AUTHORIZATION FOR RELEASE OF INFORMATION

I understand that Wernick Optometry PLLC may share my health information with other health care providers, agencies or facilities in order to provide or coordinate my care, for example prescriptions, lab work or referrals.

I authorize and direct Wernick Optometry PLLC who have treated the undersigned to release to government agencies, insurance carriers and others who are financially liable for medical care of me/the above-named patient, all information needed to substantiate and obtain payment for representatives thereof to examine and make copies of all records relating to such care and treatment



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. 
We are required by law to provide you with this Notice of Privacy Practices (“Notice”) and follow the terms of this Notice while it is in effect. This Notice is intended to cover Wernick Optometry PLLC, as a health care provider covered by HIPAA (“Wernick Optometry, We,” “Us,” or “Our”). 
This Notice is a summary of your privacy rights, and your use of Our Services evidences your acceptance of the terms of this Notice. “Services” means any of the services Wernick Optometry offers, including eye exams, vision therapy exams, and the prescribing and dispensing of prescription eyeglasses and contact lenses. In this Notice, “health information”, “protected health information”, and “PHI” refer to individually identifiable health information that We obtain from you in connection with the Services. 
Our Use and Disclosure of PHI  (Protected Health Information)
Generally, We use and disclose your PHI for the normal business activities that fall in the categories of treatment, payment, and healthcare operations, in accordance with the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”). Below are a few examples of those activities (but note that not every use or disclosure that falls within each category is included). 
Treatment. Treatment includes providing, coordinating, and managing your care. We keep a record of the PHI you provide to Us in the course of using the Services. This record may include the results of your eye exam, information We receive in connection with your prescription information, the prescription products that you purchase, information related to your insurance plan, and other information We learn about your health or vision through Our provision of the Services. We may disclose this information so that doctors, nurses, other optical dispensers, and other entities like laboratories can meet your healthcare needs. 
Payment. Payment includes billing, coverage, and claims activities. We document the Services that you receive when We provide care to you so that you (or, if applicable, your insurance plan) can pay Us for the Services. If applicable, We may share information with your insurance plan about upcoming treatment or Services that require prior approval by the plan. 
Consistent with HIPAA, We may also use or disclose your PHI to: 
●  Comply with requirements of federal, state, or local laws 
●  Assist in public health and safety activities, such as tracking diseases or medical devices 
●  Inform authorities in order to protect victims of abuse, neglect, or domestic violence 
●  Comply with federal and state health oversight activities, such as audits, inspections and investigations 
●  Respond to law enforcement officials, report crimes or emergencies, or pursuant to judicial or administrative orders, subpoenas, or other lawful process (such as lawsuits or legal actions) 
●  Work with coroners, medical examiners, and funeral directors to provide information necessary for them to fulfill their duties or as authorized by law 
●  Facilitate organ, eye, or tissue donation or procurement 
●  Prevent or reduce a serious threat to anyone’s health or safety 
●  Assist in specialized government functions, such as national security, intelligence, and protective services 
●  Perform military and veteran activities, if you are an armed forces member or veteran 
●  Inform a correctional institution or in custodial situations, such as if you are an inmate 
●  Serve workers’ compensation purposes, such as to carriers or your employer if you are injured at work, as authorized by and as necessary to comply with relevant laws 
●  Tell you about health-related products and services 
●  Tell you about alternative treatments, therapies, health care providers, or care settings 
●  Conduct case management, care coordination, or related functions 

