
 

Crosslinks Family Practice, LLC 

3300 CENTERVILLE HWY, STE.1301 

SNELLVILLE, GA 30039 

PHONE: (678) 292-6606 

FAX: (770) 837-2849 

 

 

AUTHORIZATION TO RELEASE CROSSLINKS FAMILY PRACTICE INFORMATION 

 

 

 

 

Patient’s Name:     Date of Birth:  

Previous Name:  Social Security #:  
 
I request and authorize  Name of  Facility  
 
___________________________________Tel:_____________________Fax:_______________________   

   
To release healthcare information of the patient named above to 

 Name: CROSSLINKS FAMILY PRACTICE 

 Address: 3300 CENTERVILLE HWY, STE 1301 

 City: SNELLVILLE State: GA 
Zip 
Code: 30039 

This request and authorization applies to: 

 Healthcare information relating to the following treatment, condition, or dates:  

  

 All healthcare information 

 Other:  

 

Definition:  Sexually Transmitted Disease (STD) as defined by law, RCW 70.24 et seq., includes herpes, herpes 
simplex, human papilloma virus, wart, genital wart, condyloma, Chlamydia, non-specific urethritis, syphilis, VDRL, 
chancroid, lymphogranuloma venereuem, HIV (Human Immunodeficiency Virus), AIDS (Acquired 
Immunodeficiency Syndrome), and gonorrhea. 

 
 Yes    No I authorize the release of my STD results, HIV/AIDS testing, whether negative or 

positive, to the person(s) listed above. I understand that the person(s) listed above will 
be notified that I must give specific written permission before disclosure of these test 
results to anyone. 

 
 Yes    No I authorize the release of any records regarding drug, alcohol, or mental health 

treatment to the person(s) listed above. 

Patient Signature:  
Date 
Signed:  



 

CONFIDENTIAL PATIENT INFORMATION 

 

Thank you for choosing Crosslinks Family Practice. Please completely fill out this form to ensure the 

fastest and best healthcare service. We may ask you to look over this information from time to time to 

make sure it stays up-to-date. 

DEMOGRAPHIC INFORMATION 

Please present your Picture ID and insurance card(s) if applicable to the receptionist along with this completed form. 

Patient Name: ______________________________           Phone:____________________ 

Date of Birth ______/________/_______                      Gender_____ Male _______Female 

SS number _____-_____-_____                                         Marital Status: _________________ 

Language: _________________   Race___________________ Ethnicity _________________ 

Home address: _______________________________________________________________ 

City: __________________________ State: ___________________ Zip code: ____________ 

Email address: _______________________________________________________________ 

Emergency Contact Name: ____________________Phone# _________________________                                   

Relationship: ______________________________________ 

WORK INFORMATION 

 

Employer: _______________________________            Work #________________________ 

 

INSURANCE INFORMATION 

Primary Insurance Company: _____________________Member ID____________ 

Secondary Insurance Company ___________________Member ID ____________ 

If you are covered under the policy of a spouse, partner, parent, or guardian please provide their information 

Name: ___________________ Date of Birth: ____/____/____ SS #____-____-___ 

Address: __________________________ Home Phone: ____________________ 

 



 

PAST CROSSLINKS FAMILY PRACTICE HISTORY 

Describe any operations you have had? If applicable please provide dates: 

________________________________________________________________________________________ 

When was your last Physical Exam: _____________________ where:  _______________________________ 

Are you currently Taking Medication:   Yes or No 

Specify all Medications taken: _______________________________________________________________ 

_______________________________________________________________________________________ 

Are you allergic to any medications? Yes or  No. If yes, please specify: ______________________ 

For Females Only: Are you pregnant or think you might be pregnant: Yes or No 

What is the Date of your last menstrual period? ______________________________________ 

What is the name of the pharmacy you will use if you are given prescriptions today? Please include the telephone 

number, and address _________________________________________________________ 

Please be advised that your signature below indicates your consent for Crosslinks Family Practice’s treatment plan and also authorizes us to bill your insurance 

company if applicable on your behalf for services rendered. I hereby acknowledge that all of the above information is complete and accurate. 

