
NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN OBTAIN  ACCESS TO THIS INFORMATION  AS REQUIRED 
BY THE HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT OF 1996 (HIPAA) .  

PLEASE REVIEW IT  CAREFULLY.  
THE PRIVACY OF YOUR HEALTH INFORMATION IS  IMPORTANT TO US.  

OUR LEGAL DUTY 
We a re  requ i red  by  app l i cab le  fede ra l  and  s ta te  l aw  to  ma in ta in  the  p r i vacy  o f  you r  hea l th  i n fo rma t ion .  
We a re  a l so  requ i red  to  g i ve  you  th i s  No t i ce  abou t  ou r  p r i vacy  p rac t i ces ,  ou r  l ega l  du t ies  and  you r  
r i gh ts  conce rn ing  you r  hea l th  i n fo rma t ion .   We  mus t  fo l l ow  the  p r i vacy  p rac t i ces  tha t  a re  desc r ibed  in  
th i s  No t i ce  wh i le  i t  i s  i n  e f fec t .   Th is  No t i ce  takes  e f fec t  Ap r i l  14 ,  2003 ,  and  w i l l  r ema in  in  e f fec t  un t i l  
we  rep lace  i t .  

We  rese rve  the  r i gh t  to  change  ou r  p r i vacy  p rac t i ces  and  the  te rms  o f  th i s  No t i ce  a t  any  t ime ,  p rov ided  
such  changes  a re  pe rm i t ted  by  app l i cab le  l aw .   We  rese rve  the  r i gh t  to  make  the  changes  in  ou r  
p r i vacy  p rac t i ces  and  the  new te rm s  o f  ou r  No t i ce  e f fec t i ve  fo r  a l l  hea l th  i n fo rma t ion  tha t  we  ma in ta in ,  
i nc lud ing  hea l th  i n fo rma t ion  we  c rea ted  o r  rece ived  be fo re  we  made  the  changes .   Be fo re  we  make  a  
s ign i f i can t  change  in  ou r  p r i vacy  p rac t i ces ,  we  w i l l  change  th i s  No t i ce  and  make  the  ne w No t i ce  
ava i l ab le  upon  reques t .  

You  may  reques t  a  copy  o f  ou r  No t i ce  a t  any  t ime .   Fo r  more  in fo rma t ion  abou t  ou r  p r i vacy  p rac t i ces ,  
o r  fo r  add i t i ona l  cop ies  o f  t h i s  No t i ce ,  p lease  con tac t  us  us ing  the  in fo rma t ion  l i s ted  above .  

USES AND D ISCLOSURES O F HEALTH INFORMATION 
We use  and  d i sc lose  hea l th  i n fo rma t ion  abou t  you  fo r  t rea tmen t ,  paymen t  and  hea l thca re  ope ra t ions .  
Fo r  examp le :  

Treatment :   We  may  use  o r  d i sc lose  you r  hea l th  i n fo rma t ion  to  a  phys ic ian  o r  o the r  hea l thca re  p rov ide r  
p rov id ing  t rea tmen t  to  you .  

Payment :   We  may  use  and  d i sc lose  you r  hea l th  i n fo rma t ion  to  ob ta in  paymen t  fo r  se rv i ces  we  p rov ide  
to  you .  

Heal thcare  Opera t ions:   We  may  use  and  d i sc lose  you r  hea l th  i n fo rma t ion  in  connec t ion  w i th  ou r  
hea l thca re  ope ra t ions .   Hea l thca re  ope ra t i ons  inc lude  qua l i t y  assessmen t  and  improvemen t  ac t i v i t i es ,  
rev iew ing  the  compe tence  o r  qua l i f i ca t i ons  o f  hea l thca re  p ro fess iona ls ,  eva lua t ing  p rac t i c ione r  and  
p rov ide r  pe r fo rmance ,  conduc t ing  t ra in ing  p rog rams ,  acc red i ta t i o n ,  ce r t i f i ca t i on ,  l i cens ing  o r  
c reden t ia l i ng  ac t i v i t i es .  

