HIPAA PRIVACY AUTHORIZATION FORM

Autharization for Use or Disclosure of Protacted Health Information
{Raquired by the Healih Ingurance Porablllty and Acupntability Act-35 CFR Pens 160 and 184}

REQUEST FOR RELEASE
OF
MEDICAL RECORDS

TO
PREVIOUS HEALTH CARE PROVIDER OR MEDICAL FACILITY

ADDRESS

PHONE NUMEBER FAX NUMBER

| HEREBY REQUEST THAT MY PROTECTED HEALTH INFORMATION BE RELEASED TC
CHAMBERS MEDICAL GROUP, INC.

JOSEPH C. ECKERT
DONNA NAUMANNRN-FNP-BC
3533 DUNN RD STE. 204
FLORISSANT, MO 63033
314-831-26000FFICE
314-831-5393FAX

DATE

PATIENTS NAME (PLEASE PRINT)

PATIENTS SIGNATURE

PATIENTS DATE OF BIRTH



CHAMBERS MEDICAL QROUP

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION,

PLEASE REVIEW |T CAREFULLY,
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

We are required by appiicable federal snd ststs law ta mainiala the privacy of your hesith information, We are sisa
required to glve you this Notice sbout our privecy praclices, our legel dutles, snd your rights concerning your healin

information. YWa must follow tha privacy practices thet ere describag In this Notlco while It (s In effect. This Netice
tokes effect | _Aptd 14,2003 ang wiil remalinin effect untll we repisca it

We reserve the right to change ouwr privacy practlces and the tarms of this Notice at any lime, provided such
changes ere permitted by appllcable law, We reserve the tight to make the chenges In our privacy pracuces snd ihe
nev terms of our Notlce effectiva for all ealth Information that we maintaln, InCluding hasatth information we creat
ed of recelved before we made the changes. Before we maks a signiflcant chenge In our privacy praciices, we wil
change this Notice and make tha new Notlce avsilanle upan request.

You may request 8 copy of our Natlcs at.any time. For mafe information about our pﬁlvucy practuces, of for addition-
al copies of this, Notlce, please contact us using theinformation lsted at the end of this Notlcae.

USES AND DISCLOSURES OF HEALTH INFORMATION

We use and disciose health Infermation aboulyou for reatment. payment, and healthcare operations. For examply:

Trestment: Yva may use or disclose your health information to & physician or other tiaslthcars provider pro-
viglng treetment Lo you.
Payment: We may use and disclose your hesith information to obtalin peyment for sarvices we provigde to you.

Haafthcars Operations: YWa mey use and discicse your hasfth Information in connectien with our haaithcare oper.
stions. Heslthcara operations include quality assessment and Improvement activities, revliewing the competence or
quelifications of heaithcare professionals, evalualing prectitionsr and provider parforrmance, conducting Lralning
programs, sccreditation, certificatlen, Heensing or credentisilng activilles,

Your Autheorization: In addition to.our use ¢f your health informatlon for treatment, payment or hasithcare opers-
tons, you may glve us written sutharization to use your heslth Informatlon or 10 disclose It to snyone fof sny pus:
pose. if you give us 8n suthorlzetlon, you may revoke it in writing at any tima. Your revecation will not affect any use
or disclosures permiited by your suthorizatlon while it was In gffect, Unlass you give us a written authorizallon, we
cannol use or disclose your health Information for any reason except thase descrlbed in this Notlcs,

To Your Famlly and Frlends: We must disclese your hzalth informatlon 1o you, as described In ths Patiens
Rights section of this Notlce, W may disclose your health informstion to o family mambar, frlend or cther person
to the extent nacessary to help with your healthcers or with payment for your healthcere, but anly If you sgree Lhot

we may do s0.

Parsons Invalved In Care; We may use or disclose heakth information te notify, or assistin the natificailon of
(Including |dentifying or lacating) a family member, your personsl representative or ancther person responsible fod
your care, of your focation, your generel conditlon, of desth. [f you are prezant, Lhep prior Lo use or disclosure of your
heslth Informetion, we wiil provide you with an oppartunity to ohlact to such Uses or disclosures. In uhe avent of your
incapacity or wmergency clrcurnstences, we wlil disclose heslth Informetion based on o detsrmination using our

professlonal judgment disclosing only health information thay Is directly relevant Lo the parson’s Jnvumm:m in yo:r
hasithcare. We will also use our prefesstonal Judgment snd aur sxparlence with commaon proctica Lo make reaso
: fled prescriptions, madical suppiles, xrays, of

sble infarences of your best intaraat in pllowlng & person 1o plok Up
other simllar forms of haelth Infarmatien. .
I

Marketing Haalth-Related Services; We will rial use your health Information for marketing commu
without your written authorization. I

- W,
Wa may usse or discloses your hasith infermation whan we are required ta do 5o by
puthorilles If wa reosonably balieve thet
or other crirnes. YWa may uis
aith or safety or the nealth

Required by Law:

Abuse ot Neglact: YWe may disclose yi " hos
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