Patient Name: _________________________________________   Date: ________________________ 

Patient or Guardian Signature _____________________________________ 

 

Cancer Muscular 

Dystrophy 

Rheumatic Fever Scarlet Fever Digestive 

Disorder 

Diabetes Kidney 

stones 

Chicken Pox COPD Constipation Depression Stroke GERD Diabetes 

Asthma German 

Measles 

Venereal Disease Multiple 

Sclerosis 

Tuberculosis Hepatitis Bladder or 

Kidney 

Problems 

Thyroid 

problem 

Vision or 

Eye 

Problems 

Pulmonary 

Embolism 

Kidney 

Disease 

High 

Cholesterol 

Skin 

Problems 

Osteoporosis 

Arthritis Congenital 

Anomalies 

Seizure/ 

Epilepsy 

High Blood 

Pressure 

Heart 

Trouble 

Dizziness Fibromyalgia 

Concussion Polio Sinus Trouble Backaches Numbness Anemia Hearing  

Rheumatism Neuritis Shortness of 

Breath 

Palpitations Eczema, 

Hives or 

other skin  

Serious 

illness or 

injuries 

 



 

SOCIAL HISTORY 

Occupation ________________________________  

Sexual Orientation: (Circle one)      Heterosexual    Homosexual   Bisexual  
Smoking Status: (Circle one)    Former smoker     Current every day smoker   
Current some day smoker    never smoked  
Illicit drugs: ________________________________________ 
Alcohol intake: (Circle one)     None    Occasional   Moderate Heavy   
Chewing tobacco: (Circle one)  none     1/day     2-4/day   5+/day   
 

 

FAMILY HISTORY 

1. Does anyone of your close relatives (sisters, brothers, parents, maternal grandparents, fraternal grandparents, children, 
uncles, aunts) has/had any of the following diseases? 
◾Allergies    If yes - List family member__________________________ 
◾Cancer        If yes - List family member__________________________ 
◾Diabetes    If yes - List family member__________________________ 
◾Venous thrombosis or atherosclerosis      If yes - List family member__________________________ 
◾Angina pectoris (heart related chest pain) or heart attack,  If yes - List family member________________ 
◾Stroke    If yes - List family member__________________________ 
◾Psychiatric disease    If yes - List family member__________________________ 
◾Hypertension    If yes - List family member__________________________ 
◾Thyroid problem   If yes - List family member__________________________ 
◾High Cholesterol      If yes - List family member__________________________ 
◾Diabetes        If yes - List family member__________________________ 
◾ Pulmonary Embolism If yes - List family member__________________________ 
◾Other chronic diseases _______________________  If yes - List family member___________________ 

 

2. If any of your close relatives has died, at which age and from what cause has he or she died? 

  If yes - List family member______________________             Age of death:  ______________                       

     Cause of death: __________________________________________    

 

 

Patient Name: ____________________________            DOB:___________ 

Patient’s signature: ________________________            Date: ___________ 

 

 

 

 



 

Acknowledgement of Payment Policy (Form A) 

 

I have read and understand the payment policy and agree to abide by its guidelines: 

Patient Name: __________________________________Date of Birth_____/_____/_____ 

                                    (Please print) 

Patient Signature: _______________________________Date _____/____/_____ 

Acknowledgement of receipt of information regarding 

Advance Directive, Living Wills and DNRs form (Form B) 

My signature below acknowledges that I have received and reviewed the literature provided regarding Advance Directive and Living Wills 

Patient Name: __________________________________Date of Birth_____/_____/_____ 

                                    (Please print) 

Patient Signature: _______________________________Date _____/____/_____ 

Privacy Acknowledgement (Form C) 

My signature below acknowledges that I have received the Notice of Privacy Practices and I have been provided an opportunity to review 

it. 

Patient Name: __________________________________Date of Birth_____/_____/_____ 

                                    (Please print) 

Patient Signature: _______________________________Date _____/____/_____ 

Assignment of Benefits 

 

I hereby assign to Crosslinks Family Practice any insurance or other third-party benefits available for health care services provided to me.  