Your  Author iza t ion :   I n  add i t i on  to  ou r  use  o f  you r  hea l th  i n fo rma t ion  fo r  t rea tmen t ,  paymen t  o r  
hea l thca re  ope ra t ions ,  you  may  g i ve  us  w r i t t en  au tho r i za t ion  to  use  you r  hea l th  i n fo rma t ion  o r  to  
d i sc lose  i t  t o  anyone  fo r  any  pu rpo se .   I f  you  g i ve  us  an  au tho r i za t ion ,  you  may  revoke  i t  i n  w r i t i ng  a t  
any  t ime .   You r  revoca t ion  w i l l  no t  a f fec t  any  use  o r  d i sc losu res  pe rm i t ted  by  you r  au tho r i za t ion  wh i le  i t  
was  in  e f fec t .   Un less  you  g i ve  us  a  w r i t t en  au tho r i za t ion ,  we  canno t  use  o r  d i sc lose  you r  hea l th  
i n fo rma t ion  fo r  any  reason  excep t  those  desc r ibed  in  th i s  No t i ce .  

To Your  Fami ly  and  Fr iends:   We  mus t  d i sc lose  you r  hea l th  i n fo rma t ion  to  you ,  as  desc r ibed  in  the  
Pa t ien  R igh ts  sec t ion  o f  t h i s  no t i ce .   We  may  d i sc lose  you r  hea l th  i n fo r ma t ion  to  a  fam i l y  member ,  
f r i end  o r  o the r  pe rson  to  the  ex ten t  ne cessa ry  to  he lp  w i th  you r  hea l thca re  o r  w i th  paymen t  fo r  you r  
hea l thca re ,  un less  you  exc lude  o the rw ise  upon  s ign ing  rece ip t  o f  acknow ledgemen t  a t  t h i s  t ime .  

Persons  Invo lved  in  Care :   We  may  use  o r  d i sc lo se  hea l th  i n fo rma t ion  to  no t i f y  o r  ass is t  i n  the  
no t i f i ca t ion  o f  ( i nc lud ing  iden t i f y ing  o r  l oca t ing )  a  fam i l y  member ,  you r  pe rsona l  rep resen ta t i ve  o r  
ano the r  pe rson  respons ib le  fo r  you r  ca re ,  o f  you r  l oca t ion ,  you r  genera l  cond i t i on  o r  dea th .   I f  you  a re  
p resen t ,  t hen  p r io r  to  use  o r  d i sc losu re  o f  you r  hea l th  i n fo rma t ion ,  we  w i l l  p rov ide  you  w i th  an  
oppor tun i t y  to  ob jec t  t o  such  uses  o r  d i sc losu res .   I n  the  even t  o f  you r  i ncapac i t y  o r  emergency  
c i r cums tances ,  we  w i l l  d i sc lose  hea l th  i n fo rma t i on  based  on  a  de te rm ina t ion  us ing  ou r  p ro fess iona l  
j udgmen t  d i sc los ing  on ly  hea l th  i n fo rma t ion  tha t  i s  d i rec t l y  re levan t  to  the  pe rson ’s  i nvo lvemen t  i n  you r  



hea l thca re .   We  w i l l  a l so  use  ou r  p ro fess ioa l  j u dgmen t  and  ou r  expe r ience   w i th  common p rac t i ce  to  
make  reasonab le  in fe rences  o f  you r  bes t  i n te res t  i n  a l l ow ing  a  pe rson  to  p i ck  up  f i l l ed  p resc r ip t i ons ,  
med ica l  supp l ies ,  x - rays  o r  o the r  s im i la r  fo rms  o f  hea l th  i n fo rma t ion .  

