
PATIENT NAME (LAST, FIRST, MIDDLE INITIAL)   SEX DATE OF BIRTH   MARITAL STATUS  RACE SOCIAL SECURITY NUMBER

PATIENT ADDRESS    CITY,    STATE ZIP PRIMARY PHONE NUMBER

PATIENT INFORMATION

EMPLOYER ADDRESS    CITY,    STATE ZIP WORK PHONE NUMBER

PRIMARY CARE PHYSICIAN  ADDRESS   CITY   STATE ZIP PHONE NUMBER

CHART NO:

MRN:    DATE OF APPT:   CLINIC:    DOCTOR :

FOR OFFICE USE ONLY:

SPOUSE / GUARDIAN  (LAST, FIRST, MIDDLE INITIAL)   DATE OF BIRTH   RELATIONSHIP TO PATIENT SOCIAL SECURITY NUMBER

SPOUSE / GUARDIAN ADDRESS    CITY,   STATE                                ZIP SPOUSE / GUARDIAN PHONE NUMBER

EMERGENCY CONTACT INFORMATION

RESPONSIBLE PARTY
GUARANTOR (LAST, FIRST, MIDDLE INITIAL)       RELATIONSHIP TO PATIENT GUARANTOR SS NUMBER

GUARANTOR ADDRESS    CITY,   STATE                                ZIP PRIMARY PHONE NUMBER

GUARANTOR EMPLOYER       

GUARANTOR EMPLOYER ADDRESS    CITY   STATE                                ZIP WORK PHONE NUMBER

INSURANCE INFORMATION
SUBSCRIBER NAME       EXPIRATION DATE             RELATIONSHIP TO INSURED 

PRIMARY INSURANCE COMPANY  ADDRESS  CITY  STATE  ZIP  

GROUP NO.  POLICY # ID # OR CERTIFICATE #   EFFECTIVE DATE

SECONDARY INSURANCE COMPANY  ADDRESS  CITY  STATE  ZIP                              RELATIONSHIP TO INSURED 

GROUP NO.  POLICY # ID # OR CERTIFICATE #   EFFECTIVE DATE

IS THIS VISIT RELATED TO AN ACCIDENT      DATE OF INJURY

REFERRING PHYSICIAN NAME  ADDRESS   CITY   STATE ZIP   PHONE NUMBER

PLEASE PRESENT INSURANCE CARD(S) TO RECEPTIONIST FOR PHOTOCOPYING
PATIENT RESPONSIBILITIES: I understand that as the patient, parent, or guardian, I am legally responsible for payment of all charges relating to my care. Patient and/or guarantor(s) agree to 
pay reasonable attorney’s fee and cost of collection if patient’s account is placed in the hands of an attorney for handling. 

PATIENT’S CERTIFICATION AUTHORIZATION TO RELEASE INFORMATION AND PAYMENT REQUEST. I certify that the information given by me in applying for payment under Title XVIII or 
XIX of the Social Security Act, or under other insurance coverage, is correct. I authorize any holder of medical or other information about me to release to S.S.A. or its intermediaries or carriers 
and/or the State in which I reside or it’s Fiscal Agents, or the Insurance Company, or its representatives, any information needed for this or a related Medicare/Medicaid Claim, or other insurance 
claim. In consideration of services rendered, I transfer and assign to University Clinical Health any payment which may become due to me for medical and/or surgical services under policies 
applicable to me or my dependent.

_______________________________________________                            _______________________________________________ 
Patient Signature (Signature must be marked by witnessed)             Guarantor Signature    

SELF 
SPOUSE 
CHILD 
OTHER 
 FSC# ____________
 IC# ______________
INS # _______________________

SELF 
SPOUSE 
CHILD 
OTHER 
 INS # ____________  

SELF       DEP CHILD
SPOUSE       STUDENT  OTHER

AUTO  JOB RELATED

EMAIL ADDRESS    HOW DID YOU HEAR ABOUT US?

EMPLOYER NAME/SCHOOL NAME   
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Have you experienced any of the following 
in the last 6 months? 
Date: ____________________

MUSCULOSKELETAL   All No
No  Yes
 Joint Pain 
 Joint Stiffness or Swelling 
 Weakness of Muscles or Joints
 Muscle Pain or Cramps 
 Back Pain 
 Cold Extremities
	 Difficulty	in	Walking	
 Arthritis
SKIN    All No
No  Yes
 Rash or Itching 
 Change in Skin Color 
 Change in Hair or Nails 
 Varicose  Veins
 Breast Pain 
 Breast Lump
 Breast Discharge
	 Easy	Bruising	or	Bleeding
NEUROLOGICAL   All No
No  Yes
 Frequent or Reoccurring Headaches
	 Light	headed	or	Dizzy
 Convulsions or Seizures
 Numbness or Tingling Sensations 
 Tremors
	 Paralysis
 Stroke

Please list your 3 chief complaints for today’s visit: 
_______________________________________
_______________________________________
_______________________________________
_______________________________________
_______________________________________
_______________________________________
_______________________________________
_______________________________________
_______________________________________
_______________________________________
_______________________________________
_______________________________________
_______________________________________
_______________________________________

MRN

CHART NO

NAME

DOB

Patient Stamp Above

Review of Systems
Please Answer ALL Questions

CONSTITUTIONAL   All No
No  Yes
	 		Good	general	health	lately
   Recent weight change
   Fever
   Fatigue
   Headaches
   Night Sweats or Chills
ENT    All No
No  Yes
  Hearing Loss
  Ringing in the Ears
  Earaches or Drainage 
  Sinus Problems/ Pain 
  Nose Bleeds
  Mouth Bleeds
  Mouth Sores
  Bleeding Gums 
  Bad Breath or Bad Taste
  Sore Throat or Voice Change 
	 	Swollen	Glands	in	Neck/	Lymph	nodes
CARDIOVASCULAR   All No
No  Yes
  Heart Trouble 
  Chest Pains 
  Sudden Heart Beat Changes
  Swelling of Feet, Ankles, or Hands
RESPIRATORY   All No
No  Yes
  Frequent Coughing
  Spitting Up Blood
  Shortness of Breath 
  Asthma or Wheezing
GASTROINTESTINAL   All No
No  Yes 
 Loss of Appetite
 Change in Bowel Movements
 Nausea or Vomiting
 Frequent Vomiting
 Frequent Diarrhea
 Painful Bowel Movements or Constipation
 Blood in Stool 
 Stomach Pain 
 Constipation
 Heartburn

GENITOURINARY   All No
No  Yes
 Frequent Urination
 Burning or Painful Urination
 Blood in Urine /Dark Urine
 Change of Force of Strain when Urinating 
 Incontinence or Dribbling 
	 Kidney	Stones
 Male- Testicle Pain 
 Female- Pain with Periods
 Female- Irregular Periods 
 Female- Vaginal Discharge 
 Female- # pregnancies
 Female- # miscarriages
	 Is	it	possible	that	you	are	pregnant?
Female- Date of Last Pap Smear
 Female- Findings of last Pap Smear
  Normal           Abnormal

