AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION

I, ____________________________________________________ authorize:

Name:

___________________________________________________

Address:
___________________________________________________



___________________________________________________
Phone:

___________________________________________________
To release a copy of all medical records in the possession of your practice concerning my illness and/or treatment during the period___________________________________________.

This authorization includes release of information concerning HIV testing, diagnosis or treatment of AIDS, AIDS-related conditions, drug/alcohol abuse, drug-related conditions and/or psychiatric or psychological diagnosis.

This release also authorizes the release of any and all medical records received by 

Zachary Ob/Gyn Services, LLC from any other health care facility or provider.  I understand the copy of records sent to this clinic from a previously used health care facility or provider may or may not represent a complete medical record.

Reason for release:
______________________________________________________

Please send the above stated authorized material to:




Zachary Ob/Gyn Services, LLC




6180 Main Street, Suite A




Zachary, LA  70791



Patient’s Signature:
________________________________________________________

Patient’s Date of Birth
________________________________________________________

Patient’s Social Security Number
___________________________________________

Date:
_____________________________________________________________________

Acct #___________
ZACHARY OB/GYN SERVICES, LLC



PATIENT INFORMATION

Patient __________________________ ___________________________________________


Last



First



Middle




Mailing Address______________________________
________________
____
 _____








City


State
Zip Code

Home Ph. ___________________
Work _________________
Cell _______________

Social Security #___________________________
Date of Birth______________________

Employer_______________________________________________________

Referred By: ______________________________________________________



INSURANCE INFORMATION

Insurance 
___________________________________________________________

Policy Holder’s Name
 _________________________________________________

Policy Holder’s Address
_________________________________________________________

Policy Holder’s Date of Birth _______________________________________

Policy Holder’s SSN
 _______________________________________

Patient’s Relationship to Insured:  
Self
Child
Spouse



By signing this, I hereby acknowledge Zachary Ob/Gyn Services, LLC has the right to the use and disclosure of protected health information for treatment, payment and health care operations, and that I have received the Notice of Privacy Practices for Protected Health Information.  I understand I have the right to restrict how protected health information is used or disclosed, and that Zachary Ob/Gyn Services, LLC is not required to agree to any restriction, but if agreement is reached, Zachary Ob/Gyn Services, LLC is bound by the agreement.

_____________________________________________

________________________



Signature






Date

Charges not covered by Medicare or Managed Care will be the patient’s responsibility, please ask if you have any questions.  I verify this information is true and accurate as of the below indicated date.  I recognize that current, valid insurance information is necessary for reimbursement.

I hereby authorize the attached insurance companies to pay directly to Zachary Ob/Gyn Services, LLC benefits due on my behalf, if any, as provided in the above unexpired policy.  I will pay all charges in excess of whatever sums may be allowed by my insurance and acknowledge amounts due from me, outstanding greater than 30 days will be assessed a finance charge of 1.5% per month.
_______________________________________________
______________________



Signature






Date

ZACHARY OB/GYN SERVICES, LLC

6180 MAIN STREET, SUITE A

ZACHARY, LA  70791

(225) 658-8868

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 privacy policy is adopted to ensure that Zachary Ob/Gyn Services, LLC fully complies with all federal and state privacy protection laws and regulations, in particular, the Health Insurance Portability and Accountability Act of 1996 (HIPAA).  Protection of patient privacy is of utmost importance to Zachary Ob/Gyn Services.  Violations of any of these provisions will result in disciplinary action, which may include termination of employment and possible referral for criminal prosecution.  
This policy shall become effective as of February 25, 2006 and shall remain in effect until it is either amended or cancelled.

If you have any questions or comments concerning this policy, you should contact the Chief Privacy Officer, Zachary Ob/Gyn Services, LLC, 6180 Main Street, Suite A, Zachary, LA  70791, by mail, telephone (225) 658-8868 or fax (225) 658-8840.

DEFINITIONS

For the purposes of this policy, the following defined terms shall have the following definitions.
a. “HHS” shall mean the United States Department of Health and Human Services.
b. “Health Information” or  “Protected Health Information” shall mean, certain Individually Identifiable Health Information, as defined in 45 C.F.R. § 164.501

I.
INFORMATION COLLECTED
In the ordinary course of business may receive personal information such as:

· Patient’s name, address and telephone number;

· Information relating to treatment, diagnosis or other medical information concerning a patient;

· Patient’s insurance information and coverage.

In addition, other information will be gathered about a patient and we will create a record of care and/or services provided to the patient by Zachary Ob/Gyn Services.  Some of the information also may be provided to us by other individuals or organizations that are part of the patient’s “circle of care”- such as referring physician, other doctors, their health plan and family members, hospitals or other health care providers.

II.
HOW ZACHARY OB/GYN SERVICES, LLC MAY USE OR 


DISCLOSE YOUR PROTECTED HEALTH INFORMATION
Zachary Ob/Gyn Services, LLC collects protected health information from you and stores it in a chart on the computer.  This is your medical record.  The medical record is property of Zachary Ob/Gyn Services, LLC, but the information in the medical record belongs to you.  It is the policy of Zachary Ob/Gyn Services, LLC that all protected health information may not be used or disclosed unless it meets one of the following conditions:
1. The patient, who is the subject of the information, has consented to the 



use or disclosure is for the treatment, payment or health care 



operations.

2. The patient, who is the subject of the information, has authorized the 



use or disclosure of the information; or

3. The patient, who is the subject of the information, does not object to 



the disclosure and the disclosure is to persons involved in the 



health care of the individual or for facility directory purposes.

4. It is the policy of Zachary Ob/Gyn Services, LLC that a voice mail or



answering machine message may be left at a patient’s home or 



or other number the patient provides to Zachary Ob/Gyn Services,



LLC regarding appointments, billing or payment issues, or other



PHI, related to treatment, payment or health care operations.

5. As Required by Law, it is the policy of Zachary Ob/Gyn Services, LLC



that we may use and disclose your protected health information as 



required by law.

III. OTHER POLICIES, USES AND DISCLOSURES
Notice of Privacy Practices.  It is the policy of Zachary Ob/Gyn Services, LLC that privacy practices must be published and that all uses and disclosures of protected health information are done in accordance with privacy policy.

Deceased Individuals.  It is the policy of Zachary Ob/Gyn Services, LLC that privacy protections extend to information concerning deceased individuals.
