
 

HIPAA Privacy Rule 

This notice describes how medical information about you may be used and disclosed.    

INFORMATION COLLECTED ABOUT YOU 
In the ordinary course of receiving treatment and health care services from us, you will be providing us 
with personal information such as: 

• Your name, address, phone number, and e-mail address.  
• Information relating to your medical history.  
• Your insurance information and coverage.  
• Information concerning your doctor, nurse or other medical providers.  

In addition, we will gather certain medical information about you and will create a record of the care 
provided to you. Some information also may be provided to us by other individuals or organizations that 
are part of your "circle of care" - such as the referring physician, your other doctors, your health plan, and 
close friends or family members. 

 Your information may be shared with others such as: 

For Treatment. We may use health information about you in your treatment. For example, we may use 
your medical history, such as any presence or absence of diabetes, to assess the health of your eyes. 

For Payment. We may use and disclose health information about you to bill for our services and to collect 
payment from you or your insurance company. For example, we may need to give a payer information 
about your current medical condition so that it will pay us for the eye examinations or other services that 
we have furnished you. We may also need to inform your payer of the treatment you are going to receive 
in order to obtain prior approval or to determine whether the service is covered.  

For Health Care Operations. We may use and disclose information about you for the general operation of 
our business. For example, we sometimes arrange for auditors or other consultants to review our 
practices, evaluate our operations, and tell us how to improve our services. Or, for example, we may use 
and disclose your health information to review the quality of services provided to you.  

 We may disclose health information about you when we are required to do so by federal, state, or local 
law.  

We may disclose a patient’s health information where we reasonably believe a patient is a victim of 
abuse, neglect or domestic violence and the patient authorizes the disclosure or it is required or authorized 
by law. 

We may disclose health information about you in connection with certain health oversight activities of 
licensing and other health oversight agencies that are authorized by law. Health oversight activities 
include audit, investigation, inspection, licensure or disciplinary actions, and civil, criminal, or 
administrative proceedings or actions or any other activity necessary for the oversight of 1) the health care 
system, 2) governmental benefit programs for which health information is relevant to determining 
beneficiary eligibility, 3) entities subject to governmental regulatory programs for which health 



information is necessary for determining compliance with program standards, or 4) entities subject to civil 
rights laws for which health information is necessary for determining compliance. 

We may disclose your health information as required by law, including in response to a warrant, 
subpoena, or other order of a court or administrative hearing body or to assist law enforcement identify or 
locate a suspect, fugitive, material witness or missing person. Disclosures for law enforcement purposes 
also permit use to make disclosures about victims of crimes and the death of an individual, among others. 

We may release a patient’s health information (1) to a coroner or medical examiner to identify a deceased 
person or determine the cause of death and (2) to funeral directors. We also may release your health 
information to organ procurement organizations, transplant centers, and eye or tissue banks, if you are an 
organ donor. 

We may release your health information to workers’ compensation or similar programs, which provide 
benefits for work-related injuries or illnesses without regard to fault. 

Health information about you also may be disclosed when necessary to prevent a serious threat to your 
health and safety or the health and safety of others.  

Our Business Associates. We sometimes work with outside individuals and businesses that help us 
operate our business successfully. We may disclose your health information to these business associates 
so that they can perform the tasks that we hire them to do. Our business associates must promise that they 
will respect the confidentiality of your personal and identifiable health information. 

Disclosures to Persons Assisting in Your Care or Payment for Your Care. We may disclose information to 
individuals involved in your care or in the payment for your care. This includes people and organizations 
that are part of your "circle of care" -- such as your spouse, your other doctors, or an aide who may be 
providing services to you. We may also use and disclose health information about a patient for disaster 
relief efforts and to notify persons responsible for a patient’s care about a patient’s location, general 
condition or death. Generally, we will obtain your verbal agreement before using or disclosing health 
information in this way. However, under certain circumstances, such as in an emergency situation, we 
may make these uses and disclosures without your agreement. 

Appointment Reminders. We may use and disclose medical information to contact you as a reminder that 
you have an appointment or that you should schedule an appointment. Additionally, we may contact you 
to follow-up on treatment options or services. These communications may include, but are not limited to, 
postcards, letters, telephone reminders, or e-mail reminders, unless you choose not to receive such 
reminders. 

Treatment Alternatives. We may use and disclose your personal health information in order to tell you 
about or recommend possible treatment options, alternatives or health-related services that may be of 
interest to you. 

I have read this document and understand my HIPPA rights. 

 

Signature____________________________________________________ Date _____________ 


