
AN IMPORTANT MESSAGE TO 
OUR PATIENTS

Notice of Privacy Practices

FMA will maintain physical, electronic, and procedural
safeguards, in accordance to strict standards of security
and confidentiality, to protect nonpublic, personal
information and protected health information our patients
share with our staff. “Nonpublic, personal information,”

It is FMA’s policy that we will not share personal or
protected health information (for either current or
former patients) outside of FMA for any purpose
other than to meet your on-going healthcare needs
with other healthcare providers, to file insurance
l i f d ll ibl b lNotice of Privacy Practices

Family Medicine Associates, P.A., has
always recognized the importance of
keeping our patients’ personal and
protected health information confidential.
FMA i i d b f d l d t t l

would include such information as your name, address,
social security number, and billing information.
“Protected Health Information,” as defined by the
Department of Health and Human Services would
include the following:
•Information created or received by a healthcare
provider, health plan, employer, or healthcare

claims, to forward uncollectible balances to a
collection service agency, as permitted or required
by federal, state or local law, or unless a disclosure
has been authorized by the patient or the patient’s
legal guardian/representative.

Whenever FMA retains another organization toFMA is required by federal and state law
to provide you, our patient, with the
following information explaining our
privacy practices. It also describes the
types of information about you that we
collect and disclose, your rights regarding

p o de , ea t p a , e p oye , o ea t ca e
clearinghouse;
•Information that identifies an individual, or reasonably
could be used to identify an individual;
•Information relating to one or more of the following:
•past, present, or future physical or mental health
condition of an individual;

i) the provision of health care to an individual;

g
provide support services on behalf of FMA, we will
require that organization to protect our patient’s
personal and protected health information.

To help FMA keep your personal information up-
to-date and accurate, please review your
Information and Registration form each timecollect and disclose, your rights regarding

our collection and disclosure of this
Information, and the actions we take to
protect the confidentiality and security of
this information.
The terms of this notice apply to all
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i) the provision of health care to an individual;
ii) past, present, or future payment for the provision of

healthcare to an individual.

FMA will limit the collection and use of personal and
protected health information to the minimum required to
deliver superior healthcare service and to administer our

Information and Registration form each time
you visit our office.

We may use & disclose your PHI in the
following ways:
Treatment: Our practice may use your PHI to 
treat you or to assist others (eg. Specialty
H l h id ) irecords containing your PHI that are

created or retained by our practice. We
reserve the right to revise or amend this
Notice of Privacy Practices. Any revision
or amendment to this notice will be
Effective for all of your records that our

business obligations. FMA obtains personal and
protected health information about our patients from the
following sources:
•Your visits, telephone calls, and transactions with FMA;
•Your visits, telephone calls, and transactions with other
healthcare providers;
•Insurance companies and third party

Healthcare providers) in your treatment.
For example, we may ask you to have lab work 
and we may use the results to reach a diagnosis
We may use your PHI to write a prescription for
you, or we may disclose your PHI to your
pharmacy when we order/send a prescription
for you.Effective for all of your records that our

practice has created or maintained in the
past, and for any records that we may
create or maintain in the future. Our
practice will post a copy of our current
Notice in our offices in a visible location at

su a ce co pa es a d t d pa ty
payors; and/or,
• Collection service agencies.
FMA may also share personal and protected health 
information about our patients with these same sources 
in order to conduct our business.

It is FMA’s policy that only authorized FMA employees

y
Payment: Our practice may use & disclose your
PHI in order to bill & collect payment for the
services & items you receive from us.   We may
also use & disclose your PHI to obtain payment
from third parties that may be responsible for 
such costs, such as family members, or with 
entities to assist in billing and collection effortsall times, and you may request a copy of

our most current Notice at any time.
Please read this information carefully, and
sign the back of this form acknowledging
you have received this document.
If you have any questions about FMA’s

It is FMA s policy that only authorized FMA employees,
agents and their staff who need to know your personal
or protected health information will access and use it.
FMA employees, agents and their staff who violate our
Privacy Policies are subject to disciplinary processes, up
to and including termination from FMA.

entities to assist in billing and collection efforts.
Appointment Reminders: Our practice may
use &  disclose your PHI to contact you and 
remind you of an appointment.

