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THIS NOTICE DESCRI%”/“L{OW MEDICAL INFORMATION ABOUT YOU MAL  USED AND DISCLOSED

AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

HOW WE MAY USE AND DISCLOSE HEALTH
INFORMATION: Described as follows are the ways we
may use and disclose health information that identifies
you (Health information). Except for the following
purposes. we will use and disclose Health information
only with your written permission. You may revoke such
permission at any time by writing to our practice.
Treatment:

We may use and disclose Health Information for your
treatment and to provide you with treatment-related
health care services. For example, we may disclose
Health Information to doctors, nurses. technicians, or
other personnel. including people outside our office, who
are involved in your medical care and need the
information to provide you with medical care.

Payment:

We may use and disclose Health Information so that we
or others may bill and receive payment from you, an
insurance company. or a third party for the treatment and
services you received. For example, we may give your
health plan nformation so that they will pay for your
treatment.

Healthcare Operations:

‘e may use and disclose Health Information for health
care operation purposes. These uses and disclosures are

| necessary to make sure that all of our patients receive

quality care and to operate and manage our office. For
exampie, we may use and disclose information to make
sure the medical care you receive s of the highest
quality. We also may share information with other entities
that have a relationship with you (for example, your
nealth planj for their health care operation activities.
Appointment Reminders, Treatment Alternatives and
Health Related Benefits and Services. We may use
ard disclose Health Information to contact you and to
remind you that you have an appomtment with us. We
also may use and disclose Health Information to tell you
about reatment alternatives or health-refated benefits
and services that may be of interest to you.

Individuals involved in Your Care or Payment for
Your Care. Wher: appropriate, we may share Heaith
Information with a person who s involved :n your medical
care or payment for your care. such as your famiy or a
close friend. We also may notify your family about your
location or general condition or disclose such information
lo an entity assisting in a disaster relief effort.

Research. Under certain circumstances, we may use
and disclose Health Information for research. For
example. a research project may involve comparing the
health of patients who received one treatment to those
who received another. for the same condition. Before we
use or disclose Health Information for research. the
project wil go through a special approval process. Even
without special approval, we may permit researchers to
look at records to help them dentify patients who may be
included n their research project or for other similar
purposes. as long as they do not remove or take a copy
of any Health Information.

Fundraising Activities. We may use or disclose your
Protected Health Information, as necessary. in orger o
contact you for fundraising activities. You have the right
10 opt out of recewving fundraising communications.
{Optional) f you do not want 10 recewve these matenals,
please submit a wntten request to the Privacy Officer.

SPECIAL SITUATIONS:

As Required by Law. We will disclose Health
Information when required to do so by international,
lederal. state or Jocal law

To Avert a Serious Threat to Health or Safety. \We may use
and disclose Health Information when necessary to prevent a
serious threat to your nealth and safety or the nealth and safety
of the public or anoiher person. Disclosures. however, will te
made only to someone who may te able o nelp prevent the
threat.

Business Associates. We may ¢isclose Health Information to
our business associates that perform functions on our behalf or
provide us with services :f the information s necessary for such
functions or services. For example. we may use another
company 10 perform oilfing services on our benalf. Al of our
business associates are obligated ‘o protect the orvacy of your
information and are not allowed ‘¢ use or disclose any
information other than as specified in our contract.

Data Breach Notification Purposes. We may use your
contact information to orovide legally-required notices of
unauthorized acquisition. access. or disclosure of your nealth
information. e may send notice directly to you or provide
notice to the sponsor of your pian ‘hrougn which you receive
coverage.

Organ and Tissue Donation. If JOU are an organ donor. we
may use or release Health information 10 organizations that
handle organ orocurement or other entities engaged in
procurement. banking or ransporiation of organs. eyes. or
tissues to faciitate organ. eye or issue conation: and
transplantation.

Military and Veterans. if you are a memoer of the armed
forces. we may release Health information as required by
military command authentes, We also may elease Health
Information ‘0 the aporoorate foraign military authonty f you
are a member cf a fore:gn military

Workers' Compensation. We may release Health Information
for workers' compensation or similar programs. These
programs provice cerefits for work-relatec njLres or liness.
Public Health Risks. ‘tie may disciose Health Informaton for
public health actties. These acuvties generally nclLde
disclosures ‘o pravent or control ¢isease njury or disaodity”
report births and deaths. eper! cnild aouse or neglect; -eport
reactions to medications or oroolems with products: notify
people of recalls of preducts they may se USING: a Derson wno
may have been 2xposed !0 a cisease or may oe at nisk for
contracting or spreacing a d:sease or conditon, and the
appropriate goverament auihorty fve believe a patent nas
been the vicum of abuse ~eglect or domestic wolence. We wli
only make this disclosura fyou agree or when required or
authorized oy law

