
USE AND DISCLOSURE OF PHI WITHOUT CONSENT 

 

The Mt. Morris Fire District is permitted, under Federal Law, to 

make the following uses or disclosures of your PHI without your 

authorization. 

This notice applies to information and records we have about your 
health, health status, and health care and services you received from 

the Mt Morris Fire District. 

 

HOW WE MAY USE AND DISCLOSE PHI ABOUT YOU 

 

Treatment  We may use your PHI to provide you with medical  
treatment.  For example, we may disclose your PHI to doctors, nurs-

es, technicians, medical students, or other health care providers or 

personnel who are involved in taking care of you. 

 

Payment  We may use and disclose PHI to bill and collect payment 

for the treatment and services you receive from us.  For example, we 
need to provide your health plan or insurance company with  

information about a treatment or service we performed for you. 

 

Health Care Operations  We may use and disclose PHI in the 

course of performing activities called “health care operations”.  For 

example, we may use your PHI to perform business management and 
general administrative activities, including managing our activities 

related to complying with HIPAA Privacy Rule. 

 

Treatment Alternatives  We may tell you about or recommend  

possible treatment options or alternatives that may be of interest to 

you. 

 

Required by Law  We may use and disclose PHI as required by 

federal, state, or local law, as long as any disclosure  complies with 
the law and is limited to requirements of the law.   

 

Public Health Activities  We may use and disclose PHI to public 
health authorities or other persons authorized to carry certain  

activities related to public health, such as to report disease, injury, 
birth, or death, or to report child or elderly abuse or neglect, or to 

notify, a person who may be exposed to a communicable disease in 

order to control the spread of the disease. 

 

Abuse, Neglect, or  Domestic Violence  We may disclose PHI in 

certain cases to proper government authorities if we reasonably  
believe that a patient has been a victim of domestic violence, neglect, 

or abuse.   

 

Health Oversight Activities  We may disclose PHI to a health  

oversight agency in connection with audits, investigations,  

inspections, and other activities it undertakes to monitor the health 
care system, government, health care programs and compliance with 

certain laws. 

 

Lawsuits and Other Legal Proceedings  We may use and disclose 

PHI when required by a court or administrative tribunal.   

 

Law Enforcement  Under certain conditions, we may disclose PHI 

to law enforcement officials for the purpose of reporting or  

investigating criminal activities. 
 

Coroners, Medical Examiners, Funeral Directors  Under certain 

conditions we may disclose PHI to any of the above professionals for 

the purpose of investigations of your case. 

 

Organ and Tissue Donation  Under certain circumstances, we may 

use or disclose PHI in order to facilitate an organ, eye or tissue  
donation, and transplantation 
 

Research  With permission from an Institutional Review Board, we  
may be permitted to use and disclose your PHI for research purposes.  

We may also discuss limited portions of your PHI, if we receive  

written assurances that the receipt will safeguard the information. 

 

To Avert Serious Threat to Health or Safety  We may use or  

disclose PHI about you in limited circumstances when necessary to 
prevent a threat to the health and/or safety of a person or the public. 

 

Specialized Government Functions  We are permitted to disclose 
PHI for certain military and veteran activities, for national security 

and intelligence activities, for health or safety of people in  

correctional institutions, and for certain public benefit programs. 

 

Disclosures Required by HIPAA Privacy Rule  We are required to 

disclose PHI to the Secretary of the United States Department of 
Health and Human Services when requested by the Secretary to  

review our compliance. 

 

Workers Compensation  We may disclose PHI as authorized by 

workers compensation laws or other similar programs that provide 

benefits for work-related injures. 

 

Individuals Involved In Your Care or Payment  We may disclose 

PHI to people involved in your care or payment for your care if we 
have a verbal agreement, or if you have the opportunity to object but 

do not.  If you are not present or unable to consent  or object, we may 

exercise professional judgment in determining if disclosures of PHI is 
in your best interests. 

 

All other uses and disclosures of PHI about you, that are not 

mentioned above, may only be made with your written authoriza-

tion. 

Send Payment to: 

Mt. Morris Fire Protection District 

C/O Paramedic Billing Services 

P.O. Box 6253 

Carol Stream, IL 60197-6253 

 

Questions Concerning Billing Please Call 

1(877)530-2988 



- RECEIPT - 

NOTICE OF PRIVACY PRACTICES and 

BILLING AUTHORIZATION & 

REPONSIBILITY OF PAYMENT 

I acknowledge that I am legally responsible for the ambulance service 

provided to me. I authorize any holder of medical information about me, 

or other relevant documentation be released to Medicare and/or other 

insurance carriers for the purposes of treatment, payment or healthcare 

operations including to call me, my insurance carrier or other third par-

ty. I request payment of authorized Medicare benefits and/or other insur-

ance benefits be made on my behalf to the Mt. Morris Fire Protection 

District for any ambulance services and supplies furnished to me by the 

Mt. Morris Fire Protection District for the past, present or in the future. I 

also acknowledge that I have been provided with a copy of the Mt. 

