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DANIEL LORIDO, MD, MPH 
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Patient Name: ____________________________________________________DOB ___________________ 
 
Address _________________________________________________________________________________ 
 
City________________________________State ___________________ Zip Code_____________________  
 
Phone # (       )__________________________________  Alt # (        ) _______________________________ 
 
Primary Language ____________________  Race ________________________ Ethnicity_______________ 
 
Pharmacy Name, Location & Phone #: ________________________________________________________ 
 
________________________________________________________________________________________ 
 
Referred by ______________________________________________________________________________ 
 
Email Address ____________________________________________________________________________ 
 
Emergency Contact Name & Number __________________________________________________________ 

Financial Statement 
I certify that the above information is correct and further authorize any holder of medical 
information to be released to any insurance carrier for any claim.  I request payment of 
authorized benefits for physician services to the physician furnishing the service or authorize 
such a physician to submit a claim for me.  I also agree that should this account be referred to 
any agency or attorney for collection that I will be responsible for all collection fees, attorney 
fees and court costs.  I am also aware that payment is expected when services are rendered 
unless other arrangements have been made in advance. 
The office will bill your insurance.  The insurance plan will determine benefits once the claim 
is received.  I understand that if my insurance is accepted that it will be billed and I will be 
responsible for any deductible, copay, and coinsurance.  I will also be responsible for any fees 
that are not covered by my insurance.  I understand that it is my responsibility to provide valid 
insurance at the time of my visit, or I will be responsible for the full amount of the services 
rendered. 
 
Signature____________________________________________________ Date ________________________ 
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Notice of Privacy Acknowledgement 

I understand that under Health Insurance Portability and Accountability Act (HIPPA), I have certain rights to 
privacy regarding my protected health information.  I acknowledge that I have received or have been given the 
opportunity to receive a copy of your notice Notice of Privacy Practices.  I also understand that this practice 
has the right to change its Notice of Privacy Practices and that I may contact the practice at any time to obtain 
a current copy of the Notice of Privacy Practices.  I authorize the following people to speak to the office 
regarding my health information: 
 
Name _____________________________________________  Relationship__________________________ 
 
Name _____________________________________________  Relationship__________________________ 
 
Signature ___________________________________________________________ Date:________________ 
 

 
 

Malpractice Statement 
Under Florida Law, physicians are generally required to carry malpractice insurance or otherwise demonstrate 
financial responsibility to cover potential claims for medical malpractice.  Dr. Lubetkin and Dr. Lorido 
have met these requirements and have decided to become self-insured and not carry 
commercial medical malpractice insurance. This is permitted under Florida Law subject to certain 
conditions.  Florida law imposes penalties against non insured physicians who fail to satisfy adverse 
judgements arising from claims of medical malpractice.  This notice is provided pursuant to Florida law title 
XXXII Chapter 458.320. The undersigned patient, spouse and/or legal guardian or parents acknowledges that 
she/he has received a copy, read and understands this Medical Malpractice Insurance notice. Furthermore, the 
undersigned acknowledges this notice was not signed under duress and that all of the patient’s questions 
relating heretofore have been answered to the patient’s satisfaction. 
 
Patient name______________________________________________________ Date: __________________ 
 
Signature_________________________________________________________________________________ 
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New Patient Questionnaire 
 
Name:____________________________________     Age:_________     D.O.B.____________ 
 
Marital Status:_____________ 
 
What is the purpose of today’s visit?__________________________________________________________ 

__________________________________________________________________________________________

___________________________________________________________________________________________ 

Please list all medications, prescriptions, and over the counter medications you currently take 

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Allergies to Medications: ____________________________________________________________________________ 
 
Please List Any Medical Problems: ___________________________________________________________________ 
 
__________________________________________________________________________________________________ 

 
GYNECOLOGIC/MENSTRUAL HISTORY 
Last menstrual Period____________________     At what age did you first begin to menstruate?_____________________ 

