health-Related Benefits or Services: We may use Protected Health Information to provide you with
information about benefits available to you under your current coverage or policy and in limited situations, about
health-related products or services that may be of interest to you.



For Law Enforcement or Specific Government Functions. We may disclose Protected Health Information in
response to a request by a law enforcement official made through a court order, subpoena, warrant, summons or
similar process. We may disclose Protected Health Information about you to federal officials for intelligence,
counterintelligence, and other national security activities authorized by law.



When Requested as Part of a Regulatory or Legal Proceeding. If you or your estate is involved in a lawsuit or
a dispute, we may disclose Protected Health Information about you in response to a court or administrative order.
We may also disclose Protected Health Information about you in response to a subpoena, discovery request, or other
lawful process by someone else involved in the dispute, but only if efforts have been made to tell you about the
request or to obtain an order protecting the Protected Health Information requested. We may disclose Protected
Health Information to any governmental agency or regulator with whom you have filed a complaint or as part of a
regulatory agency examination.



Disclosures of Workers’ Compensation. We may, without your authorization, disclose information in your
Medical Record to the extent that disclosure is authorized by, and necessary to comply with, laws relating to
workers' compensation.



Privacy and Security of Health Information. We will not use or disclose your health information for marketing
purposes, sell your health information, or, in most cases, use or disclose any psychotherapy notes without your
authorization. We are required by law to notify you following a breach of your unsecured Protected Health
Information.



Other Uses of Protected Health Information: Other uses and disclosures of Protected Health Information not
covered by this notice and permitted by the laws that apply to us will be made only with your written authorization
or that of your legal representative. If we are authorized to use or disclose Protected Health Information about you,
you or your legally authorized representative may revoke that authorization in writing, at any time, except to the
extent that we have taken action relying on the authorization or if the authorization was obtained as a condition of

obtaining your Health Insurance coverage. You should understand that we will not be able to take back any
disclosures we have already made with authorization.
Your Rights Regarding Protected Health Information we Maintain About you:
The following are your various rights as a consumer under HIPAA concerning your Protected Health Information:


Right to Inspect and Copy Your Protected Health Information. In most cases, you have the right to inspect
and obtain a copy of the Protected Health Information that we maintain about you. To inspect and copy Protected
Health Information, you must submit your request in writing to the applicable administrator listed above. We
will normally respond to your request within 30 days of receipt unless the information to which you request
access is located off site, in which case, it may take us up to 60 days to respond. If for some reason we are unable
to respond within the time frames just stated, we will, prior to the expiration of the 30-day or 60-day period,
notify you in writing why we are unable to respond and the date by which we will respond. In no case will our
response be given later than 30 days after the expiration of the date that it would have been due had we not given
notice.
To receive a copy of your Protected Health Information, you may be charged a fee for the costs of copying,
mailing or other supplies associated with your request. However, certain types of Protected Health Information
will not be made available for inspection and copying. This includes psychotherapy notes; and also includes
Protected Health Information collected by us in connection with, or in reasonable anticipation of any claim or
legal proceeding. In very limited circumstances we may deny your request to inspect and obtain a copy of your
Protected Health Information or we may deny your request with respect to only some of the information in your
Medical Record. If your request is denied, you will be notified in writing why we denied the request. That same
notice will also explain to you your rights to request a review of that denial and how to exercise those rights.
Finally, we will also advise you how you may make a complaint to us or to the Secretary of the Department of
Health and Human Services. If your request is denied only in part, we will provide you with access to the
remaining information in your Medical Record. If we do, you may request that the denial be reviewed. The
review will be conducted by an individual chosen by us who was not involved in the original decision to deny
your request. We will comply with the outcome of that review.



Right to Amend Your Protected Health Information: If you believe that your Protected Health Information is
incorrect or that an important part of it is missing, you have the right to ask us to amend your Protected Health
Information while it is kept by or for us. You must provide your request and your reason for the request in writing,
and submit it to the applicable administrator listed above. We may deny your request if it is not in writing or does
not include a reason that supports the request. In addition, we may deny your request if you ask us to amend Person
Information that: is accurate and complete; was not created by us unless the person or entity that created the
Protected Heath Information is no longer available to make the amendment; is not part of the Protected Health
Information kept by or for us; or is not part of the Protected Health Information which you would be permitted to
inspect and copy. Our response regarding such request will follow the same procedures set forth above for accessing
your records. The same complaint procedures should also be following in the event your request to amend your
records is denied.



