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HIPAA PATIENT CONSENT
                                             NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.


OUR PLEDGE REGARDING MEDICAL INFORMATION
The privacy of your medical information is important to I GET YOU and we are committed to protecting it. We create a record of the care and services you receive during your visits.  We need this record to provide you with quality care and to comply with certain legal requirements.  
OUR LEGAL DUTY
Law requires us to:
1. Keep your medical information private.
2. Give you this notice describing my legal duties, privacy practices, and your rights regarding your medical information.
3. Follow the terms of the current notice.
We Have the Right to:
1. Change privacy practices and the terms of this notice at any time, provided that the changes are permitted by law.
2. Make the changes to privacy practices and the new terms of the notice effective for all medical information that I keep, including information previously created or received before the changes.
NOTICE OF CHANGE TO PRIVACY PRACTICES:
1. Before we make an important change in Privacy Practices, we will change this notice and make the new notice available upon request.  



 				YOUR INDIVIDUAL RIGHTS

1. You may look at or get copies of certain parts of your medical information.  You must make your request in writing.
2. Request that additional restrictions be put on the use or disclosure of your medical information.  This practice is not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in the case of an emergency).
3. Request that we communicate with you about your medical information by different means or to different locations.  Your request must be made in writing to: admin@igetyou.net
4. Request that a change (s) be made to certain parts of your medical information: This request may be denied if this practice did not create the information requested for change or if the request does not meet legal, ethical standards.  If your request is denied, this practice will provide you with a written explanation. You may respond with a statement of disagreement that will be added to the information you wanted changed.


 			USE AND DISCLOSURE OF YOUR MEDICAL INFORMATION
We will not use or disclose your medical information for any purpose not listed below, without your specific written authorization.  Any specific written authorization you provide may be revoked at any time by writing to admin@igetyou.net
The patient’s medical information may be disclosed to appropriate authorities if it is reasonably believed that there is a serious threat to your health or safety or to the health or safety of others.
You consent to the disclosure of protected health information about you for payment and healthcare operations:
A bill may be sent to you.  The information on or accompanying the bill may include your medical information.  You have the right to revoke the Consent, in writing signed by you.  However, such a revocation shall not affect any disclosures that this office has already made in reliance on your prior consent.  The practice provides this form to comply with the Health Insurance Portability and Accountability Act of 1996 (HIPAA).
The patient understands that: Protected Health Information may be disclosed or used for payment, or health care operations. The patient has read the Notice of Privacy contained in this document and Your Individual Rights.  The patient reserves the right to restrict the use of their information as listed under Disclosure of your Medical Information, but the Practice does not have to agree to those restrictions.  The patient may revoke this consent in writing at any time, and all future disclosures will then cease.  The practice may condition receipt of treatment upon execution of the Consent. Unless sooner revoked, this authorization expires 90 days after termination of treatment.

If you have any questions about this notice or if you think that the practice may have violated your privacy rights please contact the practice:  admin@igetyou.net  You may also submit a written complaint to the U.S. Department of Health and Human Services.  The practice will not retaliate in any way if you choose to file a complaint.


Signature of guardian or patient:
Person signing printed relation and name:
Date of signature:
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