●  Send appointment confirmations and reminders 
●  Communicate with individuals, such as friends and family, who are involved in your care or involved in the payment for that care 
●  Communicate for notice or disaster relief purposes, included regarding decedents 
●  Communicate within Our organization for treatment, payment, or healthcare operations 
●  Communicate with other providers, health plans, or their related entities for their treatment, payment, or healthcare operations activities 
●  Provide services to affiliated eye practices to assist them in providing Services to you 
Any other uses or disclosures not set forth in this Notice may only be performed with your written permission. Consistent with HIPAA, You may revoke your permission, in writing, at any time. If you do so, We will no longer use or disclose your PHI for the reasons covered by your written permission, but note that We are unable to take back any disclosures We have already made with your permission, and that We are required to retain Our records of the care that We’ve provided to you. 
Our Responsibilities with Respect to your PHI 
We are required by HIPAA to: 
●  Maintain the privacy and security of your PHI 
●  Provide this Notice setting forth Our legal duties and privacy practices regarding PHI 
●  Abide by the terms of the version of this Notice currently in effect 
●  Tell you if there has been a breach that compromises the privacy or security of your PHI 
Your HIPAA Rights with Respect to your PHI 
You have the following rights with respect to your PHI maintained by Us:
●  Inspect and copy. You have the right to ask to inspect and copy certain portions of your PHI, whether electronic or in paper. We may, in certain limited circumstances, deny your request to inspect or copy your PHI. If We do so, We will inform you of the reason for the denial. We will provide a copy or a summary of your PHI, usually within 30 days of receiving your request. We may charge a reasonable fee. 
●  Amend. You have the right to ask Us to amend your PHI if you feel that it is incorrect or incomplete. We may, in certain limited circumstances, deny your request to amend your PHI. If We do so, we will tell you why in writing within 60 days and about your right to submit a statement of disagreement for inclusion in your records. 
●  Accounting of disclosures. You have the right to request a list (an accounting) of Our disclosures of your PHI made over the past six years, who We shared your PHI with, and why. This right does not apply to disclosures made for treatment, payment, or healthcare operations; disclosures made to you about your treatment; disclosures made pursuant to an authorization (disclosures you asked Us to make); and certain other disclosures. We’ll provide one accounting a year for free but will charge a reasonable cost-based fee if you ask for another one within 12 months. 
●  Restrictions on disclosure. You have the right to request restrictions on how We use or disclose your PHI for treatment, payment or Our operations. We’re not required to comply with such requests, and We may say “no” if it would affect your care. If you pay for a Service or health care item out of pocket in full, you can ask Us not to share that information for the purpose of payment or Our operations with your health insurer. We will say “yes” unless a law requires us to share that information, such as in certain emergency situations. 
●  Confidential Communication. You have the right to request that we communicate with you in a specific way, such as at a specific telephone number, or to send mail to a different address. 
●  Paper copy. You have the right to obtain a paper copy of this Notice. 


●  Choose someone to act for you. If you have given someone medical power of attorney or if someone is your legal guardian, that person can exercise your HIPAA rights and make choices about your PHI. We will make sure the person has this authority and can act for you before We take any action. 

Changes to this Notice 
We occasionally review this Notice to make sure it complies with applicable laws and conforms to changes in Our business. We may need to update this Notice, and we reserve the right to do so at any time. If We change the terms of this Notice, the new terms will apply to all PHI that We maintain about you, including PHI that was created or received before such changes were made. We will make the new Notice available upon request. Your continued use of the Services constitutes your acceptance of the terms of such revised Notice. 
Complaints 
If you believe that your privacy rights have been violated or that We have not followed Our obligations under HIPAA, you may file a complaint with Us and with the Secretary of Health and Human Services. 
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ACKNOWLEDGEMENT OF POLICIES
By signing the below, I acknowledge that I have read a copy of the Notice of Privacy Practices and have therefore been notified of how health information about me may be used and disclosed by Wernick Optometry PLLC, and how I may obtain access to and control this information. 
 ___________________________        _____________________________       ________
Signature of Patient or Personal Representative          Print Name of Patient or Personal Representative                 Date  




By signing the below, I agree to the terms outlined in Authorization for Release of Information 

 ___________________________        _____________________________       _______
Signature of Patient or Personal Representative          Print Name of Patient or Personal Representative                 Date    
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