[ ast- West Hcaling Arts

Practices charding Disclosure of Clicnt [Health |nformation

Your health information will be rout/hc/y used for treatment.” consultation, paymernt, and qua/it{y~mon/tonhg,, and

your consent, or the opportun/ty to agree or objcct, /s not rcqu[rcc/ in these instances:

[ reatment / Consultation~ |nformation obtained by your Practitioner will be entered in your record and used to
Pian the services Proviciecl to you. Your health information may be shared with others involved in your care or
Proviciing consultation about your services. Your Practitioneﬁs own exPectations and those of others involved in
your care may also be recorded.

Fagmcnt~ Your record will be used to receive payment forservices rendered. A bill may be sent to either youora
ti’xird~Part5 payer with accomPanying documentation that identifies you, your ciiagnosis and / or Practitiorier’s
impressions, and procedure Pertormect

Qualitq Meonitoring- Your information may be reviewed for risk management or quality imProvement purposes in our

efforts to continua”g imProve the qualitij and effectiveness of the care and services we Provide‘

Jn addition, the fo//ow/n‘g disclosures are rcquircd [y Jaw and do not rcquirc your consent:

Food and Drug administration (FDA)~ This office is required bfﬂ law to disclose health information to the FIDA

related to any adverse effects of tood) supplements, Proclucts, and Product defects for surveillance to enable
Prociuct reca”s, rePairs} or repiacements‘

Wor‘(er’s Compcnsation~ Ttxis office will release information to the extent authorized bg law in matter of Workers

Compcnsatiom
Fublic Hcaltl’l~ Ttxis office is required bfﬂ law to disclose health information to Put)!ic health and/or |ega| authorities
to avert a serious threat to health or satetyj to report communicable disease, injurﬂ, or clisatvilit\ij) orto compiy with

mandated rel:)ortirxg requirements for tracking of birth and morbiditg.

Law E_I‘\FOI‘CCI‘TICI‘\*:~ As requireci under state or federal law, your health information will be disclosed to

aPProPriate health oversigi'lt agencies, pubiic health authorities, law enforcement officials, or attorneys (1) in
response to a valid subPoena; (2) in the event that an empioyee of this office believes in goocl faith that one or more
ciicnts, wort(ers, orthe general Public are enciangerecl due to suspecteci unlawful conduct of a Practitioner or
violations of Protessional or clinical standards; (3) when a clients is a suspected victim of abuse, negiect or domestic

violence.

[t is our Pr:act/cc to consider the follo wing as routine uses and disclosures for which slocc/ﬁc authorization will not be
rcqucstccf You have the ng/ﬁ to request restrictions on these uses. (Otherwise, we w;//rcqucst your authorization

whenever disclosure of Pcrsona/ health information is necessary to ,Dartics other than those referenced here.



Fractices charding Disclosurc of Client f"lca]‘c}ﬁ |nformation Fage?.

Busincss Associatcs~ Some orall og\(jour health information may be subject to disclosure tlﬂrouglﬂ contracts for

services to assist this office in Provic{ing health care. T o protect your health information we requfre these Pusiness
Associates to follow the same standards held }33 this office tl'irougl'u terms detailed in a written agreement.
Communication with Fami|q~ USing bestj udgment, a Familg member, close Personal friend identified }33 you, Persona]

rcprescntativc or other persons resPonsible for your care may be notified or given information about your care to

assist them in enl’lancing your wen~bcing orto confirm your whereabouts.

Fast Wcst HcalingAr‘ts Practitioncrs may use your health information, information that constitutes Protected health
information as defined in the Frivacg Kule of the Administrative Sfmplhcication Provisions of the [Health |nsurance
Fortabilitg and Accountabilitg Actof 1996, forthe purpose of Provicling treatment, obtaining payment Forﬂour care
and conducting health care operations.

Other than so stated, we agree not to use or disclose your health information without your written authorization.

Other than a disclosure which has alread}j occurred, you may revoke this authorization in writing at any time.

Clicnt ( omments and chucsts to Restrict or Provide Disclosurcs

Bg my signature below | am in&icating that | have read and understand the Foregofng
Notice of Frivaqd |nformation.

(lient Signature Date
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