
Payment 

We will use and disclose yout protected health 
information to obtain payment for the health care 
services we provide you. For example - we may include 
information With a bill to a third-party payer that 
identifies you, your diagnosis, procedures performed, 
and supplies used in rendering the service. 

Health Care Operations 

We will uSe and disclose your protected health 
information to support the business activities ,of your 
practic~. For example we may use medical 
information ~bout you to review and evaluate,ou+ 
treatment and services or. to evaluate our staff's 
performance whil~ caring for y:ou, In addition, we 
may di~close your health information to third party 
business associates who perform billing, consulting, 
or transcription services for our practice, ' 

Other Ways in Which We May Use and 

Disclose Your Protected Health 

Information: 


Appointment Reminders 

We will use and disclose your protected health 

information to contact you or mail you a reminder 

about scheduled appointments or treatments. 


Treatment or Services Alternatives 

We will use anc,l disclose your protecte~ h~alth 


information to provide you with informatlon about 

or to recommend pqssible alternative treatments or 

odler services that may be of interest to. you. 


Others Involvedin Your Care 

When nece~sary, we will us~ and disclose your 

protected health information to a family member, a 

relative, a close fl1end, or any other person you 

identify who is involved in yourmedi~al care or 

payment for care. , 


Research. 

We will use and disclose your protected health 
information to researchers, provided the research has 
been by an institutional review board t:?at 

research proposal and established 
ntc)tO(:OlS to ensure the privacy of your health 

information. 

As Required byLaw 

We will use and disclose your proteCted health 
information when required to by federal, state, or 
local law. You may request an accounting of such 
disclosures at any time (refer to An Account of 
Disclosures paragraph for details). 

To Avert a Serious Threat to Public Health or_ 
Safety 

We will use and disclose your protected health 
information to a public health authority that is 
permitted to collect or receive the information for 
the purpose of controlling disease, injury, or ' 
disability. If directed by that health authority, we will 
also disclose your health information to a foreign , 
government agency that is collaborating With the 
public health authority. 

Worker's Compensation 

We will use and disclose your protected health 
information for worker's compens~tion or sllnilar 
programs that provide health benefits for work­
related injuries or illness in accordance with state law. 

Inmates 

We will use and disclose your protected health 
information to a correctional institution or law 
enforcement official if you are an inmate of that' 
correctional institution ,or under the custody of the 
law enforcement official. This information would be 
necessary for the instiwtion to provide you with 
health care; to protect the health and safety of others; 
or for dle safety and security of the correctional 
institution. 

Your Health Information Rights: 

Although your health record is the physical property 
of the health care practitioner or facility that 
compiled it, the information belongs to you. You 
have the light to: 

A Paper Copy of This Notice 

You have the right to receive a paper copy of this 
we have not already provided you with 'a 
may obtain a' copy by asking our 

receptionist at your next visit or by calling and asking 
us to mail you a copy. 

Inspect and Cop.y 

You have the right to inspect and copy the protected 
health information that we maintain about you in our 
designatedreco.t:d set for as long as we maintain that 
information. This designated record set includes your 
medical and billing records, as :w:ell as any other 
records we use in making medical decisions about 
you. Any psychotherapY'notes about you that may 
have been included in records we have received from 
other sources are not available for'your inspection' or 
copying by law.. We may charge you a fee for the costs 
of copying, mailing, or other supplies used in 
fulfilling your request as permitted .by law., 

If you wish to inspect or copy your medical 
information, you must submit your request in writing, 
bearing your signature, to our Privacy Officer at 
'Office Park Eye Center, 6 Office Park Dl1ve, 
Ja~ksonville,Nt 28546. You may mail or fax ,in your 
request, or bring it, to our office. We will have 30 days 
to respond to your request. If any or all of the 
information is stored off-site, we are allowed up to 60 
days to provide the requested information but must 
inform you of this delay. 

RequestAmendment 

You have the right to request that we amend yoqr 
medical information if you feel that it is incomplete 
or inaccurate. You must make this request in writing 
to our practice manager, ,stating exactly what 
information is incomplete or inaccurate, and your 
reasoning hat supports your request. 

We ar~ permitted to deny your request if it is not in 
writing or if it does not include a reason to suppor: 
the request. By law, we may also deny yolit request 1f: 

the information was not created by us, or the 
person who created it is no longer available to 
address the requested amendment; 

- the ~formation is not part of the records which. 
you ar~ permitted to inspect and copy; 

- theinformationis not part of the designated record 
set kept by this practice; or 

I 


