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Date Rec/Entered: ___ /

= Patlent R@lgratlon Staff Initials: _
PATIENT INFORMATION
Last Name First Name MI DOB SSH
Street Address City State Zip County
CONTACT INFORMATION
PrimaryPhone: () - ~  OHm OCdl Employer: Employer phone no:
SecondaryPhone: () - OHmOCel

BACHC may contact mefor clinical/appointment reminders Email:
by using the following methods (check all that apply):

0O Emaill 0 HomeO Cell O Text (Standard data/messaging rates may apply)

Referred to clinic by (please check one) O Dr O Insurance Plan O Hospital O Family O Friend O Outreach 0 Social Media 00 Other:

PATIENT DEMOGRAPHICS

Primary L anguage Spoken Race (Check all that apply) Ethnicity
OEnglish O Spanish OOther: O Asian O Black/African American O White Central American Indian O Hispanic/
Would vou like an inter oreter? O American Indian/Native Alaskan O Pacific Islander O NativeHawaiian Latino
éYesD NO P ’ O More than one race O Non-Hispanic/
O Other: Latino
Gender | dentity: Sexual Orientation: Marital Student Employment
Do you think of yourself as; Do you think of yourself as: Status O Full-Time | Status
O Male O Straight or heterosexual O Single O Part- O Full-Time
O Female O Lesbian, gay, or homosexual O Married Time O PartTime
O Female-to-Male/Transgender Male O Bisexual ODivorced | O Nota O Not Employed
O Male-to-Female/Transgender Female O Something else O Widowed | student O Retired
O Other O Don't know
O Choose not to disclose 0 Choose not to disclose
Housing Status. AreYou Homeless? YES NO Gross Household | ncome: Military Migratory or
If homeless, areyou: $ 0 Monthly D Annually Veteran? Seasonal Agricul-
Doubling Up (living with others) O ;\fles tﬂ";aésworker?
- o
Shelter  Sireet  Transitional  Unknown # Adults& Children (Under 18) In Household: N 5 No
GUARANTOR (Person to Be Billed, Check here if same as patient D)
Last Name First Name MI DOB SSH
Street Address City State Zip HomePhone Cell Phone
MEDICAL INSURANCE
Insurance Company Policy Holder Name Relationship to patient DOB M/F Employer Zip Code
1
Insurance Company Policy Holder Name Relationship to patient DOB M/F Employer Zip Code
2.

PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE

Assignment of I nsurance Benefits, Release of | nformation and Authorization of Treatment.

| the undersigned authorize my insurance benefitsto be paid directly to the provider of Bartz Altadonna Community Health Center for services render. |

understand that | am ultimately financialy responsible for any ba ance duefor approved and covered charges not paid by i

nsurance. | hereby authorize

BACHC to release all information necessary to secure the payment of insurance benefits. | authorize the use of this Sgnature on all my insurance clam

submissions. | understand that payment is expected at the time services are rendered. A copy of thisisasvalid as the origi

Patient/Guardian Signature; Date:

Relationship to Patient:

nd.
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HIPAA Authorization Form Staff Initials:

Bartz Altadonna Community Health Center (BACHC) has taken measures to protect all of our patients' private medical information.
BACHC will not release any information to anyone unless you have provided the requested information below. These would be

people other than what is covered in our Notice of Privacy Practices.

Your protected health information will be used by BACHC or disclosed to others for the purpose of treatment, obtaining payment,
or supporting the day-to-day health care operations of the practice. Please review the Notice of Privacy Practices for a more complete
description of how your protected health information may be used or disclosed. You may review the notice and request a copy of
the Notice of Privacy Practices for your own records. See the Client Services Representative to receive a copy.

You may request a restriction on the use or disclosure of your protected health information. BACHC may or may not agree to restrict
the use or disclosure of your protected health information. If BACHC agrees to your request, the restriction will be binding on the
practice. Use or disclosure of protected information in violation of an agreed upon restriction will be a violation of the Federal Pri-

vacy Standards.