Morris Fire Protection District’s Notice of Privacy Practices on the 

below noted date.  

Transport Date__________________ 

                                                            MM / DD / YEAR      

 

______________________________________________ 
Printed Name of Patient 
 

______________________________________________ 
Mailing Address 
 

______________________________________________
City, State, Zip Code 
 
 

 

 

UNDER THE HIPAA PRIVACY RULE 

YOU HAVE THE FOLLOWING RIGHTS 

 

Right to Request Restrictions  You have the right to request  

additional restrictions on certain uses and disclosures of your PHI, 

but we are not required to agree with your request. 

 

Right To Receive Confidential Communications  You have the 

right to receive communications regarding PHI in a reasonable  
alternatives manner or location.  You must make your request in 

writing to our Privacy Officer. 

 

Right to Inspect and Copy  You have the right to inspect and  

receive a copy of your health information, such as medical and  

billing records.  You must submit a written request to our Privacy 
Officer in order to inspect and/or copy your health information.  If 

you request a copy of the information, we may charge a $10.00 fee. 

 

Right to Amend  If you feel health information about you is  

incorrect or incomplete, you have the right to request that we amend 

it by submitting your request in writing to our Privacy Officer. 

 

Right To Accounting of Disclosures  You have the right to request 

an “accounting” of certain disclosures that we have made about 
your PHI be submitting your request in writing to our Privacy  

Officer. 

 

Right to a Paper Copy of this Notice  You have the right to  

receive a paper copy of this notice at any time, even if you have 

previously agreed to receive this notice electronically.  To obtain a 
paper copy of this notice, please contact our Privacy Officer. 

 

Complaints 

If you believe your privacy rights have been violated, you may file a 

complaint with us or the Secretary of the United States Department 

of Public Health and Human Services.  To file a complaint with us, 
please contact our Privacy Officer at the address and number listed 

in this document.  We will not retaliate or take action against you 
for filing a complaint.  All complaints must be submitted in writing. 

If you have any questions or if you wish to file a complaint or  

exercise any rights listed in this notice, please contact: 
 

 

 
The Privacy Officer 

Mt. Morris Fire Protection District 

15 E. Center St 
Mt Morris, IL 61054 

 

Send Payment to: 

Mt. Morris Fire Protection District 

C/O Paramedic Billing Services 

P.O. Box 6253 

Carol Stream, IL 60197-6253 

 

Questions Concerning Billing Please Call 

1(877)530-2988 
 

 

 

 

“HIPAA” Health Insurance Portability and Accounting Act 

“PHI” Protected Health Information  

NOTICE OF PRIVACY PRACTICES  

REGARDING AMBULANCE SERVICE  

ACCORDING TO THE  HEALTH  

INSURANCE PORTABILITY AND  

ACCOUNTABILITY ACT 

UPDATED DATE - MARCH 8, 2022 

 

THIS NOTICE DESCRIBES HOW MEDICAL 

INFORMATION ABOUT YOU MAY BE USED 

AND DISCLOSED AND HOW YOU CAN GET 

ACCESS TO THIS INFORMATION 

 

 

 

 

 

If you have any questions about this notice, please contact The 

Privacy Officer, Mt. Morris Fire Protection District, 

15 E. Center St, Mt. Morris, IL 61054 - (815)734-4322 

 

The Mt. Morris Fire District is required, by law, to maintain the 

privacy of protected health information (PHI) and to  

Provide you with this notice of our legal duties and privacy 

practices with respect to your PHI.  All Mt. Morris Fire  

District employees, staff, and other office personnel are  

required to abide by the terms of the notice.  We reserve the 

right to make changes to this notice, and any changes will apply 

to any PHI that is already in our possession.  If and when this 

notice changes, we will post a copy of the changes notice in our 

office in a prominent location and provide you with a copy upon 

request. 

 

The Mt. Morris Fire District may use PHI for the purpose of 

treatment, payment, other health care operations and in some 

special situations. 

Signature of Patient or Patient Representative 
 

______________________________________________
Relationship To Patient 
 

______________________________________________ 
Patient Unable To Sign Because: 

 

*My signature is not an acceptance of financial  

responsibility for the services rendered to this patient. 

PLEASE REVIEW CAREFULLY 

Signature of Receiving Facility Representative* 

 

______________________________________________ 
Printed Name of Representative 
 

______________________________________________ 
Title of Representative  
 

______________________________________________ 
Patient Unable To Sign Because: 