PSYCHIATRIC   All No
No  Yes
	 Memory	Loss	or	Confusion	
	 Nervousness/	Anxiety
 Depression
 Suicidal Thoughts
 Sleep Problems 
METABOLIC/ENDOCRINE  All No
No  Yes
 Glandular or Hormone Problem
	 Thyroid	Disease
 Excessive Thirst or Urination
 Heat or Cold Intolerance
	 Dry	Skin	
 Change in Hat or Glove size

Patient Signature: 

______________________________________

Provider Signature:

_______________________________________

OCULAR    All No
No  Yes
 Decreased Night Vision
	 Dry	Eyes
	 Light	Sensitivity
 Blurred Vision
	 Burning	Eyes
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FOR OFFICE USE ONLY

Ht:_____in.  Wt:_____lbs.  Temp:_____F  BP:_____/_____    HR:_____bpm R:_____bpm

New Patient:       Yes        No           M           F         Full Exam             Focused Exam              Gown

>18yo												 Yes           No               Parent or Guardian Present or consent             Yes                No

Resident	Physician	Consent												Yes                 No

Past Medical History:	(Check	all	that	apply)

	 Anxiety
 Arthritis
 Asthma
 Atrial Fibrillation
 Blood Clots
 Cancer:
 Cardiovascular disease
 Congestive Heart Failure
 COPD

Coronary	Artery	Disease
Depression
Diabetes
Eczema
Elevated Lipids
Gastrointestinal Disease
Glaucoma
Hepatitis/Liver Disease
Hypertension
Mental Disorder

Multiple Sclerosis
Osteoporosis
Phlebitis
Renal Disease
Seizure Disorder
Skin Cancer
Thyroid	Disease
Tuberculosis
HIV
Other:

Past Surgical History:	(Check	all	that	apply)

 Blood Transfusion
 CABG
 Cardiac Pacemaker
 Hip Replacement

Hysterectomy
Knee Replacement
Liver	Biopsy
Organ Transplant

Electronic Implanted
Bone/Brain Stimulators
Other:

Abnormal Moles
Acne
Allergies
Arthritis
Asthma
Basal Cell Carcinoma
Blood Disorder
Cancer: 
COPD
Coronary	Artery	Disease

Depression
Diabetes
Eczema
Elevated Lipids
Genetic Disease
Hypertension
Inflammatory	Bowel	Disease
Keloids
Liver Disease

Psoriasis
Renal Disease
Rosacea
Seizure Disorder
Stroke
Thyroid	Disorder
Melanoma
Other: 

Family History:	(Check	all	that	apply)

No  Yes

No  Yes

No  Yes

No  Yes

No  Yes No  Yes

No  Yes No  Yes

No  Yes
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Pediatric	Patients	Only:

With	whom	does	patient	live?	____________________________________________

Who	has	guardianship	of	patient?	_________________________________________

Does	anyone	smoke	in	the	household?					Yes											No

Alcohol Use:
Never
Current
Former
Amount used ___________
Date Started ____________
Date Stopped ___________

Tobacco Use:
Never
Current
Former
Amount used ___________
Date Started ____________
Date Stopped ___________

Drug/Other Allergies
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MRN

Name 

DOB

Patient stamp or label above Consent and Agreement

Part I.  Medical Treatment Consent: 
I (the undersigned, and/or the parent or legal guardian) consent to the administration of reasonable and necessary services in connection 
with treatment of the above-mentioned patient at University Clinical Health (UCH). This consent includes, but is not limited to, labora-
tory procedures, medication administration, infusions, procedures, and/or services rendered to a patient by members of the medical 
staff, their representatives, and/or associates and employees under the instruction of the physician. I acknowledge that no 
guarantees have been made to me regarding to the results of treatments or examination in the clinic.

Part II. Release of Information, Assignment of Insurance Benefits, and Financial Agreement: 
Release of Information: I hereby authorize UCH and any physician who has rendered services to release any and all information 
pertaining to my (or the patient’s) treatment to enable the collection of benefits for the services rendered. The authorization includes 
release of information to insurance companies or healthcare providers, in whole or in part, for payment in exchange for services 
rendered, whether such payment is in exchange for services rendered by UCH or by the physicians. Release of Information is also 
authorized to any providers for follow-up medical care. A copy of UCH’s Request for Restrictions Form must be submitted in writing 
to terminate this agreement. 

Assignment of Benefits: I hereby authorize and assign payment directly to UCH for benefits, including secondary benefits, due to me for 
medical services. I understand that I am financially responsible for charges not covered by any insurance or medical benefit payor.  I further 
acknowledge that any benefits, when received by and paid to UCH will be credited to my account in accordance with this assignment.

Financial Agreement: I understand and agree that I am financially responsible to UCH, and/or physician for any charges not covered 
by the authorization below or charges not covered by insurance.

I agree that in order to collect any amounts I may owe for services provided by UCH, UCH or its designee may contact me via  
telephone at any telephone number associated with my account, including wireless telephone numbers, which could result in  
cellular charges. We may also contact you by sending text messages or e-mails, using any e-mail address you provided to us. Methods to  
contact may include using pre-recorded/artificial voice messages and or use of an automatic dialing device, as applicable.

I/We have read this disclosure and agree that UCH and/or its designee for collecting any amounts I may owe UCH may contact me 
as described above.

In addition, with respect to future treatments at UCH, this document is ongoing in nature and will remain in effect until revoked by me 
in writing.

00001 - 6/18 - Scan to Consent 

*If Personal Representative, the patient is unable to sign because (check one):  ❑  Minor     ❑  Incompetent
❑ Other (explain): ___________________________________________________________________________________________

I hereby give permission to receive services and treatment by my physician (and/or associates) at UCH. I authorize the release of in-
formation including protected health information as needed to file for payment for services incurred. I fully understand my Financial 
Responsibility for services rendered at UCH.