You may revoke this consent to the use and disclosure of your protected health information. You must revoke consent in writing.
Any use or disclosure that has already occurred prior to the date on which your revocation of consent is received will not be affect-

ed.

Please see Client Services Representative with any questions prior to signing this authorization form.

PERSONS AUTHORIZED TO OBTAIN MEDICAL INFORMATION

Patient Name: If patient under 18 or has guardian, name of guardian:

I give permission to Barta Altadonna Community Health Center to disclose health and/or billing
information to the individuals identified below that are involved in patient care or payment of care. | understand
BACHC is not responsible for the information provided as long as it is given to a person that | have listed below.

Date of Birth must be provided so that our office can verify that we are speaking to the correct person.

Name Relationship Phone DOB

Name Relationship Phone DOB

PATIENT CONSENT AND ACKNOWLEDGEMENT

| have reviewed this consent form & give my permission to BACHC to Use & Disclose my health information in accordance of the
Federal Privacy Standards.

| understand that, under HIPAA laws, | have certain rights to privacy regarding my protected information. | understand that this
information can and will be used for: Treatment, Payment, and Healthcare Operations. | have received, read and understood your
Notice of Privacy Practices containing more complete description of the uses and disclosures of my health information. | under-
stand that Bartz Altadonna CHC has the right to change its Notice of Privacy Practice from time to time and that | may contact
them at any time to receive a current copy.

Patient/Guardian Signature: Date:

Relationship to patient:
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Consents and Acknowledgements

In order for you to become a patient, we need your consent to provide you with care. Weal so need you to acknowl edge that we have provided you with
certainimportant information and documents. If you have any questions about any of thisinformation or need hel p compl eting thisform, please do not
hesitateto ask amember of our staff. It isimportant to usthat you feel comfortable with all of thisinformation. By signing, you areindicating that you
understand theinformation, have been given achanceto ask questions, and are giving your consent.

GENERAL CONSENT TO TREAT

| voluntarily agreeto receive services from BACHC and authorize the providers of BACHC to provide such care, trestment, or servicesas are considered
necessary and advisablefor me. | understand that | should participatein the planning for my care and that | have aright to refuse interventions, trestment,
care, services or medications a any timeto the extent the law alows. | know that the care | will receive may include tests, injections, and other medications,
etc., that are based on established medicd criteria, but not free of risk. Findly, | know that BACHC sometimes has students'residents being trained as
doctors, nurses, therapists and other hedlth care providers who might be hel ping to care for me. These students are under the supervision of licensed
providers.

| understand that BACHC iscommitted to involving mein my care and that no one can be given careat BACHC without agreeing to the care unlessthere
is an emergency. If thereis an emergency, | know that someone at BACHC may help me without waiting for me to say okay. | understand that some
services require meto sign another Informed Consent to Treatment, so | may be asked to compl ete that | ater.

NOTICE OF PRIVACY PRACTICE

| have been given a copy of BACHC's Notice of Privacy Practices and | understand that BACHC iis required by law to protect my persond hedlth
information. | have had the chance to ask questions about BACHC' s Notice of Privacy Practices and feel comfortable with the protectionsthat it offersme. |
understand that there are times when the law dlowsmy persona heelth information to be shared with individuas or entities outside of BACHC, including but
not limited to for trestment, payment and operations purposes, when required by law, and in connection with the mandatory reporting of certain diseases.

INTEGRATED MODEL OF CARE
BACHC offersawide variety of servicestoitsclients. | understand that in order for meto get the best service for my needs, programs within
BACHC may shareinformation concerning my health to ensure the quality and continuity of my careacross serviceareas.

HEALTH INFORMATION EXCHANGE

| understand that BACHC partici patesin certai n healthinformati on exchangeswith other hospital sand heal th centerslocated inthe Antelope Valley ad
suroundingareas. Y our healthinformation may be shared with these exchangesto providefaster access, better coordination of care, and to assist providers
and public health officia sin making moreinformed decisions. Please notify BACHC if you wish to “opt-out” and disable accessto your health
information, except tothe extent that disclosure of suchinformationis permitted or mandated by law.