I understand that Crosslinks Family Practice has the right to refuse or accept assignment of benefits. If these benefits are not assigned to 

Crosslinks Family Practice, I agree to forward to Crosslinks Family Practice, all health insurance and other third-party payments that I 

receive for services rendered to me immediately upon receipt. 

 

Print Patient Name ____________________________  Date of Birth _____/_____/___________ 

                                        (Please print) 

Patient or Guardian Signature: _________________________________Date:_______________ 



 

 

FINANCIAL RESPONSIBILITY/WAIVER FORM 

Thank you for choosing us as your primary care provider. We are committed to providing you with quality and affordable health care. 

Positive verification of your coverage cannot always be made at this time of service. You will receive services with the understanding that in 

the event your coverage is not effective or the services are not covered by your private insurance or Medicare and Medicaid, you will be 

billed and held financially responsible for these services rendered. 

 

______________________________________________________________________________________ 

Patient’s Name                                                                                                             Insurance Carrier 

 

______________________________________________________________________________________ 

Subscriber’s Name                                                                                                       Employer/Group 

 

______________________________________________________________________________________ 

Permanent Address                                                                                                     Group Policy Number 

 

______________________________________________________________________________________ 

City, State, Zip                                                                                                               Telephone Number 

 

I have read the above and understand my possible financial responsibility of services rendered and hereby 

and affix my signature as an acknowledgement of this understanding. 

 

 

Patient Name: _________________________________________   Date: ________________________ 

 

Patient or Guardian Signature _____________________________________ 

 

 

 



 

MEDICATION PRESCRIPTION POLICY 

The providers at Crosslinks Family Practice are willing to help you with your prescriptions needs, when we find it medically necessary or appropriate. 

This includes supplying needed medications for our patients. However, we have certain guidelines for refilling medications prescribed by our providers. 

1. NO PRESCRIPTIONS will be written for controlled substances without a thorough medical exam, necessary 
laboratory testing and previous medical records. 

2. We randomly test urine specimen every 90 days for narcotic drugs. 
3. It is the policy of the office that patients only receive narcotics from one treating physicians.  If you are receiving 

narcotics medications from another physician we will not prescribe these for you. 
4. If you need refills on your medications we ask that you call your pharmacy at least 5-7 days prior and inform them of 

the medications you need refilled. They will contact us with all the information we need to refill your medications. 
5. We do not refill medications after business hours or on weekends. Our physician may not have access to your medical 

records after business hours. Please make sure you contact your pharmacy before taking all of your medications to 
allow time for the refills to be processed. All refills are authorized by the physician, so we must have ample time to 
contact the physician for authorization and verification. 

6. Calls received after 3:00 pm for medications refills will not be addressed until the following business day. If you call 
the answering services after hours for medication refills, the physician on call will not be paged. An email message will 
be sent and a provider will address the request within 24 hours. 

I have read and understand the above policy on medication refills and controlled substances. 

Patient Name: _________________________________________   Date: ________________________ 

Patient or Guardian Signature: _____________________________________ 

 
 

IMPORTANT PATIENT MEMO 
 

 
At the time of visit all deductibles and copayments will be collected if subject to office visit. 
Effective May 1, 2012 kids age 6 and older will have a $2.00 copayment for sick office visit with Medicaid insurance. 
Self-pay office visit is $95.00 est. and $150.00 for new patients. 
Please be courteous and give us a 24 hour notice if you will not be able to make it to your scheduled appointment. 
There will be a $25 fee for excessive no show or same day cancellations. 
Forms start @ $35.00 and it takes 7-10 days to complete after payment is received, $65.00 for rush fee of 24-48 hours 
turn around. 
All FMLA forms are $75.00 and it takes 7-10 days to complete after payment is received. $85.00 for rush fee or 24-48 
hours turn around. 
All children must be accompanied by an adult if under the age of 18.  A parent/guardian is needed at the time of 
visit.  If not accompanied by an adult the visit will be rescheduled. 
All Secondary insurance policies should be given at the time of visit. 
If phone number, address, insurance, or pharmacy info has changed please alert us at the time of CHECK-IN. 
Please be advised that NO PRESECRIPTIONS will be written for controlled substances without a thorough 
medical exam, necessary laboratory testing and previous medical records. 