Market ing  Hea l th -Re la ted  Serv ices :   We  w i l l  no t  use  you r  hea l th  i n fo rma t ion  fo r  m arke t ing  
commun ica t ions  w i thou t  you r  w r i t t en  au tho r i za t ion .  

Requi red  by  Law:   We  may  use  o r  d i sc lose  you r  hea l th  i n fo rma t ion  when  we  a re  requ i r ed  to  do  so  by  
law .  

Abuse  or  Neg lec t :   We  may  d i sc lose  you r  hea l th  i n fo rma t ion  to  app rop r ia te  au tho r i t i es  i f  we  
reasonab ly  be l i eve  tha t  you  a re  a  poss ib le  v i c t im  o f  abuse ,  neg lec t  o r  domes t i c  v io lence  o r  the  
poss ib le  v i c t im  o f  o the r  c r imes .   We  may  d i sc lose  you r  hea l th  i n fo rma t ion  to  the  ex ten t  necessa ry  to  
ave r t  a  th rea t  to  you r  hea l th  o r  sa fe ty  o r  the  hea l th  o r  s a fe ty  o f  o the rs .  

Nat iona l  Secur i ty :   We  may  d i sc lose  to  m i l i t a ry  au tho r i t i es  the  hea l th  i n fo rma t ion  o f  A rmed  Fo rces  
pe rsonne l  under  ce r ta in  c i r cums tances .   We  may  d i sc lose  to  au tho r i zed  fede ra l  o f f i c ia l s  hea l th  
i n fo rma t ion  requ i red  fo r  l aw fu l  i n te l l i gence ,  coun te r in te l l i gence  and  o the r  na t iona l  secu r i t y  ac t i v i t i es .  
We  may  d i sc lose  to  co r rec t iona l  i ns t i t u t i on s  o r  l aw  en fo rcemen t  o f f i c ias l  hav ing  law fu l  cus tody  o f  
p ro tec ted  hea l th  i n fo rma t ion  o f  i nma te  o r  pa t ien t  under  ce r ta in  c i r cums tances .  

Appoin tment  Reminders :   We  may  use  o r  d i sc lose  you r  hea l th  i n fo rma t ion  to  p rov ide  you  w i th  
appo in tmen t  rem inders  ( such  as  vo icema i l  messages ,  pos tc a rds  o r  l e t te rs ) .  

PATIENT R IGHTS 
Access:   You  have  the  r i gh t  to  l ook  a t  o r  ge t  cop ies  o f  you r  hea l th  i n fo rma t ion ,  w i th  l im i ted  excep t ions .  
You  may  reques t  tha t  we  p rov ide  cop ies  in  a  fo rma t  o the r  than  pho tocop ies .   We  w i l l  use  the  fo rma t  
you  reques t  un less  we  canno t  p rac t i cab ly  do  so .   You  mus t  make  a  reques t  i n  w r i t i ng  by  us ing  the  
con tac t  i n fo rma t ion  l i s ted  a t  t he  beg inn ing  o f  t h i s  No t i ce  to  ob ta in  access  to  you r  hea l th  i n fo rma t ion .  
We w i l l  cha rge  you  a  reasonab le  cos t -based  fee  fo r  expenses  such  as  cop ies  and  s ta f f  t ime .   I f  you  
reques t  cop ies ,  we  w i l l  cha rge  a  cos t -based  fee  fo r  p rov id ing  you r  hea l th  i n fo rma t ion  in  th e  fo rma t  
reques ted .   I f  you  p re fe r ,  we  w i l l  p repa re  a  summary  o r  an  exp lana t ion  o f  you r  hea l th  i n fo rma t ion  fo r  a  
fee .   Con tac t  us  us ing  the  in fo rma t ion  l i s ted  a t  t he  beg inn ing  o f  t h i s  No t i ce  fo r  a  fu l l  exp lana t ion  o f  ou r  
fee  s t ruc tu re .  