  Signature of Patient or Personal Representative*

  Date

Printed Name of Patient or Personal Representative*

*Relationship to Patient (if Personal Representative)

 For Office Use Only:  Date received ____________________   Received by: _________________________
  Check if applicable:  ❑  Patient refused to sign Consent and Agreement (explain):__________________________
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g	
of
	w
he
n	
an
d	
w
ith
	w

ho
m
	w
e	
ha
ve
	s
ha
re
d	
or
	d
is
cl
os
ed
	y
ou
r	
H
ea
lth
	I
nf
or
m
at
io
n	
fo
r	
so
m
e	
ty
pe
s	
of

di
sc
lo
su
re
s	(
a	
fe
e	
w
ill
	b
e	
ch
ar
ge
d	
to
	fu
lfi
ll	
re
pe
at
ed
	re
qu
es
ts
	fo
r	s
uc
h	
ac
co
un
tin
gs
)

•
Re
qu
es
t	t
ha
t	w

e	
co
m
m
un
ic
at
e	
w
ith
	y
ou
	a
bo
ut
	y
ou
r	H

ea
lth
	In
fo
rm

at
io
n	
in
	a
	p
ar
tic
ul
ar
	w
ay
	o
r	a
t	a
	ce
rt
ai
n	
lo
ca
tio
n

•
O
bt
ai
n	
a	
pa
pe
r	c
op
y	
of
	o
ur
	N
ot
ic
e	
of
	P
riv

ac
y	
Pr
ac
tic
es

•
Re
vo
ke
	a
	p
re
vi
ou
s	a
ut
ho
riz
at
io
n	
to
	ce
rt
ai
n	
us
es
	a
nd
	d
is
cl
os
ur
es
	o
f	y
ou
r 	H

ea
lth
	In
fo
rm

at
io
n	
by
	u
s,	
ex
ce
pt
	w
he
re
	a
ct
io
ns
	h
av
e

al
re
ad
y	
be
en
	ta
ke
n	
by
	u
s	
re
la
tin
g	
to
	th
at
	a
ut
ho
riz
at
io
n	
or
	w
he
re
	th
e	
au
th
or
iz
at
io
n	
w
as
	o
bt
ai
ne
d	
as
	a
	c
on
di
tio
n	
of
	o
bt
ai
ni
ng

in
su

ra
nc

e 
co

ve
ra

ge
, a

nd
 o

th
er

 la
w

 p
ro

vi
de

s t
he

 in
su

re
r w

ith
 th

e 
rig

ht
 to

 co
nt

es
t a

 cl
ai

m
 u

nd
er

 th
e 

po
lic

y 
or

 th
e 

po
lic

y 
its

el
f.

•
Fi
le
	a
	co

m
pl
ai
nt
	if
	y
ou
	b
el
ie
ve
	th
at
	y
ou
r	p

riv
ac
y	
rig

ht
s	h

av
e	
be
en
	v
io
la
te
d

A
ny
	re
qu
es
ts
	o
r	q
ue
st
io
ns
	a
bo
ut
	th
e	
rig

ht
s	l
is
te
d	
ab
ov
e	
sh
ou
ld
	b
e	
di
re
ct
ed
	to
:	P
riv

ac
y	
O
ffi
ce
r,

U
ni

ve
rs

ity
 C

lin
ic

al
 H

ea
lth

, a
t	1
40
7	
U
ni
on
	A
ve
nu
e,	
Su
ite
	7
00
,	M

em
ph
is,
	T
N
	3
81
04
-3
67
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 (9
01
)	8
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1)
	3
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C
or

re
ct

io
na

l I
ns

tit
ut

io
ns

/L
aw

 E
nf

or
ce

m
en

t C
us

to
di

an
s.
	S
ho
ul
d	
yo
u	
be
	a
n	
in
m
at
e	
of
	a
	c
or
re
ct
io
na
l	i
ns
tit
ut
io
n	
or
	b
e	
in
	th
e

la
w

fu
l c

us
to

dy
 o

f a
 la

w
 en

fo
rc

em
en

t o
ffi

ci
al

, w
e m

ay
 d

is
cl

os
e y

ou
r H

ea
lth

 In
fo

rm
at

io
n 

to
 th

e i
ns

tit
ut

io
n 

or
 th

e o
ffi

ci
al

 if
 n

ec
es

sa
ry

 
fo

r y
ou

r h
ea

lth
, t

he
 h

ea
lth

 a
nd

 sa
fe

ty
 o

f o
th

er
 in

m
at

es
 o

r l
aw

 e
nf

or
ce

m
en

t, 
an

d 
th

e 
sa

fe
ty

 o
f t

he
 in

st
itu

tio
n 

at
 w

hi
ch

 y
ou

 re
si

de
.
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R
eq

ui
re

d 
by

 L
aw

.	W
e	
m
ay
	u
se
	o
r	d
isc
lo
se
	y
ou
r	H

ea
lth
	In
fo
rm

at
io
n	
to
	th
e	
ex
te
nt
	th
at
	th
e	
us
e	
or
	d
isc
lo
su
re
	is
	re
qu
ire
d	
by
	la
w
.	T
he

us
e	o
r	d
isc
lo
su
re
	w
ill
	b
e	m

ad
e	i
n	
co
m
pl
ia
nc
e	w

ith
	th
e	l
aw

	an
d	
w
ill
	b
e	l
im
ite
d	
to
	th
e	r
el
ev
an
t	r
eq
ui
re
m
en
ts
	o
f	t
he
	la
w
.	I
f	r
eq
ui
re
d	
by
	la
w
,

yo
u 

w
ill

 b
e n

ot
ifi

ed
 o

f a
ny

 su
ch

 u
se

s o
r d

isc
lo

su
re

s.
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C
hi

ld
 A

bu
se

 a
nd

 N
eg

le
ct

.		
	W
e	
m
ay
	d
is
cl
os
e	
yo
ur
	H
ea
lth
	In
fo
rm

at
io
n	
fo
r	p

ub
lic
	h
ea
lth
	a
ct
iv
iti
es
	a
nd
	p
ur
po
se
s	
to
	a
	p
ub
lic

he
al
th
	a
ut
ho
rit
y	
or
	o
th
er
	g
ov
er
nm

en
ta
l	a
ut
ho
rit
y	
th
at
	is
	a
ut
ho
riz
ed
	b
y	
la
w
	to
	re
ce
iv
e	
re
po
rt
s	o

f	c
hi
ld
	a
bu
se
	o
r	n

eg
le
ct
.
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O
th

er
 A

bu
se

 a
nd

 N
eg

le
ct

.		
	W
e	
m
ay
	d
is
cl
os
e	
yo
ur
	H
ea
lth
	In

fo
rm

at
io
n	
if	
w
e	
be
lie
ve
	th
at
	y
ou
	h
av
e	
be
en
	a
	v
ic
tim

	o
f	a
bu
se
,

ne
gl
ec
t	o
r	d

om
es
tic
	v
io
le
nc
e	
to
	th
e	
go
ve
rn
m
en
ta
l	e
nt
ity
	o
r	a
ge
nc
y	
au
th
or
iz
ed
	to
	re
ce
iv
e	
su
ch
	in
fo
rm

at
io
n.
	In
	th
is
	c
as
e,
	if
	y
ou
	d
o

no
t	a
gr
ee
	to
	th
e	
di
sc
lo
su
re
,	t
he
	d
is
cl
os
ur
e	
w
ill
	b
e	
m
ad
e	
co
ns
is
te
nt
	w
ith
	th
e	
re
qu
ire
m
en
ts
	o
f	a
pp
lic
ab
le
	fe
de
ra
l	a
nd
	st
at
e	
la
w
s,	
an
d