 Please be advised that we randomly test urine specimen every 90 days for narcotic drugs. 
 
Patient Name: _________________________________________   Date: ________________________ 

Patient’s signature: _____________________________________ 

 

 



 

PAYMENT POLICY   

Form A 

 Thank you for choosing us as your primary care provider. We are committed to providing you with quality 
and affordable health care. Because some of our patients have had questions regarding patient and insurance 
responsibility for services rendered, we have been advised to develop this payment policy. Please read it, ask us any 
questions you may have, and sign in the space provided. A copy will be provided to you upon request. 

1. Insurance. We participate in most insurance plans, including Medicare. If you are not insured by a plan 
we do business with, payment in full is expected at each visit. If you are insured by a plan we do 
business with but don’t have an up-to-date insurance card, payment in full for each visit is required until 
we can verify your coverage. Knowing your insurance benefits is your responsibility. Please contact your 
insurance company with any questions you may have regarding your coverage. 

2. Co-payments and deductibles. All co-payments and deductibles must be paid at the time of service. This 
arrangement is part of your contract with your insurance company. Failure on our part to collect co-
payments and deductibles from patients can be considered fraud. Please help us in upholding the law by 
paying your co-payment at each visit. 

3. Non-covered services. Please be aware that some – and perhaps all – of the services you receive may be 
non-covered or not considered reasonable or necessary by Medicare or other insurers. You must pay for 
these services in full at the time of visit. 

4. Proof of insurance. All patients must complete our patient information form before seeing the doctor. We 
must obtain a copy of your driver’s license and current valid insurance to provide proof of insurance. If 
you fail to provide us with the correct insurance information in a timely manner, you may be responsible 
for the balance of a claim. 

5. Claims submission. We will submit your claims and assist you in any way we reasonably can to help get 
your claims paid. Your insurance company may need you to supply certain information directly. It is 
your responsibility to comply with their request. Please be aware that the balance of your claim is your 
responsibility whether or not your insurance company pays your claim. Your insurance benefit is a 
contract between you and your insurance company; we are not party to that contract. 

6. Coverage changes. If your insurance changes, please notify us before your next visit so we can make the 
appropriate changes to help you receive your maximum benefits. I f your insurance company does not 
pay your claim in 45 days, the balance will automatically be billed to you. 

7. Nonpayment. If your account is over 90 days past due, you will receive a letter stating that you have 20 
days to pay your account in full. Partial payments will not be accepted unless otherwise negotiated. 
Please be aware that if a balance remains unpaid, we may refer your account to a collection agency and 
you and your immediate family members may be discharged from this practice. If this is to occur, you 
will be notified by regular and certified mail that you have 30 days to find alternative medical care. 
During that 30-day period, our physician will only be able to treat you on an emergency basis. 

8. Missed appointments. Our policy is to charge for missed appointments not canceled within a reasonable 
amount of time. These charges will be your responsibility and billed directly to you. Please help us to 
serve you better by keeping your regularly scheduled appointment. 

Our practice is committed to providing the best treatment to our patients. Our prices are representative of the 
usual and customary charges for our area. 

Thank you for understanding our payment policy. Please let us know if you have any questions or concerns. 

I have read and understand the payment policy and agree to abide by its guidelines: 

____________________________________________                            ______________________ 

Signature of patient or responsible party                                                                  Date 
 



 

 

Advance Directives and Do Not Resuscitate Orders 

FORM B 

What is an advance directive? An advance directive tells your doctor what kind of care you would like to have if you become unable to make medical 

decisions (if you are in a coma, for example). If you are admitted to the hospital, the hospital staff will probably talk to you about advance directives. 