Right to an Accounting of Disclosures: You have the right to request a list of the disclosures we have made of
Protected Health Information about you. This list will not include disclosures made for treatment, payment, health
care operations, for purposes of national security, made to law enforcement or to corrections personnel, or made
pursuant to your authorization or made directly to you. To request this list you must submit your request in writing
to the applicable administrator listed above. Your request must state the time period from which you want to receive
a list of disclosures. The time period may not be longer than six years and may not include dates before April 14,
2003. Your request should indicate in what form you want the list (for example, on paper or electronically). We
will respond to your request for an accounting within 60 days after receipt unless we notify you in writing prior to
the expiration of the 60-day period why we are unable to respond within that time frame and specify the date on
which we will respond, which will not be later than 90 days after receipt of your request. The first list you request
within a 12-month period will be free. We may charge you for responding to any additional requests. We will

notify you of the cost involved and you may choose to withdraw or modify your request at that time before any
costs are incurred.


Right to Request Restrictions. You have the right to request a restriction or limitation on Protected Health
Information we use of disclose about you for treatment, payment or health care operations, or that we disclose to
someone who may be involved in your care or payment for your care, like a family member or friend. While we
will consider your request, we are not required to agree to it in all circumstances, except in the case of a
disclosure restricted to a health plan if the disclosure is for the purpose of carrying out payment or health care
operations and is not otherwise required by law; and the Protected Health Information pertains solely to a health
care item or service for which you, or the person other than the health plan on your behalf, has paid the covered
entity in full. If we do agree to it, we will comply with your request. To request a restriction, you must make your
request in writing to the applicable administrator listed above. In your request, you must tell us (1) what information
you want to limit; (2) whether you want to limit our use, disclosure or both; and (3) to whom you want the limits to
apply (for example, disclosures to your spouse or parent). We will not agree to restrictions on Protected Health
Information uses or disclosures that are legally required, or which are necessary to administer our business.



Right to Request Confidential Communication: You have the right to request that we communicate with you
about Protected Health Information in a certain way or at a certain location. For example, you can ask that we only
contact you at work or by mail. To request confidential communications, you must make your request in writing
to the applicable administrator listed above and specify how or where you wish to be contacted. We will
accommodate all reasonable requests.

Right to File a Complaint: If you believe your privacy rights have been violated, you may file a complaint with us or
with the Secretary of the Department of Health and Human Services. To file a complaint with us, please contact us at
Florida Pain and Rehab Associate, LLC, c/o Privacy Officer, 880 Holcomb Bridge Road, Building C Suite 200,
Roswell, GA 30076 or call (877) 539-9068. All complaints must be submitted in writing or by calling our Complaint
Hotline (877) 539-9068. You will not be penalized for filing a complaint. If you have questions as to how to file a
complaint, please contact us at Florida Pain and Rehab Associate, LLC, c/o Privacy Officer, 880 Holcomb Bridge
Road, Building C Suite 200, Roswell, GA 30076 (877) 539-9068.
ADDITIONAL INFORMATION:
Changes to This Notice: We reserve the right to change the terms of this notice at any time. We reserve the right to make
the revised or changed notice effective for Protected Health Information we already have about you as well as any Protected
Health Information we receive in the future. If we do make such changes, we will post a copy of the revised notice in the
reception area of all our facilities and in other areas of our facilities where we provide health care services. You may obtain
a copy of the current notice by calling our Compliance Officer at (877) 539-9068 and requesting a copy, or by requesting a
copy from any of our health care professionals with whom you have contact.
Other Uses of Medical Information: Other uses and disclosures of medical information not covered by this notice that
apply to use will be made only with your written permission. If you provide us permission to use or disclose medical
information about you, you may revoke that permission, in writing, at any time. If you revoke your permission, we will no
longer use or disclose medical information about you for the reasons covered by your written authorization. You understand
that we are unable to take back any disclosures we have already made with your permission, and that we are required to
retain our records of the care that we provided to you.
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Effective – 9-23-2013
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
Notice to Patient:
We are required to provide you with a copy of our Notice of Privacy Practices, which states how we may use and/or disclose
your health information. Please sign this form to acknowledge receipt of the Notice. You may refuse to sign this
acknowledgement if you wish.
I acknowledge that I have received a copy of the office’s Notice of Privacy Practices.
_______________________________________________________________________________
Please print your name here.
_______________________________________________________________________________
Signature
______________________
Date
---------------------------------------------------------------------------FOR OFFICE USE ONLY
We have made every effort to obtain written acknowledgement of receipt of our Notice of Privacy from this patient, but it
could not be obtained because:
 The patient refused to sign
 Due to an emergency situation it was not possible to obtain an acknowledgment
 We were not able to communicate with the patient. (Please provide specific details)
 Other (Please provide specific details)
___________________________________________________________________________________
___________________________________________________________________________________

___________________________________________
______________________________________
Employee’s signature
Date
HIPAA Acknowledgement of Receipt of the Notice of Privacy Practices
This form does not constitute legal advice and covers only federal, not state, law.

Revised 9/17/2013