How long does your period last?____________    How many days between menstrual cycles? _____________________ 

Are your Periods  REGULAR  or IRREGULAR   Amount:  LIGHT  or  MODERATE or  HEAVY        Painful:  YES or  NO 

Are you currently breastfeeding?  YES​ ​ NO 

 

Date of Last GYN exam _____________________    Date of Last Pap smear?______________________ 

Have you ever had a Bone Density exam?  __________  If yes, when and what were the results_________________ 
 
Last Mammogram?  ___________________________   Results? __________________________ 
 

Last Colonoscopy?  ___________________________   Results? __________________________ 
 

Have you ever had an abnormal pap smear?  _____________  If yes, please give details _________________ 

__________________________________________________________________________________________ 

Have you ever had a colposcopy? _____________  If so, when & results ______________________________ 
 
Have you ever had a LEEP? ______________________ 
 
Are you sexually active?__________________  What is your current form of birth control? ___________________ 



 
Have you ever been exposed to Gonorrhea, Chlamydia, Syphillis, Herpes or Genital warts (HPV)? ______________ 
 
If menopausal, are you on hormone replacement therapy? _____________  If Yes, what type? ___________________ 

If no, were you ever on hormone replacement therapy? ___________________________________________________ 

Do you have any other gynecologic history that the doctor needs to know about? _________________________________ 

__________________________________________________________________________________________ 

 
OBSTETRICAL HISTORY 
 
Have You Ever Been Pregnant?  _____________________ 
 
If yes, how many:  Live Births________ Miscarriages?_________  Terminations?_________ Ectopics?____________ 
 
Month      Year         Gest Age       Type of Delivery​       Sex​            Weight​ ​ Complications? 
       
       
       
       
 
SURGICAL HISTORY/HOSPITALIZATIONS  -  Please list ANY surgeries you have had and dates of surgery 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 
 

FAMILY HISTORY 
 

Mother:  Alive or Deceased   Any significant Medical Problems? ________________________________________ 

Father:    Alive or Deceased   Any significant Medical Problems?________________________________________ 

Siblings: Alive or Deceased   Any Significant Medical Problems?  _______________________________________ 

Any other significant family medical problems? ______________________________________________________ 
 
 

SOCIAL HISTORY:  
 
Have You Smoked in the Past   NO   YES          If yes, number of packs per day_____ for how many years? _____ 
 
Do you Smoke Now?   NO   YES   If yes, number of packs per day_____ for how many years? _____ 
 
Do you Drink Alcohol?  NO   YES    If yes, How many drinks per day?____________ 
 
Any current or prior drug use? NO   YES    If yes, please explain ________________________________________ 
 
 
 
 
PRINT NAME__________________________ SIGNATURE _________________________  DATE ___________  



DAVID I. LUBETKIN, MD, FACOG 
DANIEL LORIDO, MD, MPH 

 

BOCA MIDWIFERY 
 

Obstetrics • Gynecology • Infertility 
  

 
 

CONSENT FOR PELVIC EXAM 
 
 
Patient Name:  ____________________________________________________________________________ 
 
DOB:_________________________________ 
 
 
I hereby request and authorize David I. Lubetkin, MD; Daniel Lorido, MD and/or Ryan Gavagni Fiorentino, 
CNM to perform a pelvic examination.  I understand a pelvic exam may be performed as part of my routine or 
wellness checkup to monitor for possible signs of ovarian cysts, sexually transmitted infections, uterine 
fibroids or early stage cancer and are routinely done during pregnancy checkups.  Pelvic exams are also 
performed to investigate symptoms such as abnormal bleeding, unusual vaginal discharge, or pain.   
 