A good advance directive describes the kind of treatment you would want depending on how sick you are. For example, the directives would describe 

what kind of care you want if you have an illness that you are unlikely to recover from, or if you are permanently unconscious. Advance directives usually 

tell your doctor that you don't want certain kinds of treatment. However, they can also say that you want a certain treatment no matter how ill you are. 

Advance directives can take many forms. Laws about advance directives are different in each state. You should be aware of the laws in your state. 

What is a living will? A living will is one type of advance directive. It is a written, legal document that describes the kind of medical treatments or life-

sustaining treatments you would want if you were seriously or terminally ill. A living will doesn't let you select someone to make decisions for you. 

What is a durable power of attorney for health care? A durable power of attorney (DPA) for health care is another kind of advance directive. A DPA 

states whom you have chosen to make health care decisions for you. It becomes active any time you are unconscious or unable to make Crosslinks 

Family Practice decisions. A DPA is generally more useful than a living will. But a DPA may not be a good choice if you don't have another person you 

trust to make these decisions for you. 

Living wills and DPAs are legal in most states. Even if these advance directives aren't officially recognized by the law in your state, they can still guide 

your loved ones and doctor if you are unable to make decisions about your medical care. Ask your doctor, lawyer or state representative about the law in 

your state. 

What is a do not resuscitate order? A do not resuscitate (DNR) order is another kind of advance directive. A DNR is a request not to have 

cardiopulmonary resuscitation (CPR) if your heart stops or if you stop breathing. Unless given other instructions, hospital staff will try to help any patient 

whose heart has stopped or who has stopped breathing. You can use an advance directive form or tell your doctor that you don't want to be 

resuscitated. Your doctor will put the DNR order in your medical Practice chart. Doctors and hospitals in all states accept DNR orders. 

Should I have an advance directive? By creating an advance directive, you are making your preferences about medical care known before you're 

faced with a serious injury or illness. This will spare your loved ones the stress of making decisions about your care while you are sick. Any person 18 

years of age or older can prepare an advance directive. 

People who are seriously or terminally ill are more likely to have an advance directive. For example, someone who has terminal cancer might write that 

she does not want to be put on a respirator if she stops breathing. This action can reduce her suffering, increase her peace of mind and increase her 

control over her death. However, even if you are in good health, you might want to consider writing an advance directive. An accident or serious illness 

can happen suddenly, and if you already have a signed advance directive, your wishes are more likely to be followed. 

 How can I write an advance directive? 

 You can write an advance directive in several ways: 

 Use a form provided by your doctor. 

 Write your wishes down by yourself. 

 Call your health department or state department on aging to get a form. 

 Call a lawyer. 

 Use a computer software package for legal documents. 
Advance directives and living wills do not have to be complicated legal documents. They can be short, simple statements about what you want done or 

not done if you can't speak for yourself. Remember, anything you write by yourself or with a computer software package should follow your state laws. 

You may also want to have what you have written reviewed by your doctor or a lawyer to make sure your directives are understood exactly as you 

intended. When you are satisfied with your directives, the orders should be notarized if possible, and copies should be given to your family and your 

doctor. 

Can I change my advance directive? 

You may change or cancel your advance directive at any time, as long as you are considered of sound mind to do so. Being of sound mind means that 

you are still able to think rationally and communicate your wishes in a clear manner. Again, your changes must be made, signed and notarized according 

to the laws in your state. Make sure that your doctor and any family members who knew about your directives are also aware that you have changed 

them. If you do not have time to put your changes in writing, you can make them known while you are in the hospital. Tell your doctor and any family or 

friends present exactly what you want to happen. Usually, wishes that are made in person will be followed in place of the ones made earlier in writing. Be 

sure your instructions are clearly understood by everyone you have told. 

Other Organizations 
AARP Advance Directive Information 
U.S. Living Wills Registry 
Written by familydoctor.org editorial staff 



 
NOTICE OF PRIVACY PRACTICES 

 

FORM C 
 

We Care About Your Privacy 
Our Pledge Regarding your medical Information: 
The privacy of your medical information is important to us. We understand that your medical information is personal and we are 
committed to protecting it. We create a record of the care and services you receive at our organization. We need this record to provide 
you with quality care and to comply with certain legal requirements. This notice will tell you about the ways we may use and share 
medical information about you. We also describe your rights and certain duties we have regarding the use and disclosure of medical 
information. 