PATIENT RIGHTS AND RESPONSIBILITIES

| have been givenacopy of the BACHC Patient Rights and Responsibilities document and understand that both the Rightsand the Responsibilities
laid out in that document must govern my interactionsat BACHC. | also understand that BACHC and | areresponsible for adheringto the Rights
and Responsibilities. | understandthat | havearight tofileacomplaint or grievancewith BACHC, asdescribedin BACHC' sPatient Handbook. The
Patient Handbook contal nsinformation about being a patient at BACHC, including servicesthat BACHC offers, hours of operation, and contact
informationfor services.

RELEASE OF INFORMATION FOR BILLING AND CONSENT TO REIMBURSE

I know that BACHC needsto send parts of my personal healthinformation to organizationsthat hel p pay for my care, such asmy insurance
company or an organization that grants money to BACHC. | dlow BACHC to releasethe relevant parts of my records so that my care can be paid
for. If | do not feel comfortablewith this, then | understand that | canrequest ahigher level of privacy protectionthanis afforded to meunder the
Health Insurance Portability and Accountability Act (HIPAA).

ACKNOWLEDGMENT OF DUTY TO REIMBURSE BACHC FOR HEALTH CARE SERVICES

| understand that BACHC offersa Sliding Fee Scale of discounted or free health care items and services to individuas who are deemed unable to pay
based on their level of income. In order to be eigible for BACHC' s Sliding Fee Scale of discounted or free services, | will need to provide BACHC's
Client Servicesteam with documents establishing that | meetincomeeligibility requirements. If | do not providetherequired documents to BACHC, |
am responsible for paying my fees for medical and behavioral health a BACHC in full at the time of service

By signing my namebeow, | am acknowledging that | haveread, and fully understand, each of the separate par agraphs set forth above.

Signature: Date:
Printed Name: P
(If other than patient, print relationship) Date of Birth:
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Patient Acknowledgement
of Financial Obligation

Bartz-Altadonna Community Heelth Center (“BACHC”) isaFederally Qualified Health Center that i s subject to Section 330 of the Public Health Service
Act. Section 330 specifiesthat Health Centersmust assurethat no patient will be denied services dueto their inability to pay for such services. It so
reguires Heal th Centersto adopt written policiesand proceduresto maximize collections and reimbursement for their costsin providing health services.

| UNDERSTAND THAT | AM RESPONSIBLE FOR:
« Contributing tothe cost of my care and trestment asmy heal thinsurance coverage requires and based on my ability to pay;
* Providing BACHCwith theinformation it needsto receive rei mbursement for thetreatment or servicesit providestome;

 Requesting consideration for discounted feesunder BACHC' s Sliding Fee Sca e based onmy level of income, and providing documentationto
support eligibility for discounted feesthat may be requested by BACHC' sRegistration and Benefitsteam,;

 Assistingthe Registration and Benefits team with any application for insurance or public benefitsthat | may beentitledto;

» Payingmy co-payment (if applicable) when | check-in for my appointment and paying my deductible or any other feesthat may be owed at the
conclusion of themedical visit;

e Payingmy feesfor medica and behaviord heath received at BACHC infull at thetimeof service, either upon check-in or at check-out asrequested
by BACHCIf | have been deemed a self-pay patient based onthefact that | haveinsurance coveragethat BACHC doesnot accept but have elected to
remainincarea BACHC.