Disc losure  Account i ng:   You  have  the  r i gh t  to  submi t  a  w r i t t en  reques t  to  rece ive  a  l i s t  o f  i ns tances  
in  wh ich  we  o r  ou r  bus iness  assoc ia tes  d i sc losed  you r  hea l th  i n fo rma t ion  fo r  pu rposes ,  o the r  than  
t rea tmen t ,  paymen t ,  hea l thca re  ope ra t ions  and  ce r ta in  o the r  ac t i v i t i es ,  f o r  t he  las t  s i x  yea rs ,  bu t  no t  
be fo re  Ap r i l  14 ,  2003 .   I f  you  reques t  th i s  accoun t ing  more  than  once  in  a  12 -mon th  pe r iod ,  we  may  
cha rge  you  a  reasonab le ,  cos t -based  fee  fo r  respond ing  to  these  add i t i ona l  reques ts .  

Rest r ic t ion :   You  have  the  r i gh t  to  submi t  a  w r i t t en  reques t  tha t  we  p lace  add i t i ona l  res t r i c t i ons  on  ou r  
use  o r  d i sc losu re  o f  you r  hea l th  i n fo rma t ion .   We  a re  no t  requ i red  to  ag ree  to  these  add i t i ona l  
res t r i c t i ons ,  bu t  i f  we  do ,  we  w i l l  ab ide  by  ou r  ag reem en t  (excep t  i n  an  emergency ) .  

Al te rna t ive  Communica t ion:   You  have  the  r i gh t  to  submi t  a  w r i t t en  reques t  tha t  we  commun ica te  w i th  
you  abou t  you r  hea l th  i n fo rma t ion  by  a l te rna t i ve  means  o r  to  a l te rna t i ve  loca t ions .   You r  reques t  mus t  
spec i f y  the  a l te rna t i ve  means  o r  l oca t ion ,  and  p rov ide  sa t i s fac to ry  exp lana t ion  how paymen ts  w i l l  be  
hand led  under  the  a l te rna t i ve  means  o r  l oca t ion  you  reques t .  

Amendment :   You  have  the  r i gh t  to  submi t  a  w r i t t en  reques t  tha t  we  amend  you r  hea l th  i n fo rma t ion ,  
and  i t  mus t  exp la in  why  the  in fo rma t ion  shou ld  be  amended .   We  may  deny  you r  reques t  unde r  ce r ta in  
c i r cums tances .  

Elec t ron ic  Not ice :   I f  you  rece ive  th i s  No t i ce  on  ou r  webs i te  o r  by  e lec t ron ic  ma i l  (e -ma i l ) ,  you  a re  
en t i t l ed  to  rece ive  th i s  No t i ce  in  w r i t t en  fo rm .  

QUESTIONS AND COMPLAINTS  
For  more  in fo rma t ion  abou t  ou r  p r i vacy  p rac t i ces  o r  i f  you  have  ques t ions  o r  conc e rns ,  p lease  con tac t  
ou r  o f f i ce  us ing  the  in fo rma t ion  l i s ted  a t  t he  beg inn ing  o f  t h i s  No t i ce .  

I f  you  a re  conce rned  tha t  we  may  have  v io la ted  you r  p r i vacy  r i gh ts ,  o r  you  d i sag ree  w i th  a  dec is ion  we  
made  abou t  access  to  you r  hea l th  i n fo rma t ion  o r  i n  response  to  a  reques t  you  made  to  amend  o r  
res t r i c t  t he  use  o r  d i sc losu re  o f  you r  hea l th  i n fo rma t ion  o r  to  have  us  commun ica te  w i th  you  by  
a l te rna t i ve  means  o r  a t  a l te rna t i ve  loca t ions ,  you  may  comp la i n  to  us  us ing  the  con tac t  i n fo rma t ion  
l i s ted  a t  the  beg inn ing  o f  th i s  No t i ce .   You  may  a l so  submi t  a  w r i t t en  comp la in t  to  the  U .S .  Depar tmen t  
o f  Hea l th  and  Human  Serv i ces .   We  w i l l  p rov ide  you  w i th  the  add ress  to  f i l e  you r  comp la in t  w i th  the  
U .S .  Depar tmen t  o f  Hea l th  and  Human  Serv i ces  upon  reques t .  