Our Legal Duty 
Law Requires Us to: 

1.    Keep your medical information private. 
2.    Give you this notice describing our 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 our privacy practices and the terms of this notice at any time, provided that the changes are permitted by law. 
2.  Make changes in our privacy practices and the new terms of our notice effective for all medical information that we keep, including 

information previously created or received before the changes. 

Notice to Change to Privacy Practices: 

1. Before we make an important change in our privacy practices, we will change this notice and make the new notice available upon request.  
Use and Disclosure of Your Medical Information 
The following section describes different ways that we use and disclose medical information. Not every use or disclosure will be listed. 
However, we have listed all the different ways we are permitted to use and disclose 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 us. 

For Treatment: 
We use your medical information about you to provide you with medical treatment or services. We may disclose medical information 
about you to doctors, nurses, technicians, medical students, or other people who are taking care of you. We may also share medical 
information about you to your other health care providers to assist them in treating you. 

For Payment: 
We may use and disclose your medical information for payment purposes. A bill may be sent to you or a third-party payer. The 
information on or accompanying the bill may include your medical information. 

For Health Care Operations: 
We may use and disclose your medical information for our health care operations. This might include measuring and improving quality, 
evaluating the performance of employees, conducting training programs, and getting the accreditation, certificates, licenses and 
credentials we need to serve you. 

Additional Uses and Disclosures: 
In addition to using and disclosing your medical information for treatment, payment, and health care operations, we may use and 
disclose medical information for the following: 

 Facility Directory:  3300 Centerville Hwy, Ste 1301, Snellville, GA 30078, Tel: 676-292-6606, Fax: 770-837-2849  

Unless you notify us that you object, the following medical information about you will be placed in our facility directories: your name; 
your location in our facility; your condition described in general terms; your religious affiliation, if any. We may disclose this information 
to members of the clergy or, except for your religious affiliation, to others who contact us and ask for information about you by name. 

Notification: 
We may use and disclose medical information to notify or help notify: a family member, your personal representative or another person 
responsible for your care. We will share information about your location, general condition, or death. If you are present, we will get your 
permission if possible before we share, or give you the opportunity to refuse permission. In case of emergency, and if you are not able 
to give or refuse permission, we will share only health information that is directly necessary for your health care, according to our 
professional judgment. We will also use our professional judgment to make decisions in your best interest about allowing someone to 
pick up medicine, medical supplies, x-ray or medical information about you. 

Disaster Relief: 
We may share medical information with a public or private organization or person who can legally assist in disaster relief efforts.  

 
Fundraising: 
We may provide medical information to one of our affiliated fundraising foundations to contact you for fundraising purposes. We will limit 
our use and sharing to information that describes you in general, not personal, terms and the dates of your health care. In any 
fundraising materials, we will provide you a description of how you may choose not to receive future fundraising communications. 

 
 
 
 



 
Research in Limited Circumstances: 
We may use medical information for research purposes in limited circumstances where the research has been approved by a review 
board that has reviewed the research proposal and established protocols to ensure the privacy of medical information. 

Funeral Director, Corner, Medical Examiner:  
To help them carry out their duties, we may share the medical information of a person who has died with a coroner, medical examiner, funeral director, 
or an organ procurement organization. 

Specialized Government Functions: 
Subject to certain requirements, we may disclose or use health information for military personnel and veterans, for national security and intelligence 
activities, for protective services for the President and others, for medical suitability determinations for the Department of State, for correctional 
situations, and other law enforcement custodial situations, and for government programs providing public benefits.  

Court Orders and Judicial and Administrative Proceedings: 
We may disclose medical information in response to a court or administrative order, subpoena, discovery request, or other lawful process, under certain 
circumstances. Under limited circumstances, such as a court order, warrant, or grand jury subpoena, we may share your medical information with law 
enforcement officials. We may share limited information with a law enforcement official concerning the medical information of a suspect, fugitive, material 
witness, crime victim or missing person. We may share the medical information of an inmate or other person in lawful custody with a law enforcement 
official or correctional institution under certain circumstances. 