YOUR RIGHTS:

You have the followng “gnts egarding Heaitn Information we
have about you

Access {o electronic records. Tae Health informaton
Technology: for Economic ane Clinical Health Act: FITECH Act
allows people ‘o ask for slectronic cooes of therr PHI contaired
in electronic nealth r2cords or 0 equest -n wnting or
electronically that anather zerson <eceve an electronic copy of
these records. The final smaibus -Lles expand an ndivicual's
nght 1o access 2lectronic recores of 10 direct that they be sent
to another person 0 ncilce 7ot anly electronic 1ealth records
but also any “ecords n 2ne r more desigrated -ecord sets If
the individuai *ecLests an 2lecirsnc cooy L Must oe orovided
in the format equestec or n a mutually agreec-ucon format.
Covered entities may charge ncwvicuals for the costof any
electronic med:a 1sucn 35 3 USB flasn drve) used o orovide a
copy of the electronic PHI

Right to Inspect and Copy. (ou nave a ~gnt 0 nspect and
copy Health Informaton *hat may se used 10 maxe decisens
about your care aof payment for your care. This ncludes
medical and 2ullng -ecords ather than osychotherapy notes
To nspect and copy *his “aaltn informaton you TSt make
your request. n arting

'

Right to Amend. If you feel that Health Information we
have is incorrect or incomplete. you may ask us to
amend the information. You have the right to request
an amendment for as long as the information is xept by
or for our office. To request an amendment, you must
make your request, in writing.

Right to an Accounting of Disclosures. You have
the right to request a list of certain disclosures we
made of Health Information for purposes other than
‘reatment, payment and health care operations or for
which you provided written authorization. To request an
accouniing of disclosures, you must make your
reguest, in writing.

Right to Request Restrictions. You have ‘he nght to
request a restriction or limitation on the Health
Information we use or disclose for treatment, payment,
or health care operations. You alsc have the right to
recuest a limit on the Health Information we disclose to
someone involved in your care or the payment for your
care. like a family member or friend. For example, you
could ask that we not share information about a
oarticular ¢iagnosis or treatment with your spouse. To
request a restriction, you must make your request, in
Witing.

We are not required to agree to your request. if we
agree. we will comply with your request unless the
:nformation is needed to provide you with emergency
‘reatment.

Right to Request Confidential communication. You
have the nght to request that we communicate with you
apout medical matters in a certain way or at a certain
location. For example. you can ask that we only
contact you by mail or at work. To request confidential
communication. you must make your request, in
writing. Your request must specify how or where you
Wish 10 be contacted. We will accommodate
reasonable requests.

Right to a Paper Copy of This Notice. You nave the
nght to a paper copy of this notice. You may ask us to
give you a copy of this notice at any time,

CHANGES TO THIS NOTICE:

‘e reserve the right to change this notice and make

ihe new notice apply to Health Information we already
nave as well as any information we receve in the
future. We will post a copy of our current notice at our
office. The notice will contain the effective date on the
first page. in the top right-hand corner.

COMPLAINTS:

if you celieve your privacy nights "ave been violated,
you may file a complaint with our office or with the
Secretary of the Department of Health and Human
Sernces. All comolaints must be made in wrting.

Yeu will not be penalized for filing a complaint,

Please sign the accompanying
“Acknowledgement” form

Attn: Compliance Contact

Leonard Sukienik D.g pa

13005'Southern Bivg
Suite 221 & 222
Loxahatchgg Floridda 33470

WIS e

Reference Paolicy # 201
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NOTICE OF PRIVACY PRACTICES

e

ACKNOWLEDGEMENT FORM

.

T'have been provided an opportunity to review Dr. Leonard Sukienik’s Notice
of Privacy Practices.

Name

Date of Birth

Signature

I have been provided an Qpportunity to review Dr. Leonard Sukienik’s Notic

e of Privacy
Policy and Do Not wish to sign the acknowledgement form.

Signature Date

*********************\*******************************************‘********
:

I'wish to be contacted in the following manner (check éﬂ that apply):

Home Telephone

O.K. to leave message with detailed information

Leave message with callback number only

Written Communication

___O.K to mail to my home address
— O.K. to mail to worl/office address

- O.K. to fax to the following number

Work Telephone

O.K to leave message with detailed information

Leave message with call back number only

__ Other

Signature:

Date;




