
Notice of Privacv Practices

This Notice Describes How Medical Information About You May Be Used And Disclosed And How you Can Get
Access To This Information. please Read Carefully.

Uses and Disclosures; We will use your protected health information (PHI) for the purposes of treatrnent, payment
and health care operations. Treatment includes the disclosure of health information-to other providers who have
referred you for services or are involved in your care. This may include doctors, nurses, technicians and other
physical therapists. Payment includes the disclosure of healthlnformation to your insurance company, including
Medicare and Medicaid, so payment can be obtained for services rendered. Your insuran"..o*puny maymake a
request to review your medical record to determine that your care was necessary. Health Care 6perations
includes the utilization of your records to monitor thqquality of care being given at our facility or for business
planning activities. Other Special Uses our practice may use your PHI to sind you an appointment reminder, a
birthday card or for other special circumstances. Uses and Disllosures Required by Law The federal health
information privacy regulations either permit or require us to use or disclosi your pHI in the following ways: we
may share some of your PHI with a family membeior friend involved in your care if you do not object, *. *uy
use your PHI in an emergency situation when you may not be able to 

"*pi"r, 
yourseli and we may use or disclose

your PHI for research purposes if we are provided with very specific urr*unrl, that your privacy will be
protected' We may also 6it"1ose your PHI when we are requirid to do so by law, for Lxarnple by court order or
subpoena' If you are in the Anned Forces, we may release health infonnatitn about yo, *h", ii is aegermined to
be necessary by the appropriate military cornma and authorities. We may also release information about you forworker's compensation or other similar progftrm that provide benefits for work-related injury or illness. your
authorization is required before your PHI may be ur"d o, disclosed by us for other purposes. your privacv
Riehts: Restrictions You have the right to request restrictions on how your pHI is used, rrofi[! we are not
required to agree with your request. If we do agree, we must abide by ytur request. Confidential
Communications You have the right to request confidential communication iom us at a location of your
choosing' This request must be in writing. Access to PHI You have the right to request a copy of your medical
record' You must make this request in writing and we may charge a fee tJcover the costs of copying and rnailing.
Amendments You have the right to request an amendment be made to your PHI, if you disagree with what it says
about you' This request must be made in writing. If we disagree with you, we are not required to make thephange.
You do have the right to submit a written statement about why you disagree that will become part of yow record.
Accounting of Diselosures After April 14, 2003, you have the right to request an accounting of the disclosuies
made in the previous six years' These disclosures will not include those made for treatment, payment, or health
care operations or for which we have obtained authorization. Complaints If you feel that your privacy rights have
been violated, you have the right to make a complaint to us in writing without fear of retaliation. your complaint
should contain enough specific information so that we may adequately investigate and respond to your concerns. If
you are not satisfied with our response, you may complain directly to the Secretary of Health and Human Services.
our Duty to Protect Your Privacy We are required to comply with the federal health information privacy
regulations by maintaining the privacy of your PHI. These rules require us to provide you with this document, our
Notice of Privacy Practices' We reserve the right to update this notice if required by law. If we do update this
notice at any time in the future, you will receive a revised notice when you next seek treatment from us. If you
have questions regarding any part of this notice please contact us at g2g-g 77-2110.
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