Public Health Activities: 

As required by law, we may disclose your medical information to public health or legal authorities charged with preventing or controlling disease, injury or 
disability, including child abuse or neglect. We may also disclose your medical information to persons subject to jurisdiction of the Food and Drug 
Administration for purposes of reporting adverse events associated with product defects or problems, to enable product recalls, repairs or replacements, 
to track products, or to conduct activities required by the Food and Drug Administration. We may also, when we are authorized by law to do so, notify a 
person who may have been exposed to a communicable disease or otherwise be at risk of contracting or spreading a disease or condition. 

Victims of Abuse, Neglect, or Domestic Violence: 
We may use and disclose medical information to appropriate authorities if we reasonably believe that you are a possible victim of abuse, neglect, or 
domestic violence or the possible victim of other crimes. We may share your medical information if it is necessary to prevent a serious threat to your 
health or safety or the health or safety of others. We may share medical information if it is necessary to prevent a serious threat to your health or safety 
of others. We may share medical information when necessary to help law enforcement officials capture a person who has admitted to being of a crime or 
has escaped from legal custody. 

Workers Compensation: 
We may disclose health information when authorized or necessary to comply with laws relating to workers compensation or other similar programs. 
Health Oversight Activities: 
We may disclose medical information to an agency providing health oversight for oversight activities authorized by law, including audits, civil, 
administrative, or criminal investigations or proceedings, inspections, licensure or disciplinary actions, or other authorized activities. 

Law Enforcement: 
Under certain circumstances, we may disclose health information to law enforcement officials. These circumstances include reporting required by certain 
laws (such as the reporting of certain types of wounds), pursuant to certain subpoenas or court orders, reporting limited information concerning 
identification and location at the request of a law enforcement official, reports regarding suspected victims of crimes at the request of a law enforcement 
official, reporting death, crimes on our premises, and crimes in emergencies. 

Appointment Reminders: 
We may use and disclose medical information for purposes of sending you appointment postcards or otherwise reminding you of your appointments. 

Alternative and Additional Medical Services: 

We may use and disclose medical information to furnish you with information about health-related benefits and services that may be of interest to you, 
and to describe or recommend treatment alternatives.  

Your Individual Rights 
You Have a Right to: 
1. Look at or get copies of certain parts of your medical information. You may request that we provide copies in a format other than photocopies. We will 
use the format you request unless it is not practical for us to do so. You must make your request in writing. You may ask the receptionist for the form 
needed to request access. There may be charges for copying and for postage if you want the copies mailed to you. Ask the receptionist about our fee 
structure. 
2. Receive a list of all the times we or our business associates shared your medical information for purposes other than treatment, payment, and health 
care operations and other specified exceptions. 
3. Request that we place additional restrictions on our use or disclosure of your medical information. We are 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). 
4. Request that we communicate with you about your medical information by different means or to different locations. Your request that we communicate 
your medical information to you by different means or at different locations must be made in writing to our Privacy Officer. 
5. Request that we change certain parts of your medical information. We may deny your request if we did not create the information you want changed 
or for certain other reasons. If we deny your request, we 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. If we accept your request to change the information, we will make reasonable efforts to tell 
others, including people you name, of the change and to include the changes in any future sharing of that information. 
6. If you wish to receive a paper copy of this privacy notice, then you have the right to obtain a paper copy by making a request in writing to our Privacy 
Officer. 

Questions and Complaints 
If you have any questions about this notice, please ask the receptionist to speak with our 
Privacy Officer. Mrs. Alicia Ash If you think that we may have violated your privacy rights you may speak to our Privacy 
 
 
Office and submit a written complaint. To take either action, please inform the receptionist that you wish to contact the Privacy Officer or request a 
complaint form. You may submit a written complain to the U.S. Department of Health and Human Services; we will provide you with the address to file 
your complaint. We will not retaliate in any way if you choose to file a complaint. 
 