I further understand the pelvic exam includes an external and internal assessment of my genitourinary system 
including the vulva, vagina, uterus, ovaries, fallopian tubes, the bladder and the rectum.  This involves visual 
examination of the external genitalia and internal visual exam of the vaginal walls and cervix using a metal 
speculum (device to open the vaginal canal).  A small sample of cells from the cervix may be taken for a Pap 
test.  To complete the exam, bimanual palpation or touching of the size and shape of the pelvic organs is 
conducted by inserting two fingers into the vagina and pressing with the other hand on the abdomen, possibly 
followed with a rectal exam.  While there may be some minor discomfort, a pelvic exam should not be painful.   
 
By signing the document below, the patient or responsible party listed above consent to a medically indicated 
examination including but not limited to a pelvic examination.  This consent will remain on file and does 
not expire.  
 
 
 
Patient Signature: __________________________________________________ Date:___________________ 

 
David I. Lubetkin, MD LLC  

1001 NW 13th Street, Suite 101A 
Boca Raton, FL 33486 

Phone (561) 300-0600 • Fax (561) 300-0601 
 
 

 



Cancer Family History Questionnaire 
 

Personal Information 

Patient 
Name 

Date of 
Birth 

Healthcare 

Provider 

Today’s 

Date 

Instructions: Your personal and family history of cancer is important to provide you with the best care possible. Please complete the chart below based on your personal 

and family history of cancer. The following blood relatives should be considered: Parents, siblings, half-siblings, children, grandparents, grandchildren, aunts, uncles, 

nieces and nephews on both sides of the family. For cancer sites with a ‘first-degree relative’ notation, only parents, siblings, and children should be considered. 
 

Do you have a personal history of breast, ovarian, or pancreatic cancer at any age?  Y  N 

Do you have a personal history of uterine or colorectal cancer at age 64 or younger?  Y  N 

 
Do you have a family history of: 

 

Yes (Y) or No (N)? 
 

Which relative? 

 Maternal (M) or 
Paternal (P) side 

of the family? 

  

Age at diagnosis? 

Breast cancer at 49 or younger  Y  N 
 

 M  P 
 

Two different breast cancers in one relative at any age  Y  N 
 

 M  P 
 

Three breast cancers in relatives on the same side of the family 
at any age  Y  N 

 
 M  P 

 

Ovarian cancer at any age  Y  N 
 

 M  P 
 

Male breast cancer at any age  Y  N 
 

 M  P 
 

Ashkenazi Jewish ancestry with breast cancer at any age  Y  N 
 

 M  P 
 

Pancreatic cancer at any age  

(1st degree relative)  Y  N 
 

 M  P 
 

Metastatic prostate cancer at any age  

(1st- degree relative)  Y  N 
 

 M  P 
 

Colon or uterine cancer at 49 or younger 

 (1st- degree relative)  Y  N 
 

 M  P 
 

3 or more breast or aggressive prostate cancers on 
the same side of the family at any age  Y  N 

 
 M  P 

 

3 or more colon or endometrial cancers on the same 
side of the family at any age  Y  N 

 
 M  P 

 

Do you have a family history of other cancers?  Y  N List them here: 

Have you or anyone in your family had genetic testing for 
hereditary cancer?  Y  N Who? What gene(s)? What was the result? 

Medical History Questions 

Height (ft. and in.) Weight (lbs.) Age at first 
menstrual period: 

Are you:   Pre-menopausal  Peri-menopausal  Post-menopausal Age at menopause:   

Have you ever had a live birth?  No  Yes Your age at first child’s birth:    

Have you ever used Hormone Replacement Therapy?     No  Yes 

If Yes, treatment type?  Combined  Estrogen Only  Progesterone only 

If Yes, are you a:     Current user: Started  years ago, intended use for  more years 

 Past user: Stopped  years ago 

Please indicate if you have had a breast biopsy showing one or more of the following results: 

 N/A (No biopsy or none of the listed results)  Hyperplasia  Atypical Hyperplasia 

 Lobular Carcinoma in Situ (LCIS)  Biopsy with unknown or pending results) 

Information about your female relatives: Number of maternal aunts Number of paternal aunts 

Number of daughters:   Number of sisters:  (mother’s sisters):   (father’s sisters):    

