HOPPENSTEADT PHYSIOTHERAPY, LLC
PROVIDER 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.

Uses and Disclosures:  We use health information about you for treatment and healthcare operations.  Continuity of care is part of treatment and your records may be shared with other providers to whom you are referred.  Information may be shared by paper mail, electronic mail, fax, or other methods.  Hoppensteadt Physiotherapy will hold privacy to the highest standards in all aspects of your care.
Your rights:  In most cases, you have the right to look at or get a copy of health information about you.  You have the right to choose your own Physical Therapist.  You also have the right to receive a list of certain types of disclosures of your information that we made.  If you believe that information in you record is incorrect, you have the right to request that we correct the existing information.

Our legal duty:  We are required by law to protect the privacy of your information, provide this notice about our information practices, follow the information practices that are described in this notice, and seek your acknowledgement of receipt of this notice.  If we make a significant change in our policies, we will change our notice and give you a copy of the new notice.  We do not accept any insurance including Medicare.  By law, we are unable to provide Medicare patients with medically necessary care, but can provide prevention and wellness care.
You may also request a copy of this notice at any time.

Complaints:  If you are concerned that we have violated your privacy rights, or you disagree with a decision I made about access to your records, you may contact me, Kate Hoppensteadt at 8287023753.  You also may send a written complaint to the U.S. Department of Health and Human Services.
------------------------------------------------------------------------------------------------------------

Acknowledgement of receipt of Notice of Privacy Practices:

Please sign your name and print your name and date on this acknowledgement form.

Patient Signature:  ________________________________________Date:  ___________

Printed Name:  ___________________________________________

Patient Representative/Legal Guardian, if applicable:  ____________________________