Signature: Date:
Printed Name: .
(If other than patient, print relationship) Date of Birth:
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Authorization to Release Health Information

Patient Name: ‘ Date of Birth:

Address:

Phone Number: ‘ Email:

Date of Request:
| AUTHORIZE BACHC TO RELEASE O | AUTHORIZE BACHC TO OBTAINHEALTH INFORMATION
HEALTH INFORMATION TO Antelope Valey areahospitals, FROM : Antelope Valley areahospitals, including Antelope Valley Hospital,
including Antelope Valley Hospital, Palmdale Regiona Medical Center, Palmdale Regional Medical Center, Previous Primary Care provider (if applicable),
Specialty Care Provider(s) Speciaty Care Provider(s)

Purposefor thisrequest: O Transfer of Care H Verification of Status = Persona M School B Lega O other:

O | authorizeBartz Altadonna CHC to obtain recordsrelatingtomy hospitalization, including but not limited to, hospital dischar ge
summaries, radiology reports, pathology reportsand medical recordsrelevant tomy hospitalization. AND/OR

O | authorize Bartz Altadonna CHC to disclose my medical records, includingthemedical recor dsspecifically designated in the blocks below,
in order tofacilitate, coor dinateand manage my careand treatment.

Y our medi cal record may contain certaininformation that is afforded ahigher level of confidentiaity by the health center. BACHC will not releasethe
recordsdescribed below unless you mark the block next tothetype of infor mation you wish to bereeased and sign thisform below:

OHIV Information O Drug/Alcohol Treatment Information O Mental/Behavioral Health Information

Recordsshould be: O Provided to hospital or obtained from hospita and faxed to BACHC at (888) 977-1571

YOU ARE REQUIRED TO READ AND SIGN BELOW. | UNDERSTAND THAT:
* | understand that the heath center will not deny me treatment because | refuse to sign this Authorization.

* | understand that | may revoke this Authorization at any time by submitting awritten request to BACHC unlessthe health center has aready
taken action based on this Authorization, or unless this Authorization is given as a condition of obtaining insurance coverage and the insurer has
certain lega rightsto contest the policy or aclaim under thepolicy.

| understand that this Authorizationisvaid for aone-year period from the date of my signature below, but that the information disclosed basedon
this Authorization may be re-disclosed by the entity or the person who receives the information. Once disclosed, it is possible that the information
will no longer be protected under Federal or State privacy laws.

| may ingpect or copy the medical information that isbeing released, used and/or shared pursuant to this Authorization Form.

e Theuse or disclosure of information obtained or rel eased pursuant to this Authorization may result in direct or indirect payment to BACHC from
athird-party, including copying fees.

* | understand that the use or disclosure of HIV-related, drug/alcohol and mental/behaviora heath information and treatment is highly sensitive and
requires the specific authorization | have provided by marking the boxesabove.

* | understand that if the records or information being released involve treatment for a cohol or substance addiction, my records are a so protected by
Federal law and regulations relating to “ confidentidity of acohol or drug abuse patient records,” (42 C.F.R. Part 2, 42 U.S.C. § 290dd-2).

* | understand that there may be a charge for the requested records.

Signature: Date:

Printed Name:

(If other than patient, print relationship) Date of Birth:

BACHC understands the importance of your request and strives to process your request as soon as possible in the order in which your request was received. Please let us know if the requested information is needed by a specific
date and every effort will be made to meet your needs. BACHC complies with HIPAA regulations which require processing of requests for medical information within 30 business days of request.

NOTE TO INDIVIDUAL OR ENTITY AUTHORIZED TO RECEIVE ALCOHOL OR SUBSTANCE ABUSE ADDICTION RECORDS Pursuant to This Notice: Thisinformation has been disclosed to you from
records protected by Federal Confidentiality Rules (42 CFR Part 2) relating to the confidentiality of alcohol and substance abuse records. Federal rules prohibit you from making any further disclosure of thisinformation
unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Part 2. A general authorization for the release of medical or other information is
not sufficient for this purpose. The Federa rules also restrict any use of the information to criminally investigate or prosecute any acohol or drug abuse client of BACHC.
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Patient Rights and
Responsibilities Statement

AS A BACHC PATIENT, YOU HAVE THE RIGHT TO:

ACCESS SERVICES in a safe and respectful manner

Receiveservicesat BACHC regardless of your race, color, religion,
sex, marital status, sexual orientation, gender identity or expression,
English language proficiency, national origin, age, disability, veteran
status, or any other status protected by law.