If you have any questions about FMA s
Privacy Practices, please contact us.



Release of Information to Family/Friends:
Our practice may release your PHI to a friend
or family member that is involved in your care,
or who assists in taking care of you.  For 
example, a parent or guardian may ask that a
baby sitter take their child to the doctor’s office
f t t t I h th b b itt

Your request must describe in a clear fashion: the 
information you wish restricted; whether you are 
requesting to limit our practice’s use, disclosure or 
both; and, to whom you want the limits to apply.
Inspection & Copies: You have the right to obtain a 
copy of your medical & billing records. You must 
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When necessary, FMA will review and 
revise our Privacy Policies to protect 
personal and protected health information.

for treatment.  In such case, the baby sitter may
have access to this child’s medical information.
Disclosures required by law:  Our practice
may use & disclose your PHI when we are 
required to do so by federal, state or local law. 
Serious threats to health or safety: Our 
practice may use & disclose your PHI when

submit your request in writing to our office.  Our 
practice may charge a fee for the cost of copying & 
mailing associated with your request.  Our practice 
may deny your request to inspect and/or copy in 
certain limited circumstances; however you may 
request  a review of our denial. 
Right to file a complaint: If you believe your 

I ________________________________, 
have received the Privacy Policies of 
Family Medicine Associates, P.A.  I 
understand that I can discuss my 
concerns or questions about these Privacy 

necessary to reduce or prevent a serious injury
to your health & safety or to the health & safety
of another individual.  Under these 
circumstances, we will only make disclosures to 
a person or organization able to help prevent 
the threat.

privacy rights have been violated, you may file a 
complaint with our practice or with the Secretary of 
the Dept. of Health & Human Services.  To file a 
complaint with our practice, contact the HIPAA 
officer.  All complaints must be submitted in writing.  
You will not be penalized for filing a complaint.
Right to provide an authorization for other uses &

Policies with FMA’s HIPAA Compliance 
Officer or any FMA staff member at any 
time. 

Signature of Patient or Patient’s Legal 
Your Rights Regarding your PHI:
Confidential communications: You have the 
right to request that our practice communicate with 
you about your health & related issues in a 
particular manner or at a certain location.  In order 
to request a type of confidential communication, 
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Right to provide an authorization for other uses &
disclosures: Our practice will obtain your written 
authorization for uses & disclosures that are not 
identified by this notice or permitted by applicable 
law.  Authorization you provide to use regarding the 
use &  disclosure of your PHI may be revoked at any 
time in writing.  After you revoke your authorization, 
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Representative

_________________________________

Date: ____________________________
you must make a written request to our HIPAA 
officer specifying the requested method of contact, 
or the location where you wish to be contacted.  
You do not need to give a reason for your request.  
Our practice will accommodate reasonable 
requests.
Requesting restrictions: 

we will no longer use or disclose your PHI for the 
reasons described in the authorization.
Again, if you have any questions regarding this notice 
or our health information privacy policies, please 
contact our HIPAA officer.
Amendment: You may ask us to amend your health 
information in you believe it is incorrect or 

FMA Office Use:
(Required by Federal Law)

You have the right to request a restriction in our 
use or disclosure of your PHI for  treatment, 
payment or health care operations.  Additionally, 
you have the right to request that we restrict our 
disclosure of your PHI to only certain individuals 
involved in your care or the payment of you care, 
such as family members or friends We are not

incomplete. To request an amendment, your request 
must be made in writing and submitted to our HIPAA 
officer. You must provide us with a reason that 
supports your request for amendment. We may deny 
your request if you ask us to amend information that 
is in our opinion: (a) accurate and complete; (b) not 
part of the PHI kept by or for the practice; (c) not partsuch as family members or friends.  We are not 

required to agree  to your request; however, if we 
do agree, we are bound by our agreement except 
when otherwise required by law, in emergencies 
or when the information is necessary to treat you.  
In order to request a restriction in our use or 
disclosure of your PHI, you must make your 
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part of the PHI kept by or for the practice; (c) not part 
of the PHI which you would be permitted to inspect 
and copy; or (d) not created by our practice.

request in writing to our HIPAA officer.


