






















Or, submit a written Complaint form to us at the following address: 

Our Privacy Officer: ACTING OFFICE MANAGER 

Office Name: GREAT DESTINATIONS PEDIATRICS 

Office Address: 7757 W DEER VALLEY RD STE 275 

PEORIA, AZ 85382 

Office Phone: (623) 878-2800 Ext.: 114

Office Fax: 

Email Address: 

(623) 878-9150 

frontdesk@GDPEDS.COM

You may get your "HIPAA Complaint" form by calling our privacy officer. 

These privacy practices are in accordance with the original HIPAA enforcement effective April 14, 2003, and undated to 

Omnibus Rule effective March 26, 2013 and will remain in effect until we replace them as specified by Federal and/or State 

Law. 

Faxing and Emailing Rule 

When you request us to fax or email your PHI as an alternative communication, we may agree to do so, but only after 

having our Privacy Officer or treating doctor review that request. For this communication, our Privacy Officer will confirm 

that the fax number or email address is correct before sending the message and ensure that the intended recipient has sole 

access to the fax machine or computer before sending the message; confirm receipt, locate our fax machine or computer 

in a secure location so unauthorized access and viewing is prevented; use a fax cover sheet so the PHI is not the first page 

to print out (because unauthorized persons may view the top page); and attach an appropriate notice to the message. 

Our emails are all encrypted per Federal Standard for your protection. 

Practice Transition Rule 

If we sell our practice, our patient records (including but not limited to your PHI) may be disclosed and physical custody 

may be transferred to the purchasing healthcare provider, but only in accordance with the law. The healthcare provider 

who is the new records owner will be solely responsible for ensuring privacy of your PHI after the transfer and you agree that 

we will have no responsibility for (or duty associated with) transferred records. If all the owners of our practice die, our 

patient records (including but not limited to your PHI) must be transferred to another healthcare provider within 90 days to 

comply with State & Federal Laws. Before we transfer records in either of these two situations, our Privacy Officer will obtain 

a Business Associate Agreement from the purchaser and review your PHI for super-confidential information (i.e. 

communicable disease records), which will not be transferred without your express written authorization (indicated by your 

initials on our Consent form). 

Inactive Patient Records 

We will retain your records for seven years from your last treatment or examination, at which point you will become an 

inactive patient in our practice and we may destroy your records at that time (but records of inactive minor patients will not 

be destroyed before the child's eighteenth birthday). We will do so only in accordance with the law (i.e. in a confidential 

manner, with a Business Associate Agreement prohibiting re-disclosure if necessary). 

Collections 

If we use or disclose your PHI for collections purposes, we will do so only in accordance with the law. 
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