
   
 
 
 

 
 

NOTICE OF PRIVACY PRACTICES 
Effective:04/01/2020, Revised 10/08/2020 

 

THIS NOTICE DESCRIBES HOW INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED, AND HOW 
YOU CAN GET ACCESS TO THIS INFORMATION.  

PLEASE REVIEW IT CAREFULLY. 
 

Pursuant to the Privacy Rules established by the Health Insurance Portability and Accountability Act of 1996 (HIPAA), we are 
required to maintain the privacy of your protected health information. We are also required to give you this Notice of Privacy 
Practices, which describes how we may use and disclose your protected health information (PHI) and 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/condition and related health care services.  
 

We reserve the right to change our privacy practices and the terms of this notice at any time, provided that such changes are 
permitted by applicable law. We reserve the right to make the changes in our privacy practices and the new terms of our 
notice effective for all protected health information that we maintain, including medical information we created and received 
before we made the changes. You may request a copy of our notice at any time. For more information about our privacy 
practices, or for additional copies of this notice, please contact the office. 
   
USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION  

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 third parties. For example, 
we would disclose your protected health information, as necessary, to a home health agency that provides care to you. We 
will 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.  
  
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 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, 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 of your appointment. We will share your 
protected health information with third party “business associates” that perform various activities (e.g., billing) for the 
practice. Whenever an arrangement between our office and a business associate involves the use or disclosures of your 
protected health information, we will have a written contract that contains terms that will protect the privacy of your 
protected health information.  
 

Research, Death, Organ Donation: We may use or disclose your protected health information for research purposes in 
limited circumstances. We may disclose the protected health information of a decreased person to a coroner, protected 
health examiner, funeral director or organ procurement organization for certain purposes.  
 

Public Health and Safety: We may disclose your protected health information to the extent necessary to avert a serious and 
imminent threat to your health or safety, or the health or safety of others. We may disclose your protected health 
information to a government agency authorized to oversee the health care system or government programs or its 
contractors, and to public health authorities for public health purposes. 
 

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.  
 



	

Law Enforcement: We may disclose limited information to a law enforcement official concerning the protected health 
information of a suspect, fugitive, material witness, crime victim or missing person. We may disclose the protected health 
information of an inmate or other person in lawful custody to a law enforcement official or correctional institution under 
certain circumstances. We may disclose protected health information where necessary to assist law enforcement officials to 
capture an individual who has admitted to participation in a crime or has escaped from lawful custody. 
 

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 systems, 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 government 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. 
 

Required by Law: We may use or disclose your protected health information when we are required to do so by law. For 
example, we must disclose your protected health information to the U.S. Department of Health and Human Services upon 
request for purpose of determining whether we are in compliance with federal privacy laws. We may disclose your protected 
health information when authorized by workers’ compensation or similar laws.  
 

Process and Proceedings: We may disclose your protected health information in response to a court or administrative order, 
subpoena, discovery request or other lawful process. 
 

Others Involved in Your Health Care: 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 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. 
 

Other uses and disclosures of your protected health information will be made only with your authorization, unless otherwise 
permitted or required by law as described above.  
 

You may give us written authorization to use your protected health information or to disclose it to anyone for any purpose. If 
you give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any use or disclosures 
permitted by your authorization while it was in effect. Without your written authorization, we will not disclose your health 
care information except as described in this notice. 
 

PATIENT RIGHTS 
Access: You have the right to look at or get copies of your protected health information, with limited exceptions. You must 
make a request in writing to the office to obtain access to your protected health information. We will charge a reasonable 
cost-based fee for expenses such as copies and staff time. Contact our office for a full explanation of our fee structure. 
 

Accounting of Disclosures: You have the right to receive a list of instances in which we disclosed your protected health 
information for purposes other than treatment, payment, healthcare operations and certain other activities. 
 

Restriction Requests: You have the right to request that we place additional restrictions on our use or disclosure of your 
protected health information. We are not required to agree to these additional restrictions, but if we do, we will abide by our 
agreement, except in an emergency. Any agreement we may make to a request for additional restrictions must be in writing 
signed by a person authorized to make such an agreement on our behalf.  
 

Confidential Communication: You have the right to request that we communicate with you in confidence about your 
protected health information by alternative means or to an alternative location. You must make your request in writing. We 
must accommodate your request if it is reasonable, specifies the alternative means or location, and continues to permit us to 
bill and collect payment from you. 
 

Amendment: You have the right to request that we amend your protected health information. Your request must be in 
writing, and it must explain why the information should be amended. We may deny your request under certain 
circumstances.  
 

QUESTIONS AND COMPLAINTS 
If you want more information about our privacy practices or have questions or concerns, please contact our office. If you believe 
that we may have violated your privacy rights, or you disagree with a decision we made about access to your protected health 
information or in response to a request you made, you may complain to us by contacting our HIPAA Privacy Office at 561-210-
9495. You may also submit a written complaint to the U.S. Department of Health and Human Services at OCRComplaint@hhs.gov 
or U.S. Department of Health and Human Services, 200 Independence Avenue S.W., Room 509F HHH Bldg, Washington, D.C. 
20201.We support your right to protect the privacy of your protected health information. We will not retaliate in anyway if you 
choose to file a complaint with us or with the U.S. Department of Health and Human Services.  



	

   
 
 
 

 
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

 
*You may refuse to sign this acknowledgement. 

 
I hereby acknowledge that I have received a copy of IVY Cardiovascular & Vein Center’s 

Notice of Privacy Practices, and understand my protected health information may be 
used and disclosed as permitted under federal and state law. I understand that I may 
contact the HIPAA Privacy Officer if I have questions regarding the contents of the 

Notice of Privacy Practices. 
 
 

Date: ____________________________________ 

Name: _____________________________________________________ 

Signature: __________________________________________________ 

 

 

 

 

 

 

 

 
FOR OFFICE USE ONLY 

 

We attempted to obtain written Acknowledgement of Receipt of Notice of Privacy Practices, however 
acknowledgement was not obtained because: 

 
o Individual refused to sign 
o Communication barrier prohibited obtaining the acknowledgement 
o An emergency situation prevented us from obtaining acknowledgement 
o Other: ________________________________ 

 
 

Employee Signature: ____________________________________  Date: ____________________________ 

 

 