Cancer Risk Assessment Review (to be completed after discussion with your healthcare provider) 

Patient Signature  Date  

Healthcare Provider Signature  Date   

Office Use Only  Patient offered hereditary cancer  genetic testing?      Yes   No  Accepted  Declined 

If yes, which test?   BRACAnalysis®  with Myriad myRisk®  Multisite 3 BRACAnalysis® REFLEX to BRACAnalysis® with Myriad myRisk®
 

 COLARIS®PLUS with Myriad myRisk®  COLARIS AP®PLUS with Myriad myRisk®  Single Site Testing  Myriad myRisk® Update Test 

 Other:    

Follow-up appointment scheduled?  Yes     No   Date of next appointment:   
MGWHFHQIMG 12/20
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NOTICE OF PRIVACY PRACTICES 

 
Notice of Privacy Practices 
Revised 1/2026 

Page 1 of 8 

 
Your Information. Your Rights. Our Responsibilities. 

This notice describes how MEDICAL INFORMATION ABOUT YOU may be used and 
disclosed by your healthcare provider and the medical practice responsible for your care 
(“Practice”) and how you can get access to this information. Please review it carefully. 

Effective Date: January 2026  

YOUR RIGHTS 

When it comes to your health information, you have certain rights. This section explains your rights 
and some of our responsibilities to help you. 
 
You have the right to:  

• Get a copy of your paper or electronic medical record 
o You can ask to inspect or get an electronic or paper copy of your medical record and 

other health information we have about you. Ask us how to do this. 
o We will provide a copy or a summary of your health information, usually within 30 

days of your request. We may charge a reasonable, cost-based fee.  
 

• Amend (correct) your paper or electronic medical record 
o You can ask us to correct health information about you that you think is incorrect or 

incomplete. Ask us how to do this. 
o We may say “no” to your request, but we’ll tell you why in writing within 60 days.

  
• Request confidential communication 

o You can ask us to contact you in a specific way (for example, home or office phone) 
or to send mail to a different address. 

o We will say “yes” to all reasonable requests. 
 

• Ask us to limit the information we share 
o You can ask us not to use or share certain health information for treatment, payment, 

or our operations. 
 We are not required to agree to your request, and we may say “no” if it would 

affect your care.  
 

o If you pay for a service or health care item out-of-pocket in full, you can ask us not to 
share that information for the purpose of payment or our operations with your health 
insurer. 
 We will say “yes” unless a law requires us to share that information. 

 
• Get a list of those with whom we’ve shared your information 

o You can ask for a list (accounting) of the times we’ve shared your health information 
for six years prior to the date you ask, who we shared it with, and why. 
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o We will include all the disclosures except for those about treatment, payment, and 
health care operations, and certain other disclosures (such as any you asked us to 
make). We’ll provide one accounting a year for free but will charge a reasonable, cost-
based fee if you ask for another one within 12 months. 
 

• Get a copy of this privacy notice 
o You can ask for a paper copy of this notice at any time, even if you have agreed to 

receive the notice electronically. We will provide you with a paper copy promptly. 
 

• Choose someone to act for you 
o If you have given someone medical power of attorney or if someone is your legal 

guardian, that person can exercise your rights and make choices about your health 
information. 

o We will make sure the person has this authority and can act for you before we take 
any action. 

 
YOUR CHOICES 
 
For certain health information, you can tell us your choices about what we share. If you have a clear 
preference for how we share your information in the situations described below, talk to us. Tell us 
what you want us to do, and we will follow your instructions. 

 
• In these cases, you have both the right and choice to tell us to: 

o Share information with your family, close friends, or others involved in your care 
o Share information in a disaster relief situation 

 
o If you are not able to tell us your preference, for example if you are unconscious, we 

may go ahead and share your information if we believe it is in your best interest. We 
may also share your information when needed to lessen a serious and imminent threat 
to health or safety. 