We  suppor t  you r  r i gh t  to  the  p r i vacy  o f  you r  hea l th  i n fo rma t ion .   We  w i l l  no t  re ta l i a te  i n  any  way  i f  you  
choose  to  f i l e  a  comp la in t  w i th  us  o r  w i th  the  U .S .  Depa r tmen t  o f  Hea l th  and  Human  Serv i ces .  



ACKNOWLEDGEMENT OF 
NOTICE OF PRIVACY PRACTICES 

I, ______________________________________, acknowledge that I have been 
(Name of Patient)

_______________________________________________ 
(Please Print Name of Patient or Parent/Guardian if Minor) 

_______________________________________________ 
(Signature of Patient or Parent/Guardian if Minor) 

_______________________________________________ 
(Date) 

For Office Use Only 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy 
Practices, but acknowledgement could not be obtained because: 

• Individual refused to sign
• Communication barriers prohibited obtaining the acknowledgement
• An emergency situation prevented us from obtaining acknowledgement
• Other (Please Specify)

informed of Midwest Plastic Surgery Institute’s Notice of Privacy Practices as required 
by the Health Insurance Portability and Accountability Act of 1996 (HIPAA). 



PRIVACY  PRACTICES  ACKNOWLEDGEMENT  &  CONSENT 

 I have received the Notice of Privacy Practices and/or have been provided an opportunity to review it. 

 I agree that I can be contacted regarding my appointments, prescription renewals, lab results, and all other 
Protected Health Information* (“PHI”), at the following telephone numbers, in addition to any other numbers 
provided to you by me: 

( __ __ __ ) __ __ __ - __ __ __ __ Home / Office / Cell / Other:  _________________  

( __ __ __ ) __ __ __ - __ __ __ __ Home / Office / Cell / Other:  _________________  

( __ __ __ ) __ __ __ - __ __ __ __ Home / Office / Cell / Other:  _________________  

*as defined in the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”) and its regulations, as may be amended from time-to-time
 I understand that it is your policy not to reveal PHI on voicemail systems and answering machines, 

aside from upcoming appointment information. If I would like to permit you to leave non-appointment
PHI messages on the voicemail systems or answering machines at the numbers I have provided, I
will initial here: ______

 I understand that it is your policy not to reveal PHI to my spouse, unless I enter his/her name below. I 
understand that it is your policy, in compliance with the law, to reveal PHI with my other physicians. 

 I understand that it is your policy to email information and confirmation messages to the email address(es) 
I provided you. I also understand that this method of communication is one-way only, and that I may not 
contact the practice via email, neither for medical nor administrative matters.  

 I agree that my PHI may be shared with the following other people (please indicate relationship): 

 ____________________________________________________  ( __ __ __ ) __ __ __ - __ __ __ __ 

 ____________________________________________________  ( __ __ __ ) __ __ __ - __ __ __ __ 

 ____________________________________________________  ( __ __ __ ) __ __ __ - __ __ __ __ 

[Please place a star next to the name of the person you choose as your primary emergency contact.] 

 I understand that it is your policy that, when you receive telephone calls to discuss my medical care or 
records, all callers, including myself, will have to supply information that uniquely identifies me, such as the 
last 4 digits of my social security number and/or my birth date, and that without such a match no PHI will be 
revealed. 

 I understand that I can change any of the foregoing agreements, at any time, by giving written notice to 
Midwest Plastic Surgery Institute, Inc.

Patient Name (print):__________________________________________________________________________ 

Signature:  _______________________________________________  Date:  __________________________ 

If the patient is a minor (under 18 years of age), the responsible parent or guardian must sign above, and fill in the information below. 
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