on
ly
	if
	re
qu
ire
d	
or
	a
ut
ho
riz
ed
	b
y	
la
w
.
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.C

om
m

un
ic

ab
le

 d
is

ea
se

s.	
	W
e	m

ay
	d
isc
lo
se
	y
ou
r	H

ea
lth
	In
fo
rm

at
io
n	
fo
r	p
ub
lic
	h
ea
lth
	a
ct
iv
iti
es
	a
nd
	p
ur
po
se
s	t
o	
a	
pe
rs
on
	w
ho
	m
ay

be
	a
t	r
isk
	o
f	c
on
tra
ct
in
g	
or
	sp

re
ad
in
g	
a	
di
se
as
e,	
if	
su
ch
	d
isc
lo
su
re
	is
	a
ut
ho
riz
ed
	b
y	
la
w
.
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W
or

kp
la

ce
 H

ea
lth

 S
ur

ve
ill

an
ce

. 	
W
e	
m
ay
	 d
is
cl
os
e	
yo
ur
	H
ea
lth
	In
fo
rm

at
io
n	
fo
r	p

ub
lic
	h
ea
lth
	a
ct
iv
iti
es
	a
nd
	p
ur
po
se
s	
to
	y
ou
r

em
pl
oy
er
,	f
or
	th
e	p

ur
po
se
s	o
f	c
on
du

ct
in
g	
an
	ev

al
ua
tio
n	
of
	m
ed
ic
al
	su

rv
ei
lla
nc
e	o

f	t
he
	w
or
kp
la
ce
	o
r	f
or
	th
e	p

ur
po
se
s	o
f	e
va
lu
at
in
g

w
he
th
er
	y
ou
r	h

av
e	
a	
w
or
k-
re
la
te
d	
ill
ne
ss
	o
r	i
nj
ur
y.
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ig

ht
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ct
iv

iti
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. W
e	m

ay
	d
isc
lo
se
	y
ou
r	H

ea
lth
	In
fo
rm

at
io
n	
to
	a
	h
ea
lth
	o
ve
rs
ig
ht
	a
ge
nc
y	
fo
r	a
ct
iv
iti
es
	a
ut
ho
riz
ed
	b
y	
la
w
,

su
ch
	a
s	a
ud
its
,	i
nv
es
tig
at
io
ns
,	a
nd
	in
sp
ec
tio
ns
.	O

ve
rs
ig
ht
	a
ge
nc
ie
s	s
ee
ki
ng
	th
is	
in
fo
rm

at
io
n	
in
clu

de
	g
ov
er
nm

en
t	a
ge
nc
ie
s	t
ha
t	o
ve
rs
ee

th
e	h
ea
lth
	ca
re
	sy
st
em

,	g
ov
er
nm

en
t	b
en
ef
it	
pr
og
ra
m
s,	
ot
he
r	g
ov
er
nm

en
t	r
eg
ul
at
or
y	
pr
og
ra
m
s	a
nd
	en
tit
ie
s	s
ub
jec
t	t
o	t
he
	ci
vi
l	r
ig
ht
s	l
aw

s.
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dm

in
is

tra
tiv

e 
Pr

oc
ee

di
ng

s.	
W
e	
m
ay
	u
se
	o
r	
di
sc
lo
se
	y
ou
r	
H
ea
lth
	In

fo
rm

at
io
n	
in
	th

e	
co
ur
se
	o
f	a
ny
	ju
di
ci
al
	o
r

ad
m

in
is

tr
at

iv
e 

pr
oc

ee
di

ng
, i

n 
re

sp
on

se
 to

 a
n 

or
de

r o
f a

 c
ou

rt
 o

r a
dm

in
is

tr
at

iv
e 

tr
ib

un
al

, o
r i

n 
ce

rt
ai

n 
co

nd
iti

on
s i

n 
re

sp
on

se
 to

 a
su
bp
oe
na
,	d
is
co
ve
ry
	re
qu
es
t	o
r	o

th
er
	la
w
fu
l	p
ro
ce
ss
	n
ot
	a
cc
om

pa
ni
ed
	b
y	
an
	o
rd
er
	o
f	a
	c
ou
rt
	o
r	a
dm

in
is
tr
at
iv
e	
tr
ib
un
al
,	s
ub
je
ct

to
 a

ny
 a

pp
lic

ab
le

 p
riv

ile
ge

s.
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La
w

 E
nf

or
ce

m
en

t. 
 W
e	
m
ay
	d
is
cl
os
e	
yo
ur
	H
ea
lth
	In
fo
rm

at
io
n	
fo
r	a
	la
w
	e
nf
or
ce
m
en
t	p
ur
po
se
	to
	a
	la
w
	e
nf
or
ce
m
en
t	o
ffi
ci
al
	if

ce
rt

ai
n 

co
nd

iti
on

s a
re

 m
et

.
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ve
rti

ng
 a 

Th
re

at
.  W

e	m
ay
,	c
on
sis
te
nt
	w
ith
	ap

pl
ica
bl
e	l
aw

	an
d	
st
an
da
rd
s	o
f	e
th
ic
al
	co
nd
uc
t,	
us
e	o
r	d
isc
lo
se
	y
ou
r	H

ea
lth
	In
fo
rm

at
io
n

if	
w
e	b

el
ie
ve
	th
at
	th
e	u

se
	o
r	d
isc
lo
su
re
	is
	n
ec
es
sa
ry
	to
	p
re
ve
nt
	o
r	l
es
se
n	
a	
se
rio
us
	th
re
at
	to
	th
e	h

ea
lth
	o
r	s
af
et
y	
of
	a
	p
er
so
n	
or
	th
e	p

ub
lic
;

pr
ov
id
ed
	th
at
,	if
	a	
di
sc
lo
su
re
	is
	m
ad
e,	
it	
m
us
t	b
e	t
o	
a	p

er
so
n(
s)
	re
as
on
ab
ly
	ab
le
	to
	p
re
ve
nt
	o
r	l
es
se
n	
th
e	t
hr
ea
t.	
W
e	m

ay
	al
so
	u
se
	o
r	d
isc
lo
se

yo
ur

 H
ea

lth
 In

fo
rm

at
io

n 
if 

w
e 

be
lie

ve
 th

at
 th

e 
us

e 
or

 d
isc

lo
su

re
 is

 n
ec

es
sa

ry
 fo

r l
aw

 e
nf

or
ce

m
en

t a
ut

ho
rit

ie
s t

o 
id

en
tif

y 
or

 a
pp

re
he

nd
an

 in
di

vi
du

al
 w

ho
: (

i) 
ad

m
its

 to
 p

ar
tic

ip
at

io
n 

in
 a

 v
io

le
nt

 cr
im

e t
ha

t w
e r

ea
so

na
bl

y 
be

lie
ve

 ca
us

ed
 se

rio
us

 p
hy

sic
al

 h
ar

m
 to

 th
e v

ict
im

,
or

 (i
i) 

ap
pe

ar
s t

o 
ha

ve
 es

ca
pe

d 
fro

m
 a

 co
rr

ec
tio

na
l i

ns
tit

ut
io

n 
or

 la
w

fu
l c

us
to

dy
.
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C
er

ta
in

 U
se

s 
an

d 
D

is
cl

os
ur

es
 fo

r w
hi

ch
 a

n 
A

ut
ho

riz
at

io
n 

is
 R

eq
ui

re
d.