 
• In these cases, we never share your information unless you give us written permission: 

o Marketing purposes 
o Sale of your information 
o Most sharing of psychotherapy notes 

 
• In the case of fundraising: 

o We may contact you for fundraising efforts, but you can tell us not to contact you 
again. 
 

OUR USES AND DISCLOSURES 
 
How do we typically use or share your health information? We typically use or share your health 
information in the following ways: 
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• Treatment: We can use your health information and share it with other professionals who are 
treating you (i.e., a doctor treating you for an injury asks another doctor about your overall 
health condition) 

• Payment: We can use and share your health information to bill and get payment from health 
plans or other entities (i.e., we give information about you to your health insurance plan so it 
will pay for your services) 

• Healthcare Operations: We can use and share your health information to run our practice, 
improve your care, and contact you when necessary (i.e., we use health information about you 
to manage your treatment and services) 

• Appointment Reminders, Treatment Alternatives, and Health-Related Benefits and 
Services: We may use and disclose health information to contact you as a reminder that you 
have an appointment with us. We may use and disclose health information to tell you about 
treatment options or alternatives or health-related benefits and services that may be of interest 
to you. We also may make your health information available for you to access through a 
secure online patient portal (if applicable).  

• De-identified Health Information: We may use your health information to create “de-
identified” information that is not identifiable to any individual in accordance with the Health 
Insurance Portability and Accountability Act of 1996 (“HIPAA”). Federal law does not 
restrict the use of patient health information once it becomes “de-identified” data in a manner 
provided under HIPAA so as to not disclose your identity. We may create data sets of de-
identified information of many patients to share with outside persons and companies to 
discover methods and products to diagnose and treat diseases. We may also disclose your 
health information to a business associate for the purpose of creating de-identified 
information. 

• Limited Data Set: We may use your health information to create a “limited data set” by 
removing certain identifying information. We may also disclose your health information to a 
business associate for the purpose of creating a limited data set. We may use and disclose a 
limited data set only for research, public health or healthcare operations purposes. We may 
create a limited data set of many patients to share with outside persons and companies to 
perform research, public health or healthcare operations. Persons or companies receiving the 
limited data set must sign an agreement to protect your health information. 

• Business Associates: We may disclose your health information to our business associates 
who perform functions on our behalf or provide us with services, if the information is 
necessary for such functions or services. For example, we may use another company to 
perform billing services on our behalf. All of our business associates are obligated by law and 
under contract with us, to protect the privacy of your information and are not allowed to use 
or disclose any information other than as specified in our contract. 

• Participation in Health Information Exchanges (HIE): We may share information about 
you with one or more HIEs that we may participate in. HIEs are secure electronic systems 
that allow health care providers to exchange patient information in order to better coordinate 
your care and to help us make more informed decisions regarding the best way to treat you. 
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For example, if you were to visit another provider or hospital that also participates in the same 
HIE, we would receive treatment information from that provider. If you do not wish to 
participate in the HIE, we will provide you a HIE Opt-Out Form to complete. You can receive 
services from us even if you decide to opt out of participation in the HIE. 

• Incidental Uses and Disclosures: Incidental uses and disclosures of information may occur. 
An incidental use or disclosure is a secondary use or disclosure that cannot reasonably be 
prevented, is limited in nature, and that occurs as a by-product of an otherwise permitted use 
or disclosure. However, such incidental uses or disclosure are permitted only to the extent that 
we have applied reasonable safeguards and do not disclose any more of your PHI than is 
necessary to accomplish the permitted use or disclosure. For example, disclosures about a 
patient within a physician’s office that might be overheard by persons not involved in your 
care would be permitted. 

How else can we use or share your health information? We are allowed or required to share your 
information in other ways – usually in ways that contribute to the public good, such as public health 
and research. We have to meet many conditions under applicable law before we can share your 
information for these purposes. For more information see:   
www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html  

• Help with public health and safety issues 

o We can share health information about you for certain situations such as: 

 Preventing disease 

 Helping with product recalls 

 Reporting adverse reactions to medications 

 Reporting suspected abuse, neglect, or domestic violence 

 Preventing or reducing a serious threat to anyone’s health or safety 

• Do research: We can use or share your information for health research. 

