AIFPAA Notice of Privacy Practices
Metroniex Pulmonary and Sleep Center
1701 Eldorado Parkway Suite 250
McKinney, TX 75069

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION A3DUT YOL MAY 3E USZD AND DISCLOSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION, PLEASE REVIEW |T SARESULLY,

This MNotice of Privacy Practices describes now we may use and disciose vour orotected nealth information (PHI 1©
carry oul reatment, paymeni or health care operations (TP2} and for other purposes that are permitted or raguired
Oy iaw. It alse gescribes your nights to access ang contro! your protecied nealth mformation. "Protected nealtn
information” s information about you, inclucing demeographic information, that may identify you and that retates 1o

your pasl. present or future pnysical or mental healtn condition and reiated health care services.

USES AND DISCLOSURES OF PROTECTED HEALTH !NFORMATION

Your protecied health information may be used and disclosed oy your physician, our office staff and others outside of
our office that are involved in vour care and treatment for the purpose of providing nealth care services to you, to pay
vour nealtn care bills, to support the cperation of the physician’s practice, anc any other use reguired by law.

Treatment:

We will use anc disclose your nrotected nealtn information to provide, coordinate. or manage your health care ancg
any reiatec services. This inciudes tne coordination or management of your hesalth care with 2 third party. For
exampie, your protected healin informatior may oe provided to 2 physician to whom yeou have peen referred to

ensure that the physician has the necessary information to diagnose or wreat you.

Payment:

Your protecied health information wili be used, as needed, tc obtain payment for your health cars services. For
exampie, obtaining approval for 2 hospital stay may require that your reievant protected health information be
disclesed to the healtn pian to obtain approvai for the hosoitai admission.

Healthcare Operations:

We may use or disciose, as-nseded, your protecied nealth information in order to support the business aciivilies of
your physician’s practice. These activities include, but are ncot fimited 1, quality assessment, employee review,
training of medical students, iicensing, funaraising, and conducting or arranging for other business activities. For
exampie, we may disciose vour protected health information to medica schoo! students that see patients a: our
office. in addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and
tndicate your physician. We may also call you oy name in the walling room when your physician i1s ready 10 see vou.
We may use or disclose vour protected health information, as necessary, tc contact you ¢ ramind you of your
appoiniment. and infortn you about treatraent altematives or other heéalth-reiated benefits and services that may be of
mnterast 1o you.

We may use or disciose your protectad health information in the foliowing situations witnou: your authorization. These
situations inciude: as required by law, pubiic health issues as requirec by law, communicable diseases, heaith
oversigni, abuse or neglect, food and drug administration requirements, legal oroceedings, law enforcement,
coroners, funeral directors, organ donation, research. cnminal activity, military activity and national security, workars’
compensation, inmates, and other required uses anc discicsures.  Under the law. we must make disciosures to you
upon your reguest. Unger the law we must also disciose your protecied healtn information wnen required by the
Secretary of the Department of Health anc Human Services (o investgaie or Getermine our compiiance with the
requirements under Section 154.500.

Other Permitted and Requirad Uses and Disciosures wil be made only with your consent, authorization or
opportunity to object uniess reguired by law  You may revoke the authorization, at any time i writing  except
the exent that your physician or the physician’s praciice nas iakan an actior in reliance on the use or disciosure
indicated in the authorization. -
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YOUR RIGHTS

The following are staiemanis of your rignts with raspect to vour orotectad nealth information.

You have the right to inspect and Copy your protected health information (fees may appiy} - Under fedara
@w, howsever, you may not inscact or copy the icllowing records: FPsychotherapy notes, informaiion comphac in
regsonadle anticipation of, or used in, a oivil Criminal, o7 administrative action or sroceeding, orotecied heaith
information restricted by law information thal is reiated t¢ medical research In which you have agresc o paricinals.
information whose discicsure may result i nham or wnjury to vou or 1o another oarsen. or information tha: was
odtamned under a promise of conmmidentiaiity,

You have the right to reques: a restriction of your pretected heaith information — This means vou may ask us
NCLC use or disclose any part of your protected neaith information and Dy iaw we musi comoly when {he protected
nealth information pertains soiely to a health care item or sarvice for which the health care provider involves has been
oaid out of pocket in full. You may also reguest that any part of your protected heaith information not be disciosed to
family members or friernds who may be invoived in vour care or for notification purposes as describec in this Notice of
Privacy Practices. Your request must state the specific restriction requested anc to whom you want the restriction to
appiy. By law, you may not request that we restrict the disclosure of your PH! for treatment purposes.

You have the right to request to recsive confidential communications —~ You have the rght to reguest
confidentiai communication from us by alternative means or at an alternative location. You have the nignt to obtain a
paner copy of this notice from us, upon request, even if you have agreec !0 accept this notice alternatively ie.
electronicaliy.

You have the right to request an amendment to your protected health information — If we deny vour request ‘or
amendment, you have the right 1o file a statemen: of disagreement with us and we may prepars 2 reouttal to your
statement and will orovide you with & copy of any such reputtal.

You have the right to receive an accounting of certain disclosures — You nave the Aght to receive an accounting
of ali disctosures except for disclosures: pursuant t© an authorization, for purnoses of reatment, payment, healthcare
operations: required by law, that occurred anor 1© April 14, 2003, or six years prior {0 the date of ihis request.

You have the right to obiain a paper copy of this notica from us aver if you have agresd tc receive the notice
electonically. We reserve the rignt to change the terms of this notice and we will notify you of such changes on the
following appointment. We will aisc make avaiiabie copies of our new notice if you wisn to obtain one.

COMPLAINTS

You may compiain {0 us or 1o the Secretary of Health and Human Sarvices if you beileve your privacy rights have
been violated by us. You may file a complaint with us oy notifying our Compliance Cfficer of your complaint. We will
not retaliate against you for filing a compiaint.

We are required by law to maintain the privacy of, and provide individuais with, this notice of our legal duties
and privacy practices with respect to protected health information. We are also required o abide by the
terms of the notice currently in effect. If you have any questions in reference to this form, please ask to
speak with our HIPAA Cornpliance Gfficer in person or by phone at our main phone number.

Fiease sigr. the accompanying "Acknowlecgment” form  Please note that oy signing the Acknowiedgment form you
are only acknowledging that you have received or beer given the opportunity 1 receive a copy of our Notice of
Privacy Praclices.



