Notice of Privacy Practices 
Lumina Medical
Notice of Privacy Practices
Effective Date: ____________
This notice describes how your medical information may be used and disclosed, and how you can access this information. Please review it carefully.
Our Commitment to Your Privacy
At Lumina Medical, we understand that your health information is personal and confidential. We are committed to protecting your medical information and complying with the Health Insurance Portability and Accountability Act (HIPAA).
How We May Use and Share Your Health Information
We may use and share your health information to:
· Provide medical treatment: We may share information with other healthcare professionals involved in your care.
· Bill for services: We may use your information to bill you or your insurance provider.
· Run our clinic operations: We use information to improve quality, coordinate care, and manage administrative needs.
· Communicate with you: We may contact you with appointment reminders, lab results, or treatment options.
· Comply with the law: We may disclose information when required by federal or state law (e.g., public health reporting, law enforcement, court orders).
Your Rights Regarding Your Health Information
You have the right to:
· View and get a copy of your medical record.
· Request corrections to your health information.
· Receive a ist of disclosures (who we’ve shared your information with for non-treatment, non-payment purposes).
· Request confidential communication (e.g., contact you at a different phone number or address).
· Request limits on how we use or share your information. We will try to accommodate reasonable requests but are not required to agree to all limitations.
· Get a copy of this notice at any time upon request.

Your Choices
You can tell us your preferences about:
· Sharing your information with family or friends involved in your care.
· Including your information in a patient directory (if applicable).
· Sending appointment reminders or marketing messages (with proper consent).

Our Responsibilities
· We are required by law to maintain the privacy and security of your health information.
· We will notify you in the event of a breach of your unsecured health information.
· We must follow the duties and privacy practices described in this notice and give you a copy upon request.
· We will not use or share your information other than as described here unless you authorize us in writing. You may revoke your authorization at any time.

Changes to This Notice
We reserve the right to change this notice and apply those changes to information we already have. A current version will always be posted in our office and on our website at www.LuminaMedical.com.

Complaints or Questions
If you have questions or believe your privacy rights have been violated, you may contact us directly:
Lumina Medical
6541 Preston Rd, Ste 200
Plano, TX 75024
Phone: (214) 267-9109
Email: info@luminamedical.com
You may also file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights. Filing a complaint will not affect your care or treatment.

Let me know if you’d like this in a branded PDF or a printable version with a patient acknowledgment signature line for your intake forms.


Consent Guidelines
Policies: 
· Through this form, I understand that I am asking for medical care and treatment at this facility and agree to accept these services which may result in a medical diagnosis, procedures to treat my condition, and routine medical care. I understand that these services will be provided to me by physicians, nurse practioners, physican assistants, and other health care providers.
· As a patient, I have the right to be informed about my condition, the recommended medical, surgical, or diagnostic procedures that I will undergo, and any risks or hazards involved in the process. This is so that I may make an informed decision about whether or not I want to follow through with the suggested treatment or procedure.
· I understand that I have the right to discuss all medical treatments with my physician at any point.
Purpose:
· This general consent form provides this facility with my agreement and permission to perform any reasonable and necessary medical examinations, evaluations, or treatments for any medical conditions identified or discussed.
Patient Withdrawal of Agreement:
· I understand that my agreement to accept any examinations, evaluations, or treatments will remain in effect unless I refuse the services or ask for it to be revoked. I have the right to refuse any procedure or treatment.