Receiverespect and consideration from every employee, volunteer or
traineeyouinteract with at BACHC.

Feel safefrom harm and freefrom verbal, physical, or psychol ogical
abuse, intimidation or harassment whenyou areat BACHC's
facilities.

PRIVACY regarding your personal health information

Expect BACHC to comply with the Federal and State privacy laws
when using or disclosing information about you or the health care and
related servicesyoureceivea BACHC.

Receive a copy of BACHC s Notice of Privacy Practices when you
register asanew patient sothat you will bemorefully informed about
your privacy rights.

Activeinvolvement inyour ongoing care

Help BACHC providers and staff to devel op aplan for the treatment
and servicesyoureceiveat BACHC.

Provide (or withhold) your consent tovoluntary treatment, including
your participationin clinical research, and be informed about the
consequences of refusingany treatment or service.

Provide BACHC staff members with positive or negative

feedback about your care or voice your concerns or complaints

about the Health Center.

TIMELY INFORMATION about your care

Receivecompl eteinformation about your diagnosis, and treatment or
serviceplanin plainlanguagethat you can understand.

Obtain acopy of your medical records upon request unlessthelaw
permitsBACHC towithhold therecords.

Receivean explanation of the costs associated with your careat
BACHC.

Obtainassistancewithreferralsto other providers.

QUALITY SERVICES from our health center

Receivecoordinated health caretreatment and services consistent with
professiona standards.

Receiveservicesfromlicensed and credentialed BACHCproviders.
Request BACHCto provide hearing, language, literacy or

other communi cati on assistancerequired by law.

Recelveservicesand careintheleast restrictive environment feasible,
freefrom chemicd or physical restraints.

AS A BACHC PATIENT, YOU ARE RESPONSIBLE FOR:

YOUR PERSONAL INTERACTIONS with our health center team

» Treat BACHCemployees, volunteers, trainees, contractors,
other patients, and guestswithrespect at al times.

» Do not makeany threatening or offensve statements at
BACHC sfacilities.

» Do not engageinany act of physica violence or other threatening or
inappropriatebehavior at BACHC sfacilities.

Do not distribute or use a cohol or drugson BACHC' s property or
enter aBACHC facility or program under the influence of illegal
drugs or dcohoal.

ACTIVE ENGAGEMENT in your care

e Takean active part inyour treatment or service planat BACHC and
stay incontact with your providersabout your care.

» Request any hearing, language, literacy or other communications
assi stance you may need at | east 48 hours prior to your visit.

« Show upfor your appointments at least 15 minutes ahead of schedule
and provide advance notice whenever it becomes necessary to cancel
an appointment at BACHC.

 Contributetothecost of your carethat thelaw or the health plan that
you participateinrequire you to pay.

TIMELY INFORMATION sharing
¢ ProvideBACHC with compl ete, accurate, and truthful information at
al times.

BACHC' s Patient Rights and Responsihilities Policy grants
BACHC discretion to take action placing limits on a patient’s
ability to receivetreatment or servicesat BACHC based ona
patient’ sfailure to meet their Responshilitiesor for any other
reason permitted by law. Likewise, any BACHC patient has
discretion to decidenot to seek further treatment or servicesat
BACHC based on BACHC sfailure to abide by the patient
Rights set forth in this Statement or for any other reason.

If you believe your rights as a Bartz Altadonna CHC patient have been violated...
please contact our Director of Compliance at: (661)874-4050
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Noticeof Privacy Practices

This Notice describes how medical information about you may be
used and disclosed by Bartz Altadonna Community Health Center
(BACHC) and how you can get accessto thisinformation. Please
review it carefully.