  C
er

ta
in

 u
se

s 
an

d 
di

sc
lo

su
re

s 
by

 u
s 

of
 y

ou
r 

m
ed

ic
al

in
fo
rm

at
io
n	
re
qu
ire
	th
at
	w
e	
ob
ta
in
	y
ou
r	p

rio
r	w

rit
te
n	
au
th
or
iz
at
io
n.
	T
he
se
	in
cl
ud

e:
a.
		P
sy
ch
ot
he
ra
py
	N
ot
es
.	I
f	P
sy
ch
ot
he
ra
py
	N
ot
es
	ar
e	c
re
at
ed
	fo
r	y
ou
r	t
re
at
m
en
t,	w

e	m
us
t	o
bt
ai
n	
yo
ur
	p
rio
r	w

rit
te
n	
au
th
or
iz
at
io
n

be
fo

re
 u

sin
g o

r d
isc

lo
sin

g t
he

m
, e

xc
ep

t (
1)

 if
 th

e c
re

at
or

 of
 th

os
e n

ot
es

 n
ee

ds
 to

 u
se

 or
 d

isc
lo

se
 th

em
 fo

r t
re

at
m

en
t, (

2)
 fo

r u
se

 or
 d

isc
lo

su
re

 in
 

ou
r o

w
n 

su
pe

rv
ise

d 
tra

in
in

g p
ro

gr
am

s i
n 

m
en

ta
l h

ea
lth

, o
r (

3)
 fo

r u
se

 or
 d

isc
lo

su
re

 in
 co

nn
ec

tio
n 

w
ith

 ou
r d

ef
en

se
 of

 a 
pr

oc
ee

di
ng

 br
ou

gh
t 

by
 y

ou
.  

“P
sy

ch
ot

he
ra

py
 N

ot
es

” 
m

ea
ns

  n
ot

es
 re

co
rd

ed
 (i

n 
an

y 
m

ed
iu

m
) b

y 
a 

he
al

th
 ca

re
 p

ro
vi

de
r w

ho
 is

 a
 m

en
ta

l h
ea

lth
 p

ro
fe

ss
io

na
l 

do
cu
m
en
tin
g	
or
	an

al
yz
in
g	
th
e	c
on
te
nt
s	o
f	c
on
ve
rs
at
io
n	
du
rin
g	
a	p

riv
at
e	c
ou
ns
el
in
g	
se
ss
io
n	
or
	a	
gr
ou
p,
	jo
in
t,	
or
	fa
m
ily
	co
un
se
lin
g	
se
ss
io
n	

an
d 

th
at

 a
re

 se
pa

ra
te

d 
fro

m
 th

e 
re

st
 o

f t
he

 in
di

vi
du

al
’s 

m
ed

ica
l r

ec
or

d.
 “

Ps
yc

ho
th

er
ap

y 
N

ot
es

” 
ex

clu
de

s m
ed

ica
tio

n 
pr

es
cr

ip
tio

n 
an

d 
m
on
ito
rin
g,
	co
un
se
lin
g	
se
ss
io
n	
st
ar
t	a
nd
	st
op
	ti
m
es
,	t
he
	m
od
al
iti
es
	a
nd
	fr
eq
ue
nc
ie
s	o
f	t
re
at
m
en
t	f
ur
ni
sh
ed
,	r
es
ul
ts
	o
f	c
lin
ica
l	t
es
ts
,	a
nd
	

an
y 

su
m

m
ar

y 
of

 th
e f

ol
lo

w
in

g 
ite

m
s: 

di
ag

no
sis

, f
un

ct
io

na
l s

ta
tu

s, 
th

e t
re

at
m

en
t p

la
n,

 sy
m

pt
om

s, 
pr

og
no

sis
, a

nd
 p

ro
gr

es
s t

o 
da

te
.

b.
M
ar
ke
tin
g.
	If
	w
e	
us
e	
or
	d
is
cl
os
e	
yo
ur
	H
ea
lth
	In
fo
rm

at
io
n	
fo
r	m

ar
ke
tin
g	
pu
rp
os
es
,	w

e	
m
us
t	f
irs
t	o
bt
ai
n	
yo
ur
	w
rit
te
n

au
th
or
iz
at
io
n	
to
	d
o	
so
,	e
xc
ep
t	i
f	t
he
	co

m
m
un
ic
at
io
n	
is
	fa
ce
-to
-fa
ce
	b
y	
us
	to
	y
ou
,	o
r	i
s	a
	p
ro
m
ot
io
na
l	g
ift
	o
f	n
om

in
al
	v
al
ue
.

c.
Sa
le
	o
f	y
ou
r	m

ed
ic
al
	in
fo
rm

at
io
n.
	If
	a
	d
is
cl
os
ur
e	
of
	y
ou
r	H

ea
lth
	In
fo
rm

at
io
n	
w
ou
ld
	c
on
st
itu

te
	a
	s
al
e	
of
	it
,	w

e	
m
us
t

fir
st
	o
bt
ai
n	
yo
ur
	w
rit
te
n	
au
th
or
iz
at
io
n	
to
	d
o	
so
.
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(9
01

) 
86

6-
85

17
.  

Co
m

m
un

ic
at

io
ns

 m
ay

 a
lso

 b
e 

se
nt

 b
y 

m
ai

l 
ad

dr
es

se
d 

to
: U

C
H
	P
riv

ac
y	
O
ffi
ce
r,	
14
07
	U

ni
on
	A
ve
nu
e,
	S
ui
te
	7
00
,	
M
em

ph
is
,	
TN

	
38
10
4-
36
73

. Y
ou
	m
ay
	a
ls
o	
ca
ll	
ou
r	
co
nf
id
en
tia
l	c
om

pl
ia
nc
e	
ho
tli
ne
	a
t	(

84
4)

 8
40

-0
00

5.
	If

 y
ou

 b
el

ie
ve

 y
ou

r p
riv

ac
y 

rig
ht

s h
av

e 
be

en
 

vi
ol

at
ed

, p
le

as
e 

fil
e 

a 
co

m
pl

ai
nt

 w
ith
	th
e	
Pr
iv
ac
y	
O
ffi
ce
r,	
as
	li
st
ed
	a
bo
ve
,	o
r	w

ith
	th
e	
Se
cr
et
ar
y	
of
	th
e	
U
.S
.	D

ep
ar
tm
en
t	o
f	H

ea
lth
	a
nd
	

H
um

an
	S
er
vi
ce
s.	
Th
er
e	
w
ill
	b
e	
no
	re

ta
lia

tio
n 

fo
r f

ili
ng

 a
 co

m
pl

ai
nt

.

