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HAILE PSYCHIATRY AND PSYCHOTHERAPY GROUP

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.

This Notice of Privacy Practices describes how we may use and disclose your protected health information
to carry out treatment, payment or health care operations and for other purposes that are permitted or
required by law. It also describes your rights to access and control your protected health information.
“Protected health information” is information about you, including demographic information, that may
identify you and that relates to your past, present or future physica or mental health or condition and
related health care services.

We are required to abide by the terms of this Notice of Privacy Practices. We may change the terms of our
notice, at any time. The new notice will be effective for all protected health information that we maintain
at that time. Upon your request, we will provide you with any revised Notice of Privacy Practices. You
may request a revised version by accessing our website, or calling the office and requesting that a revised
copy be sent to you in the mail or asking for one at the time of your next appointment.

1. Uses AND D1SCLOSURES OF PROTECTED HEALTH INFORMATION

Y our protected health information may be used and disclosed by your physician, our office staff and others
outside of our office who are involved in your care and treatment for the purpose of providing health care
services to you. Your protected health information may also be used and disclosed to pay your health care
bills and to support the operation of your physician’s practice.

Following are examples of the types of uses and disclosures of your protected health i nformation that your
physician’s office is permitted to make. These examples are not meant to be exhaustive, but to describe the
types of uses and disclosures that may be made by our office.

Treatment: We will use and disclose your protected health information to provide, coordinate, or manage
your health care and any related services. This includes the coordination or management of your health
care with another provider. For example, we would disclose your protected health information, as
necessary, to a home health agency that provides care  you. We will aso disclose protected heath
information to other physicians who may be treating you. For example, your protected health information
may be provided to a physician to whom you have been referred to ensure that the physician has the
necessary information to diagnose or treat you. In addition, we may disclose your protected heath
information from time-to-time to another physician or health care provider (e.g., a specialist or laboratory)
who, at the request of your physician, becomes involved in your care by providing assistance with your
health care diagnosis or treatment to your physician.

Payment: Your protected health information will be used and disclosed, as needed, to obtain payment for
your health care services provided by us or by another provider. This may include certain activities that
your health insurance plan may undertake before it approves or pays for the health care services we
recommend for you such as. making a determination of eligibility or coverage for insurance benefits,
reviewing services provided to you for medical necessity, and undertaking utilization review activities. For



example, obtaining approval for a hospital stay may require that your relevant protected health information
be disclosed to the health plan to obtain approval for the hospital admission.

Other Permitted and Required Uses and Disclosures That May Be Made Without Your
Authorization or Opportunity to Agree or Object:

We may use or disclose your protected health information in the following situations without your
authorization or providing you the opportunity to agree or object. These situations include:

Required By Law: We may use or disclose your protected health information to the extent that the use or
disclosure isrequired by law. The use or disclosure | be made in compliance with the law and will be
limited to the relevant requirements of thelaw. You will be notified, if required by law, of any such uses or
disclosures.

Public Health: We may disclose your protected health information for public health activities and
purposes to a public health authority that is permitted by law to collect or receive the information. For
example, a disclosure may be made for the purpose of preventing or controlling disease, injury or disability.

Abuse or Neglect: We may disclose your protected health information to a public health authority that is
authorized by law to receive reports of child abuse or neglect. In addition, we may disclose your protected
health information if we believe that you have been a of abuse, neglect or domestic violence to the
governmental entity or agency authorized to receive such information. In this case, the disclosure will be
made consistent with the requirements of applicable fe and state laws.

Legal Proceedings: We may disclose protected health information in the of any judicia or
administrative proceeding, in response to an order of court or administrative tribunal (to the extent such
disclosure is expressly authorized), or in certain conditions in response to a subpoena, discovery request or
other lawful process.

Law Enforcement: We may also disclose protected health information, so long as applicable legal
requirements are met, for law enforcement purposes. T law enforcement purposes include (1) legal
processes and otherwise required by law, (2) limited information requests for identification and location
purposes, (3) pertaining to victims of a crime, (4) suspicion that death has occurred as a result of criminal
conduct, (5) in the event that a crime occurs on the premises of our practice, and (6) medical emergency
(not on our practice’ s premises) and it islikely that a crime has occurred.

Criminal Activity: Consistent with applicable federal and state laws, w may disclose your protected
health information, if we believe that the use or disclosure is necessary to prevent or lessen a serious and
imminent threat to the health or safety of a person or the public. We may also disclose protected
information if it is necessary for law enforcement authorities to identify or apprehend an individual.

Workers’ Compensation: We may disclose your protected health information as authorized to comply
with workers' compensation laws and other similar legall y-established programs.

Uses and Disclosures of Protected Health Information Based upon Your Written Authorization

Other uses and disclosures of your protected heath information will be made only with your written
authorization, unless otherwise permitted or required y law as described below. You may revoke this
authorization in writing at any time. If you revoke your authorization, we will no longer use or disclose
your protected health information for the reasons covered by your written authorization. Please understand
that we are unable to take back any disclosuresaread made with your authorization.
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Other Permitted and Required Uses and Disclosures That Require Providing You the Opportunity to
Agree or Object

We may use and disclose your protected health information in the following instances. You have the
opportunity to agree or object to the use or disclosure of all or part of your protected health information. If
you are not present or able to agree or object to the use or disclosure of the protected health information,
then your physician may, using professional judgement, determine whether the disclosure is in your best
interest.

2. Your RIGHTS

Following is a statement of your rights with respect to your protected heath information and a brief
description of how you may exercise these rights.

You have the right to inspect and copy your protected information. This means you may
inspect and obtain a copy of protected health information about you for so long as we maintain the
protected health information. You may obtain your medical record that contains medical and billing
records and any other records that your physician and the practice uses for making decisions about you. As
permitted by federal or state law, we may charge you areasonable copy fee for acopy of your records.

PLEASE NOTE:

Under federal law, however, you may not inspect or copy the following records: psychotherapy notes;
information compiled in reasonable anticipation of, or use in, a civil, iminal, or administrative
action or proceeding; and laboratory results that are subject to law that prohibits access to protected
health information.

You may have the right to have your physician amend your protected health information. This
means you may request an amendment of protected health information about you in a designated record set
for so long as we maintain thisinformation. In certain cases, we may deny your request for an amendment.

You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed
to accept this notice electronically.

3. COMPLAINTS

You may complain to us or to the Secretary of Health and Human Services if you believe your privacy
rights have been violated by us.

If you want to exercise any of the above rights, please contact you healthcare practitioner (Michael
Marchese, MD, Elizabeth Buckley, Ph.D., Teresa Picciocchi, Psy.D., Timothy Ketterson, Ph.D., or Jennifer
Watson, Ph.D.) at Haile Psychiatry and Psychotherapy Group, 2) 337-0551, 4965 SW 91% Terrace,
Suite A, Gainesville, FL 32608, in person, or in writing, during normal business hours. He or she will
provide you with assistance on the steps to take to exercise your rights.

This notice was published and became effective on April 1%, 2003.

Signature: Date:
Signature of Personal Representative of Patient:
Description of Representative's Authority to Act on behalf of Patient:
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