YOUR RIGHTS

Y ou have theright to:

Get acopy of your paper or electronic medical record

Correct your paper or electronic medica record

Request confidential communi cations

Ask usto limit theinformation about you that we share

Get aligt of those with whom we' ve shared your information

Get acopy of thisNotice of Privacy Practices

Choose someoneto act asyour persona representativefor purposes of
your healthinformation

e Fileacomplaintif youbelieveyour privacy rights havebeenviolated

YOUR CHOICES

Y ou have some choicesin the way that we use and shareinformation aswe:
 Tell family and friendsabout your hedth

 Provide disaster dd

* Providementa hedthcare

e Market our services

e Raisefunds

OUR USES AND DISCLOSURES

We may use and share your information as we:

e Treat you

Run our organization

Bill for your services

Help with public heath and saf ety issues

Doresearch

Comply with thelaw

Work with amedical examiner or funeral director
Addressworkers' compensation, law enforcement, and other
government requests

* Respondtolawsuitsandlegd actions

A moredetailed description of your rights, your choicesand our usesand
disclosures of your health informationis set forth below:

YOUR RIGHTS

When it comesto your health information, you have certainrights. This
section of our Notice of Privacy Practices explainsyour rightsand some
of our respons hilitiesunder thelaw.

Get an electronic or paper copy of your medical record.

* Youcan ask to see or get an el ectronic or paper copy of your medical
record and other healthinformation we have about you.

» Wewill provide acopy or asummary of your hedth information,
usualy within 30 daysof your request. Wemay charge areasonable,
cogt-basedfee.

* Youcanask usto correct health information about you that you think is
incorrect orincompl ete.

Ask us to amend your medical record
We may say “no,” but we'll tell you why in writing within 60 days.

Request confidential communications
» Make areasonable request to contact you in a specific way (for
example, home or officephone) or to send mail to adifferent address.

Ask us to limit what we use or share

* Youcan ask us not to use or share certain health information for
treatment, payment, or our operations. Wearenot required to agreeto
your request, and wemay say “no” if it would affect your care.

* If you pay for aservice or hedth care item out-of-pocket in full, you
can ask usnot to share that information for the purpose of payment or
our operations with your health insurer. Wewill say “yes’ unlessalaw
requires usto sharethat information.

Get a list of those with whom we’ve shared information

e Youcanask for alist (accounting) of thetimeswe' ve shared your
health information for six yearsprior to the date you ask, who we
shared it with, and why.

e Wewill include al the disclosures except for those about treatment,
payment, and health care operations, and certain other disclosures
(such as any you asked us to make). We Il provide one accounting a
year for freebut will charge areasonable, cost-based feeif you ask for
another onewithin 12 months.

Get a copy of this Notice of Privacy Practices
* You can ask for apaper copy of thisNotice at any time, even if you
have agreed toreceivethe Notice e ectronically and wewill provide

you with apaper copy promptly.

Choose someone to act for you

« If you havegiven someone hea th care power of attorney or if someone
isyour lega guardian, that person can exercise your rights and make
choicesabout your health information.

e Our Legal Services Department can assi st you with the preparation of
ahedth care power of atorney document that provides authority for
another personto act on your behalf.

File a complaint if you feel your rights are violated

* Youcan complainif you feel we have violated your rights by
contacting Bartz Altadonna CHC at . (661)874-4050.

* Youcan file acomplaint with the U.S. Department of Hedlth and Human
Services Office for Civil Rights by sending aletter to 200 Independence
Avenue, SW, Washington, DC 20201, calling 1.877. 696.6775, or visiting
www.hhs.gov/ocr/privacy/hipaalcomplaints.

* Wewill not retdiateagainst youfor filingacomplaint.

YOUR CHOICES

For certain healthinformation, you cantell usyour choices about what we

share. If you have aclear preference for how we share your information

in the situations described below, talk to us. Tdl us what you want us to

do, and wewill follow your instructions. Inthese cases, you have both the

right and choicetotell usto:

 Shareinformation with your family, closefriends, or othersinvolvedin
your care

e Shareinformationinadisaster relief Stuation

If you are not ableto tell usyour preference, for exampleif you are

unconscious, we may go ahead and shareyour informationif we believeit

isinyour best interest. Wemay also share your infor mation when needed

tolessen a serious and imminent threat to health or safety.