TH
E 

PO
LI

CI
ES

 IN
 T

H
IS

 N
O

TI
CE

 B
EC

A
M

E 
EF

FE
CT

IV
E 

O
N

:  
Se

pt
em

be
r 2

3,
 2

01
3

Ea
rl

ie
r v

er
si

on
s:

 A
pr

il 
14

, 2
00

3

N
ot

ic
e 

of
 P

ri
va

cy
 P

ra
ct

ic
es

H
e

a
lth

 In
fo

rm
a

tio
n

 M
a

n
a

g
e

m
e

n
t 

- 
M

e
d

ic
a

l R
e

c
o

rd
s 

14
07

 
U

n
io

n
 A

ve
n

u
e

, S
u

ite
 7

00
M

e
m

p
h

is,
 T

e
n

n
e

ss
e

e
 3

81
04

-3
60

0
90
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00
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a
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O
U

R
 R

ES
PO

N
SI

BI
LI

TI
ES

U
C
H
	is
	re
qu
ire
d	
to
:

•
Pr
ot
ec
t	t
he
	p
riv

ac
y	
of
	y
ou
r	H

ea
lth
	In
fo
rm

at
io
n

•
Pr
ov
id
e	
yo
u	
w
ith
	a
	co

py
	o
f	t
hi
s	N

ot
ic
e	
de
sc
rib

in
g	
ou
r	p

riv
ac
y	
po
lic
ie
s	a
nd
	le
ga
l	d
ut
ie
s

•
A
bi
de
	b
y	
th
e	
te
rm

s	o
f	o
ur
	cu

rr
en
t	N

ot
ic
e

•
N
ot
ify
	y
ou
	if
	w
e	
ar
e	
un
ab
le
	to
	a
gr
ee
	to
,	o
r	t
o	
co
m
pl
y	
w
ith
,	y
ou
r	r
eq
ue
st
	fo
r:	
	a
cc
es
s	
or
	c
ha
ng
es
	to
	y
ou
r	H

ea
lth
	In
fo
rm

at
io
n,

an
 a

cc
ou

nt
in

g 
of

 d
is

cl
os

ur
es

 o
f y

ou
r H

ea
lth

 In
fo

rm
at

io
n,

 re
st

ric
tio

ns
 o

n 
di

sc
lo

su
re

s o
f y

ou
r H

ea
lth

 In
fo

rm
at

io
n,

 c
on

fid
en

tia
l

co
m
m
un
ic
at
io
ns
	w
ith
	y
ou
	a
bo
ut
	y
ou
r	H

ea
lth
	In
fo
rm

at
io
n,
	o
r		
yo
ur
	re
vo
ca
tio
n	
of
	y
ou
r	a
ut
ho
riz
at
io
n

•
A
cc
om

m
od
at
e	r
ea
so
na
bl
e	r
eq
ue
sts
	to
	co
m
m
un
ica
te
	w
ith
	y
ou
	ab
ou
t	y
ou
r	H

ea
lth
	In
fo
rm
at
io
n	
in
	a	
pa
rti
cu
la
r	w

ay
	o
r	a
t	a
	ce
rta
in
	lo
ca
tio
n

•
N
ot
ify
	y
ou
	fo
llo
w
in
g	
a	
br
ea
ch
	o
f	y
ou
r	u

ns
ec
ur
ed
	H
ea
lth
	In
fo
rm

at
io
n

•
O
bt
ai
n	
w
rit
te
n	
au
th
or
iz
at
io
n	
fro
m
	y
ou
	fo
r	a
ny
	ty
pe
s	o

f	u
se
s	a
nd
	d
isc
lo
su
re
s	n

ot
	m
en
tio
ne
d	
in
	th
is	
N
ot
ice
.		
Yo
u	
m
ay
	re
vo
ke
	a
ny

au
th
or
iz
at
io
n	
yo
u	
ha
ve
	g
iv
en
	u
s	a
t	a
ny
	ti
m
e	b
y	
se
nd
in
g	
a	l
et
te
r	t
o:
	U
CH

	P
riv
ac
y	
O
ffi
ce
r	a
t	1
40
7	U

ni
on
	A
ve
nu
e,	
Su
ite
	70
0,
	M
em

ph
is,

TN
	3
81
04
-3
67
3.
		R

ev
oc
at
io
ns
	w
ill
	n
ot
	b
e	
ef
fe
ct
iv
e	
to
	th
e	
ex
te
nt
	w
e	
us
ed
	a
nd
	d
isc
lo
se
d	
yo
ur
	H
ea
lth
	In
fo
rm

at
io
n	
in
	re
lia
nc
e	
on
	th
e

au
th
or
iz
at
io
n	
pr
io
r	
to
	re
ce
iv
in
g	
yo
ur
	re
vo
ca
tio
n	
or
	w
he
re
	th
e	
au
th
or
iz
at
io
n	
w
as
	o
bt
ai
ne
d	
as
	a
	c
on
di
tio
n	
of
	o
bt
ai
ni
ng
	in
su
ra
nc
e

co
ve

ra
ge

, a
nd

 o
th

er
 la

w
 p

ro
vi

de
s t

he
 in

su
re

r w
ith

 th
e r

ig
ht

 to
 co

nt
es

t a
 cl

ai
m

 u
nd

er
 th

e p
ol

icy
 o

r t
he

 p
ol

icy
 it

se
lf.

W
e	
re
se
rv
e	
th
e	
rig

ht
	to
	c
ha
ng
e	
ou
r	N

ot
ic
e	
an
d	
ou
r	p

riv
ac
y	
pr
ac
tic
es
	a
nd
	to
	m
ak
e	
th
e	
ne
w
	p
ro
vi
si
on
s	
ef
fe
ct
iv
e	
fo
r	a
ll	
H
ea
lth

In
fo
rm

at
io
n	
w
e	
ke
ep
.		S

ho
ul
d	
ou
r	p

riv
ac
y	
pr
ac
tic
es
	ch

an
ge
,	w

e	
w
ill
	p
os
t	o
ur
	re
vi
se
d	
N
ot
ic
e	
at
	a
ll	
of
	o
ur
	cl
in
ic
s	a
nd
	o
n	
ou
r	w

eb
si
te
	

at
 w

w
w

.u
ni

ve
ri

ty
cl

in
ic

al
he

al
th

.c
om

.		
A
n	
up
da
te
d	
ve
rs
io
n	
m
ay
	a
ls
o	
be
	p
ro
vi
de
d	
at
	y
ou
r	r
eq
ue
st
	d
ur
in
g	
a	
re
tu
rn
	v
is
it	
to
	U
C
H
	o
r	

fr
om

 o
ur

 P
riv

ac
y 

O
ffi

ce
r.

