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Notice of Privacy Practices & HIPAA Acknowledgement

Effective Date: ____________________
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.
A. Purpose of This Notice
Bucks Med LLC (“Bucks Med,” “we,” “us,” or “our”) is committed to protecting the privacy of your health information. We are required by law to maintain the privacy and security of your protected health information, provide you with this Notice of Privacy Practices, and follow the terms of the Notice currently in effect. This Notice explains how we may use and disclose your health information, your rights regarding your health information, and our legal duties.
This Notice applies to Bucks Med LLC workforce members and service providers who have access to health information, including employees, contractors, clinical staff, administrative staff, volunteers, students, and authorized health care professionals who may document information in your Bucks Med record.
B. Uses and Disclosures for Treatment, Payment, and Health Care Operations
We may use and disclose your health information for treatment, payment, and health care operations without your written authorization, as permitted by law.
· Treatment: We may use and disclose your health information to provide, coordinate, or manage your care. For example, we may share information with physicians, nurse practitioners, nurses, technicians, pharmacies, laboratories, or other health care providers involved in your care.
· Payment: We may use and disclose your health information to bill and collect payment from you or another responsible party.
· Health Care Operations: We may use and disclose your health information for administrative, quality improvement, compliance, training, credentialing, business management, and other activities necessary to operate Bucks Med LLC.
C. Your Choices Regarding Certain Disclosures
· Family and friends involved in your care: Unless you object, we may share relevant health information with family members, friends, or others involved in your care or payment for your care when appropriate.
· Disaster relief: We may share information as needed in disaster relief situations so that your family or others can be notified of your location, condition, or death.
· Fundraising: If applicable, we may contact you for fundraising efforts. You may tell us not to contact you again for fundraising purposes.
D. Other Uses and Disclosures Permitted or Required by Law
We may use or disclose your health information without your written authorization when permitted or required by federal, state, or local law, including for public health and safety activities, reporting abuse or neglect, health oversight activities, lawsuits and legal proceedings, law enforcement purposes, serious threats to health or safety, research when permitted by law, organ and tissue donation requests, medical examiner or funeral director purposes, and other legally required situations.
If Bucks Med LLC creates or maintains substance use disorder treatment records subject to 42 CFR Part 2, additional restrictions may apply. Such records generally may not be used or disclosed in civil, criminal, administrative, or legislative proceedings against you unless you provide written consent or a court order authorizes the use or disclosure after required legal protections are satisfied.
E. Uses and Disclosures Requiring Written Authorization
We will not use or disclose your health information for purposes other than those described in this Notice unless you give us written authorization. You may revoke your authorization at any time by submitting a written revocation to Bucks Med LLC. If you revoke your authorization, we will stop using or disclosing your health information for the purposes covered by the authorization, except to the extent we have already relied on it.
F. Your Rights Regarding Your Health Information
· Right to inspect and copy: You may request to inspect or receive a copy of health information we maintain about you, subject to limited exceptions.
· Right to request an amendment: You may request that we amend health information you believe is incorrect or incomplete. We may deny the request in certain circumstances and will explain our decision in writing.
· Right to an accounting of disclosures: You may request a list of certain disclosures of your health information made during the period allowed by law.
· Right to request restrictions: You may ask us to restrict how we use or disclose your health information. We are not required to agree to all requested restrictions, except where required by law.
· Right to confidential communications: You may request that we contact you in a specific way or at a specific location.
· Right to receive a copy of this Notice: You may request a paper copy of this Notice at any time.
· Right to choose someone to act for you: If you have given someone medical power of attorney or if someone is your legal guardian, that person may exercise your rights after we verify their authority.
· Right to file a complaint: You may file a complaint with Bucks Med LLC if you believe your privacy rights have been violated. You may also file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights. We will not retaliate against you for filing a complaint.
G. Our Legal Duties
We are required by law to maintain the privacy and security of your protected health information, notify you following a breach of unsecured protected health information when required by law, provide this Notice, and follow the terms of the Notice currently in effect.
H. Changes to This Notice
We may change the terms of this Notice at any time. The revised Notice will apply to all health information we maintain. The current Notice will be available upon request, at our office, and on any website, we maintain patient services, if applicable.



HIPAA Notice of Privacy Practices Acknowledgement
I acknowledge that I have been offered and/or received a copy of Bucks Med LLC’s Notice of Privacy Practices. I understand that the Notice explains how Bucks Med LLC may use and disclose my protected health information, my rights regarding my health information, and Bucks Med LLC’s legal duties. I understand that I may request a copy of the Notice at any time.
Patient Name: ____________________________________________
Date of Birth: ____________________________________________
Patient Signature: ____________________________________________ Date: ____________________
Legal Representative Signature, if applicable: ____________________________ Date: ____________________
If signed by legal representative, relationship/authority: ____________________________________________
Good Faith Effort to Obtain Acknowledgement
If the patient or legal representative does not sign this acknowledgement, Bucks Med LLC documents its good faith effort to obtain acknowledgement below.
Reason acknowledgement was not obtained: ____________________________________________
Staff Name/Signature: ________________________________________ Date: ____________________
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