Family Foot Care Center
                                               Podiatric Medicine and Surgery


                                                              Robert B. Peel, DPM  §    Douglas Ring, DPM

Patient Name:







DOB:






If you would like Family Foot Care Center to share your health care information with a family member, friend, lawyer or anyone else, you must first give Family Foot Care permission to do so.  By filling out this form you hereby give permission.  Family Foot Care may then share your health information with the person whose name you have written below.  You may revoke this authorization at any time by notifying our office.
I hereby authorize Family Foot Care to disclose information to the following person:

Name:








Phone:






Relationship:







I acknowledge that I have been provided a copy of the Notice of Privacy Practices for Family Foot Care.  I have read (or had the opportunity to take home and read) and understand the Notice.

HOW WE MAY USE OR DISCLOSE YOUR PROTECTED HEALTH INFORMATION

The following are examples of permitted uses and disclosures of your protected health information. Additional information about the Routine Uses of your medical information can be found in the System of Records Notice State-24, Medical Records.

Required Uses and Disclosures

By law, we must disclose your health information to you unless it has been determined by a competent medical authority that it would be harmful to you.

Treatment
We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related services. For example, we would disclose your protected health information, as necessary for provision of any diagnosis and prescriptions/medications in a DOS health unit/clinic. We will disclose your protected health information to another physician, or health care provider (for example, a specialist, pharmacist, or laboratory) who, at the request of your physician, becomes involved in your care by providing assistance with your health care diagnosis or treatment. This includes pharmacists who may be provided information on other drugs you have been prescribed to identify potential interactions.

In emergencies, we will use and disclose your protected health information to provide the treatment you require.

Payment

Your protected health information will be used, as needed, to obtain payment for your health care services, including services recommended for determining eligibility for benefits, and utilization reviews. For example, obtaining approval for a hospital stay might require that some protected health information be disclosed to obtain approval for the hospital admission.

Health Care Operations and oversight

We may use or disclose your protected health information to support the daily activities related to health care. These activities include, but are not limited to, quality assessment activities, investigations of adverse events or complaints, medical suitability determinations for medical and security clearances, medical clearance of an individual for a specific post, oversight of staff performance, and conducting or arranging for other health care related activities.

We may disclose protected health information to a health oversight agency for activities such as audits, investigations, and inspections. These health oversight agencies might include government agencies that oversee the health care system, government benefit programs, other government regulatory programs, and civil rights laws.

Required by Law

We may use or disclose your protected health information if law or regulation requires the use or disclosure. These include the following:

· In a judicial or administrative proceeding in response to a court order or administrative tribunal and in certain conditions in response to a subpoena or similar document
· Information requests from law enforcement officials for identification and location of certain types of individuals

· Circumstances pertaining to victims of a possible crime

· Deaths or injuries suspected from criminal conduct

· Crimes occurring at a DOS facility

· Medical emergencies (not on the DOS premises) believed to result from criminal conduct

· If we believe that its use or disclosure is necessary to prevent or lessen a serious and imminent threat to your health or safety or that of another person or the public.

Public Health

We may disclose your protected health information to a public health authority that is permitted by law to collect or receive the information. The disclosure may be necessary to do the following:

· Prevent or control disease, injury, or disability.

· Report births and deaths.

· Report reactions to medications or problems with products.

· Notify a person who may have been exposed to a disease or may be at risk for contracting or spreading a disease or condition.

· Notify the appropriate government authority if we believe a patient has been the victim of abuse, neglect, or domestic violence.

· To a person who might have been exposed to a communicable disease or might otherwise be at risk of contracting or spreading the disease or condition.

Parental Access

Some state laws concerning minors permit or require disclosure of protected health information to parents, guardians, and persons acting in a similar legal status. Where care occurs in the U.S, we will act consistently with the law of the state where the treatment was provided. We may refuse to disclose information to a parent when we feel such disclosure might be harmful to the child.

Consequences of Non-Disclosure

Providing this information is voluntary, however failure to disclose medical information needed from you by MED may affect MED's ability to provide treatment or (in the case of medical clearances) may result in denial of medical clearance.

Under the privacy rules, you have the right to do the following by submitting a written request or electronic message to the Medical Privacy Officer. Depending on your request, you may also have rights under the Privacy Act of 1974. Please be aware that MED may deny your request, and that you may seek a review of any such denial.

Right to Inspect and Copy

You may inspect and obtain a copy of your protected health information that is contained in a designated medical record for as long as we maintain the protected health information. A designated medical record contains medical and billing records and any other records that MED uses for making decisions about you.

ACKNOWLEDGMENT OF RECEIPT OF THIS NOTICE

You will be asked to provide a signed acknowledgment of receipt of this notice. Our intent is to make you aware of the possible uses and disclosures of your protected health information and your privacy rights. The delivery of your health care services will in no way be conditioned upon your signed acknowledgment. If you decline to provide a signed acknowledgment, we will continue to provide your treatment, and will use and disclose your protected health information for treatment, payment, and health care operations when necessary.
Name (Printed):








Date:




Signature:







Fellows, American College of Foot and Ankle Surgeons

Diplomats, American Board of Podiatric Surgery
2101 Lac de Ville Blvd., Rochester, NY 14618 § 4418 Ridge Road East, Williamson, NY 14589