• Comply with the law: We will share information about you if state or federal laws require it, 
including with the Department of Health and Human Services if it wants to see that we’re 
complying with federal privacy law. 

• Respond to organ and tissue donation requests: We can share health information about you 
with organ procurement organizations. 

• Work with a medical examiner or funeral director: We can share health information with 
a coroner, medical examiner, or funeral director when an individual dies. 

• Address workers’ compensation, law enforcement, and other government requests 

o We can use or share health information about you: 

http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html
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 For workers’ compensation claims 

 For law enforcement purposes or with a law enforcement official 

 With health oversight agencies for activities authorized by law 

 For special government functions such as military, national security, and 
presidential protective services 

• Respond to lawsuits and legal actions: We can share health information about you in 
response to a court or administrative order, or in response to a subpoena. 

USES AND DISCLOSURES THAT REQUIRE YOUR WRITTEN AUTHORIZATION 

We will seek your specific written authorization for at least the following information unless the 
use or disclosure would be otherwise permitted or required by law as described above: 

• HIV/AIDS information: In most cases, we will NOT release any of your HIV/AIDS related 
information unless your authorization expressly states that we may do so. There are certain 
purposes, however, for which we may be permitted to release your HIV/AIDS information 
without obtaining your express authorization. For example, we may release information 
regarding your HIV/AIDS status to your insurance company or HMO for purposes of 
receiving payment for services we provide to you. We may also release information regarding 
HIV/AIDS status of yourself and other patients where the information has been “de-
identified” (meaning, the information cannot be used in any way to identify you). Other 
instances where we may use or disclose HIV/AIDS information without your express 
authorization include:  

o For your diagnosis and treatment;  
o For scientific research; 
o For management audits, financial audits, or program evaluation; 
o For medical education;  
o For disease prevention and control, when permitted by the State Department of Health  
o To comply with certain court orders; and  
o When otherwise required by law, to the Department of Health or another entity.  

 
• Sexually transmitted disease information: We must obtain your specific written 

authorization prior to disclosing any information that would identify you as having or being 
suspected of having a sexually transmitted disease. We may use and disclose information 
related to sexually transmitted diseases without obtaining your authorization only when 
permitted by law, including to the Department of Health, to your physician or a health 
authority, or to a prosecuting officer or court if you are being prosecuted under state law. 
Where necessary, your provider or a health authority may further disclose such information 
to protect your health and welfare, or the health and welfare of your family or the public. 
 

Mental health information: We must obtain your specific written authorization prior to disclosing 
certain mental health information where required by state law. There may be cases where you see a 
mental health provider in a primary care setting and collaborative care is provided by the mental 
health provider and your primary care physician. In these situations, the mental health provider is not 
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operating as a psychotherapist, and your mental health information may be stored within your primary 
care notes. 

• Substance Use Disorder Treatment Records (42 CFR Part 2)  

o For purposes of this notice, “SUD Program” means a substance abuse disorder 
treatment program or provider subject to 42 CFR Part 2. 

o The Practice does not operate, participate in, or hold itself out as a SUD Program or 
SUD provider for purposes of Part 2. However, the Practice may receive substance 
use disorder treatment information about you from a SUD Program (“Part 2 Records”). 

o The Practice will not use or disclose Part 2 Records without your written consent 
except as expressly permitted by law (i.e., emergency). The Practice may rely on a 
valid consent that authorizes the use and disclosure of Part 2 records for treatment, 
payment, and healthcare operations, and may redisclose this information as permitted 
by HIPAA, provided that Part 2 Records may not be redisclosed for use in any civil, 
criminal, administrative, or legislative proceeding involving you. 

o The Practice may not disclose Part 2 Records for use in any civil, criminal, 
administrative, or legislative proceeding involving you unless (i) you provide written 
consent that specifically authorizes such disclosure or (ii) a valid court order or 
subpoena compelling disclosure is issued in compliance with Part 2, after both you 
and the Practice have been provided notice and an opportunity to be heard.  

o Any disclosure of Part 2 Records permitted will include a statement that further use or 
redisclosure is prohibited unless expressly permitted by applicable law. You may 
revoke your consent at any time, except to the extent the Practice has already relied 
on such consent.  