W
e	
w
ill
	n
ot
	u
se
	o
r	d

is
cl
os
e	
yo
ur
	H
ea
lth
	In
fo
rm

at
io
n	
w
ith
ou
t	o
bt
ai
ni
ng
	y
ou
r	a
ut
ho
riz
at
io
n,
	e
xc
ep
t	a
s	d

es
cr
ib
ed
	in
	th
is
	N
ot
ic
e	

or
	a
s	o

th
er
w
is
e	
re
qu
ire
d	
or
	p
er
m
itt
ed
	b
y	
la
w
	(f
or
	e
xa
m
pl
e,
	in
	e
m
er
ge
nc
y	
tr
ea
tm
en
t	s
itu

at
io
ns
).

A
lth
ou
gh
	o
th
er
	h
ea
lth
	ca
re
	p
ro
vi
de
rs
	m
ay
	p
ro
vi
de
	tr
ea
tm
en
t	t
o	
yo
u	
(fo
r	e
xa
m
pl
e,	
ho
sp
ita
ls	
or
	o
th
er
	p
hy
sic
ia
n	
gr
ou
ps
),	
w
e	
ar
e	
no
t	

jo
in
tly
	m
an
ag
ed
	w
ith
	or
	ow

ne
d	
by
	su
ch
	p
ro
vi
de
rs
.		T
he
y	w

ill
	h
av
e	t
he
ir	
ow

n	
po
lic
ie
s	a
nd
	p
ro
ce
du
re
s	f
or
	h
an
dl
in
g	y

ou
r	H

ea
lth
	In
fo
rm

at
io
n.

W
AY

S 
W

E 
M

AY
 U

SE
 O

R
 D

IS
C

LO
SE

 Y
O

U
R

 H
EA

LT
H

 IN
FO

R
M

A
TI

O
N

 

U
nd
er
	T
en
ne
ss
ee
	la
w
,	w

e	
m
ay
	n
ot
	d
iv
ul
ge
	y
ou
r	n
am

e,
	a
dd

re
ss
,	o
r	o
th
er
	id
en
tif
yi
ng
	in
fo
rm

at
io
n	
ex
ce
pt
	fo
r	(
a)
	st
at
ut
or
ily
	re
qu
ire
d	

re
po
rt
in
g	
to
	h
ea
lth
	o
r	g
ov
er
nm

en
t	a
ut
ho
rit
ie
s,	
(b
)	r
es
po
nd
in
g	
to
	a	
su
bp
oe
na
	o
r	c
ou
rt
	o
rd
er
,	(
c)
	re
sp
on
di
ng
	to
	a	
re
qu
es
t	f
or
	in
fo
rm

at
io
n	

au
th
or
iz
ed
	b
y	
st
at
e	
or
	fe
de
ra
l	l
aw

;		
an
d	
(d
)	a
llo
w
in
g	
	a
cc
es
s	
by
	in
su
ra
nc
e	
co
m
pa
ni
es
	o
r	o

th
er
	p
ay
er
s	
fo
r	u

til
iz
at
io
n	
re
vi
ew

,	c
as
e	

m
an
ag
em

en
t,	
pe
er
	re
vi
ew

	o
r	o
th
er
	a
dm

in
is
tr
at
iv
e	
fu
nc
tio
ns
.		
	W
ith
in
	th
es
e	
pa
ra
m
et
er
s,	
th
e	
fo
llo
w
in
g	
ca
te
go
rie
s	d

es
cr
ib
e	
so
m
e	
of
	

th
e 

w
ay

s i
n 

w
hi

ch
 w

e 
m

ay
 u

se
 a

nd
 d

is
cl

os
e 

yo
ur

  H
ea

lth
 In

fo
rm

at
io

n:

1.
Tr

ea
tm

en
t.	
	W
e	w

ill
	u
se
	y
ou
r	H

ea
lth
	In
fo
rm

at
io
n	
to
	tr
ea
t	y
ou
.		F
or
	ex
am

pl
e,
	in
fo
rm

at
io
n	
ob
ta
in
ed
	b
y	
a	
nu
rs
e,
	p
hy
si
ci
an
,	o
r	o
th
er

m
em

be
r o

f y
ou

r U
C

H
 h

ea
lth

 ca
re

 te
am

 w
ill

 b
e 

re
co

rd
ed

 in
 y

ou
r r

ec
or

d 
an

d 
us

ed
 to

 d
et

er
m

in
e 

yo
ur

 co
ur

se
 o

f t
re

at
m

en
t.

So
m
e	
of
	o
ur
	cl
in
ic
s	m

ay
	k
ee
p	
yo
ur
	H
ea
lth
	In
fo
rm

at
io
n	
in
	a
n	
el
ec
tr
on
ic
	m
ed
ic
al
	re
co
rd
	(E
M
R)
,	a
nd
	th
is
	H
ea
lth
	In
fo
rm

at
io
n	
m
ay
	b
e	

sh
ar
ed
	a
cr
os
s	o
ur
	cl
in
ic
s	f
or
	tr
ea
tm
en
t.	
		E
M
Rs
	m
ay
	b
e	
eq
ui
pp
ed
	w
ith
	p
at
ie
nt
	p
or
ta
ls
,	w

hi
ch
	a
llo
w
	so
m
e	
pa
tie
nt
s	o
r	t
ho
se
	p
er
so
ns
	

th
ey
	a
ut
ho
riz
e	
to
	a
cc
es
s	
ce
rt
ai
n	
po
rt
io
ns
	o
f	t
he
ir	
re
co
rd
,	p
ay
	s
ta
te
m
en
ts
	o
nl
in
e,
	a
nd
	v
ie
w
	o
pe
n	
ac
co
un
ts
.		
Pa
tie
nt
	p
or
ta
ls
	w
ill
	b
e	

go
ve

rn
ed

 b
y 

se
pa

ra
te

 d
oc

um
en

ts
 a

nd
  m

ay
 b

e 
de

ac
tiv

at
ed

 b
y 

U
C

H
 in

 it
s d

is
cr

et
io

n.
 

Ex
ce
pt
	w
he
re
	re
st
ric
te
d	
by
	ap

pl
ic
ab
le
	la
w
	o
r	w

he
re
	U
C
H
	h
as
	ap

pr
ov
ed
	y
ou
r	w

rit
te
n	
re
qu
es
t	t
o	
th
e	c
on
tr
ar
y,	
U
C
H
	m
ay
	al
so
	p
ro
vi
de
	

co
pi

es
 o

f y
ou

r H
ea

lth
 In

fo
rm

at
io

n 
to

 o
th

er
 h

ea
lth

 ca
re

 p
ro

vi
de

rs
 w

ho
 ca

re
 fo

r y
ou

.  

