
Meridian Family Medicine

HIPAA Privacy Policies

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW CAREFULLY.

Uses and disclosures of health information.

We use health information about you for treatment, to obtain payment for treatment, for administrative purposes, and to evaluate the quality of care you receive.  Subject to certain requirements we may use, or disclose this health information about you without your authorization for several reasons.  Reasons may include public health issues, auditing, research studies and emergencies.  We also provide information when otherwise required by law, such as for law enforcement in specific circumstances.  In any other situation, we will ask for your written authorization before using or disclosing and identifiable health information about you.  Such information may be shared by paper mail, electronic mail, fax, or other methods.  Please be aware that we may change or policies at any time.  You will be notified of any changes, and may request these changes in writing.

Individual rights

In most cases, you have the right to look at, or get a copy of your health information that we use to make decisions concerning you.  If you request copies, we require five working days after your request before this may be processed, and you will be charged normal photocopy fees.   If you are concerned that we have violated your privacy right, or you disagree with a decision we made about access to your records, you may contact us.  You may also send a written complain to the U.S. Department of Health and Human Services.

Our Legal Duty
We are required by law to protect the privacy of your information, provide this notice about our information practices, follow the information practices that are described in this notice, and obtain your acknowledgement of receipt of this notice.

Release of Information

We are unable to release information about you to anyone unless we have your signed consent.  If desired, please list the names of the individuals you would like us to release information to on your behalf:

_____________________________________________________________________________________

_____________________________________________________________________________________

Acknowledgement of receipt of HIPAA privacy practices:

Please sign and print your name and date this document to acknowledge this form.  

Printed name of patient/responsible party__________________________________________________

Signature of patient/responsible party_____________________________________________________

Date________________________________