• Genetic information: We must obtain your specific written authorization prior to obtaining 
or retaining your genetic information, or using or disclosing your genetic information for 
treatment, payment, or health care operations purposes. For example, before conducting any 
genetic testing, we will ask for your written authorization to conduct such testing. We may 
use or disclose your genetic information, or the genetic information of your child, without 
your written authorization only where it would be permitted by law, such as for paternity tests 
for court proceedings, anonymous research, newborn screening requirements, identifying a 
body, for the purposes of criminal investigations or otherwise authorized by a court order. 

• Information related to treatment of a minor in special circumstances: If you are a minor 
who sought certain types of treatment from us (to which treatment you were able to consent 
on your own behalf), such as treatment related to your pregnancy or treatment related to your 
child, or a sexually transmitted disease, we must obtain your specific written authorization 
prior to disclosing any of your PHI related to such treatment to another person, including your 
parent(s) or guardian(s), unless we would otherwise be permitted by law to do so. 

• Marketing Activities: We must obtain your specific written authorization to use any of your 
PHI to mail or email you marketing materials. However, we may provide you with marketing 
materials face-to-face without obtaining authorization, in addition to communicating with you 
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about services or products that relate to your treatment, case management, or care 
coordination, alternative treatments, therapies, providers or care settings. If you do provide us 
with your written authorization to send you marketing materials, you have a right to opt-out 
of receiving these communications in the future and may do so at any time. If you wish to 
opt-out of receiving these communications in the future, please contact the Privacy Officer at 
the email or address below.  

OUR RESPONSIBILITIES 

• We are required by law to maintain the privacy and security of your protected health 
information. 

• We will let you know promptly if a breach occurs that may have compromised the privacy or 
security of your information. 

• We must follow the duties and privacy practices described in this notice and give you a copy 
of it. 

• We will not use or share your information other than as described here unless you tell us we 
can in writing. If you tell us we can, you may change your mind at any time. Let us know in 
writing if you change your mind. 

• For more information see: www.hhs.gov/ocr/privacy/hipaa/ 
understanding/consumers/noticepp.html   

HOW TO EXERCISE YOUR RIGHTS 

To exercise your rights described in this notice (other than to obtain a copy of this notice), 
you may submit a request by contacting the Practice’s Privacy Officer at 
privacy@toplinemd.com or by submitting a written request using the contact information 
available on the Practice’s website, directed to the attention of the Privacy Officer.  

• File a complaint if you believe your privacy rights have been violated 
 

o You can complain if you feel we have violated your rights by contacting us using the 
information on the back page. 
 

o You can file a complaint with the U.S. Department  of Health and Human Services 
Office for Civil Rights by sending a letter to 200 Independence Avenue, S.W., 
Washington, D.C. 20201, calling 1-877-696-6775, or visiting 
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf  

 
o We will not retaliate against you for filing a complaint. 

COMPLAINTS OR QUESTIONS 

If you believe your privacy rights have been violated, you may file a complaint by contacting the 
Privacy Officer at privacy@toplinemd.com or by submitting a written complaint to the Privacy 
Officer using the contact information available on the Practice’s website, directed to the attention of 
the Privacy Officer.  
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CHANGES TO THE TERMS OF THIS NOTICE 

The Practice can change the terms of this notice, and the changes will apply to all information we 
have about you. The new notice will be available upon request, in the Practice’s office, and on the 
Practice’s web site. 
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