W
e	
m
ay
	s
ha
re
	y
ou
r	H

ea
lth
	In
fo
rm

at
io
n	
w
ith
	th
e	
M
id
So
ut
h	
eH

ea
lth
	A
lli
an
ce
	in
	a
	c
om

m
un
ity
-w
id
e	
he
al
th
	in
fo
rm

at
io
n	
sy
st
em

	in
	

w
hi
ch
	so
m
e	
he
al
th
	ca
re
	p
ro
vi
de
rs
	m
ay
	a
cc
es
s	y

ou
r	H

ea
lth
	In
fo
rm

at
io
n	
w
he
n	
tr
ea
tin
g	
yo
u.
		A

s	a
	p
at
ie
nt
,	y
ou
	h
av
e	
th
e	
rig

ht
	to
	n
ot
	

sh
ar
e	y

ou
r	H

ea
lth
	In
fo
rm

at
io
n	
in
	th
e	A

lli
an
ce
.	T
hi
s	i
s	c
al
le
d	
“O

pt
in
g	
O
ut
.”
	H
ow

ev
er
,	i
f	y
ou
	ch

oo
se
	to
	o
pt
	o
ut
,	h
ea
lth
	ca
re
	p
ro
vi
de
rs
	

m
ay
	n
ot
	h
av
e	
ac
ce
ss
	to
	H
ea
lth
	In
fo
rm

at
io
n	
th
at
	m
ay
	b
e	
im
po
rt
an
t	a
nd
	u
se
fu
l	i
n	
m
ak
in
g	
ch
oi
ce
s	a
bo
ut
	y
ou
r	m

ed
ic
al
	ca
re
.		

A
ny
	q
ue
st
io
ns
	a
bo
ut
		E
M
Rs
,	t
he
	p
at
ie
nt
	p
or
ta
ls
,	o
r	t
he
	A
lli
an
ce
	sh

ou
ld
	b
e	
di
re
ct
ed
	to
	o
ur
	P
riv

ac
y	
O
ffi
ce
r	a
t	(
90
1)
	8
66
-8
10
5.

2.
Pa

ym
en

t. 
	W
e	w

ill
	u
se
	a
nd
	d
is
cl
os
e	y

ou
r	H

ea
lth
	In
fo
rm

at
io
n	
to
	b
ill
	a
nd
	co
lle
ct
	p
ay
m
en
t	f
or
	th
e	s
er
vi
ce
s	y
ou
	re
ce
iv
e	f
ro
m
	u
s.	
	F
or

ex
am

pl
e,
	w
e	
m
ay
	c
on
ta
ct
	y
ou
r	h

ea
lth
	in
su
re
r	t
o	
ce
rt
ify
	th
at
	y
ou
	a
re
	e
lig
ib
le
	fo
r	b
en
ef
its
,	i
nc
lu
di
ng
	th
e	
ra
ng
e	
of
	b
en
ef
its
.		
W
e	
m
ay

al
so

 p
ro

vi
de

 y
ou

r i
ns

ur
er

 w
ith

 d
et

ai
ls

 re
ga

rd
in

g 
yo

ur
 tr

ea
tm

en
t o

r t
o 

ob
ta

in
 p

ay
m

en
t f

ro
m

 th
ird

 p
ar

tie
s t

ha
t m

ay
 b

e 
re

sp
on

si
bl

e
fo
r	s
uc
h	
co
st
s,	
su
ch
	a
s	f
am

ily
	m
em

be
rs
.		
A
ls
o,
	w
e	
m
ay
	u
se
	y
ou
r	H

ea
lth
	In
fo
rm

at
io
n	
to
	b
ill
	y
ou
	d
ire
ct
ly
.

3.
H

ea
lth

 C
ar

e O
pe

ra
tio

ns
. 	W

e	w
ill
	u
se
	y
ou
r	H

ea
lth
	In
fo
rm

at
io
n	
in
	o
ur
	b
us
in
es
s	o
pe
ra
tio
ns
.		F
or
	ex
am

pl
e,
	w
e	m

ay
	u
se
	y
ou
r	H

ea
lth

In
fo
rm

at
io
n	
to
	e
va
lu
at
e	
th
e	
qu
al
ity
	o
f	c
ar
e	
yo
u	
re
ce
iv
e	
fr
om

	u
s,	
to
	tr
ai
n	
re
si
de
nt
s,	
st
ud

en
ts
	o
r	o
th
er
	h
ea
lth
	ca
re
	p
ro
fe
ss
io
na
ls
,	a
nd

to
	m
ak
e	
bu
si
ne
ss
	p
la
ns
	fo
r	o

ur
	p
ra
ct
ic
e.
			
H
ow

ev
er
,	w

e	
w
ill
	li
m
it	
th
e	
us
e	
an
d	
di
sc
lo
su
re
	o
f	y
ou
r	m

ed
ic
al
	re
co
rd
s,	
im
ag
es
,	v
id
eo
s

or
	p
ic
tu
re
s	i
nt
en
de
d	
to
	b
e	
us
ed
	fo
r	a
pp
ro
pr
ia
te
	m
ed
ic
al
	e
du

ca
tio
na
l	p
ur
po
se
s,	
ev
en
	if
	y
ou
r	i
nf
or
m
at
io
n	
ha
s	b

ee
n	
de
-id

en
tif
ie
d.

4.
Ve

nd
or

s.	
	So
m
e	o
f	o
ur
	se
rv
ice
s	a
re
	p
ro
vi
de
d	
by
	ou
tsi
de
	ve
nd
or
s.	
	Fo
r	e
xa
m
pl
e,	
w
e	m

ig
ht
	u
se
	a	
co
py
	se
rv
ice
	to
	m
ak
e	c
op
ies
	of
	p
at
ien
t	r
ec
or
ds
	fo
r	u
s.

W
e	m

ay
	d
isc
lo
se
	H
ea
lth
	In
fo
rm
at
io
n	
to
	ou

r	v
en
do
rs
	so
	th
at
	th
ey
	ca
n	
pe
rfo
rm
	th
e	j
ob
	w
e	h
av
e	a
sk
ed
	th
em

	to
	d
o.	
	To
	p
ro
tec
t	y
ou
r	H

ea
lth
	In
fo
rm
at
io
n,
	

w
e	r
eq
ui
re
	th
es
e	v
en
do
rs
	to
	ag
re
e	i
n	
w
rit
in
g	t
o	k
ee
p	
yo
ur
	H
ea
lth
	In
fo
rm
at
io
n	
sa
fe	
us
in
g	m

an
y	o
f	t
he
	sa
m
e	s
ta
nd
ar
ds
	th
at
	w
e	a
re
	re
qu
ire
d	
to
	ob
se
rv
e.

5.
O

rg
an

iz
ed

 H
ea

lth
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