In these cases wegenerally do not share your information unlessyou give
uswritten permission:

e Marketingpurposes

 Saleof your information

» Most sharing of psychotherapy notes



BARTZ-ALTADONNA
2 Community Health Center

california ﬂ\uﬂ%

Noticeof Privacy Practices (continued)

In the case of fundraising:
* Wemay contact you for fundraising efforts, but you can tell usnot to
contact youagain.

OUR USES AND DISCLOSURES
OF INFORMATION ABOUT YOU

How do we typically use or share your health information?
Wetypicaly useor shareyour heathinformationinthefollowingways.

Totreat you

Wecan useyour healthinformation and shareit with other professionals
who aretreating you.

Example: Adoctor treating you for aninjury asks another doctor about
your overall health condition.

Torun our organization

Wecan use and share your hed thinformation to run our health center,
improveyour care, and contact you when necessary.

Example: Weuse heal th i nfor mati on about you to improvethe quality of
carewe provideto you and others.

In order to bill for your services

Wecan use and share your hedth information to bill and get payment
from health plansor other entities.

Example: Wecan give information about you to your health insurance
planin order to be paid for the services you recelveat the health center.

HOW ELSE CAN WE USE OR SHARE

YOUR HEALTH INFORMATION?

Wearedlowed or required to share your information i n other ways—usually
inwaystha contributeto the public good, such as public hedth and research.
Wehave to meet many conditionsin the law before we can share your
information for these purposes. If you warnt to learn more you can go to:
www.hhs.gov/ocr/privacy/hipaalunderstanding/consumers/index.html.

Help with public health and safety issues

Wecan share health informati on about you for certain situationssuch as:
* Preventingdisease

e Helpingwithproduct recals

* Reporting adversereactionstomedi cations

* Reporting suspected abuse, neglect, or domesticviolence

* Preventing or reducing aseriousthreat to anyone' shealth or safety

Do research
We can use or share your information for health research.

Comply with thelaw

Wewill shareinformation about you if state or federal laws require it,
including with the Department of Health and Human Servicesif it wants
to seethat we' re complying with federa privacy law.

Work with a medical examiner or funeral director
We can share health information about a deceased patient with a coroner,
medical examiner, or funeral director.

Addressworkers compensation, law enforcement, and other

government requests.

We can use or share health information about you:

» Forworkers’ compensationclams

* For law enforcement purposes or with alaw enforcement official

» Withhealth oversight agenciesfor activitiesauthorized by law

« For specid government functions such as military, national security,
andpresidential protectiveservices

Respond to lawsuits and legal actions
Wecan share heal th informati on about you in responseto acourt or
administrative order, or inresponseto asubpoena.

OUR RESPONSIBILITIES

* Wearerequired by |aw to maintain the privacy and security of your
protected heathinformation.

« Wewill let you know inwriting if abreach occursthat may have
compromised the privacy or security of your information.

* Wemust follow thedutiesand privacy practicesdescribedinthis
Noticeand giveyou acopy of it.

» Wewill not use or share your information other than as described here
unlessyou tell us we can in writing. If you tell us we can, you may
change your mind a any time. Let us know in writing if you change
your mind.

» Wedo not share records relating to your participation in a BACHC
substance abuse program or your menta health recordswith providers
outside of BACHC without your written authori zation.

Wecan change the terms of this Notice, and the changes will apply to
all information we have about you. The new Notice of Privacy
Practices will be available upon request, in our office, and on our web
site.

BACHC is participating in the regional Health Information Exchange
(HIE). The HIE isaway of sharing your health information among
participating doctors' offices, hospitals, |abs, radiology centers,
hospitalsand other providersthrough secure, €l ectronic means.
Participatinginthe HIE permits our medical providersto better
coordinatethe health careyoureceive, but you have the right to opt-
out of the HIE at any time.

Acknowledgement of receipt of this Notice of Privacy Practicesis
indicated by your signature on our Informed Consent Formthat is
scanned intoyour electronic medical record.



