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NOTICE OF PRIVACY POLICY IN REGARD TO HIPAA 
AND MEDICAL COLLECTIONS 

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. II \oX KaYe an\ TXestions� don
t Kesitate to contact Xs at ����601.4227.

It is the policy of CompreKensiYe 6pine and 3ain� :estern 2klaKoma 3ain 6pecialists, and Blick MVA Collections LLC DBA ImpactMD 
Accident Care �collectiYel\� �tKe 3K\sician�� to keep all of your medical and personal information confidential. We will only use or disclose your 
information for the following reasons: 

Treatment: We will share your medical information with other medical providers who are involved in your care (including hospitals and clinics), to 
refer you for treatment, and to coordinate your care with others. 

Payment and/or authorization of a procedure: We may use and disclose protected health information (PHI) when it is needed 
to receive payment for services provided to you. For example, if your insurance requires certain dictations or office notes to determine if 
a procedure is deemed necessary. 

Health care operations: We will use and disclose PHI when it is needed to make sure we are providing you with good service. For instance, 
we may review your records in order to make certain quality services were given. 

7Ke 3K\sician may contact you to provide appointment reminders. 

Other uses or disclosures of your PHI that may occur include: 
- If you have given us permission in writing to release part or all of your information.
- When ordered to do so by a valid court order.
- When business associates of tKe pK\sician sign agreement to protect your privacy.
- When required by state law. For instance, when reporting injuries and disease as required by the Public Health Codes or to prevent the spread

of disease such as tuberculosis (TB).
- We can share your information with anyone as necessary; consistent with Oklahoma Law and the Oklahoma State Department of Health’s

policies and procedures, if we feel there is imminent danger. For example, we will release the minimum information necessary if we
believe it will prevent or lessen a serious and imminent threat to the health and safety of a person or the public.

Emergency Coordination: We will share your medical information with other medical providers who are involved in your care to 
coordinate your care with others (such as emergency relief workers or others who can help in finding you appropriate health services). 

Any Other Use or Disclosure of Your PHI Requires Your Written Authorization: 

Under any circumstance other than those listed above, tKe 3K\sician will ask for your written authorization before we use or disclose 
your PHI. Specifically, tKe 3K\sician must obtain your written authorization for the use and disclosure of psychotherapy notes, marketing, 
and the sale of PHI. 7Ke 3K\sician will not sell PHI without your written authorization. You can later cancel  your authorization in 
writing and we will not disclose your PHI after we receive your cancellation, except for disclosure which we process before we received 
your cancellation. 

Your Rights: 

You have the right to: 

- Receive of persons or organizations, other than those listed above, to whom we release your information
- Request limits on how your information is used or disclosed; however, we are not required to agree to those limits unless you pay out of

pocket in full for a service. If you pay out of pocket in full for a service and you request we not share information for that service with
your insurance company we will honor your request.

- Ask that we not contact you at home.
- Inspect and copy your medical records except in the cases involving certain psychotherapy notes.
- Amend incorrect information in your medical record.
- Revoke your written permission for release of information.
- Receive notification if your unsecured health information is breached.
- Receive a paper copy of this privacy notice.

Our responsibilities: 
Federal law requires that tKe 3K\sician and its entities and aIIiliates to: 

- Maintain the confidentiality of your protected health information.
- Provide you with a copy of this notice.
- Abide by the terms of this notice.
- Only change this notice as permitted by federal rules.
- Provide you with a way to file complaints regarding privacy issues.



‬






‭Date:‬ ‭Name of Patient:‬

‬








‭1. ‭How your PHI may be used and disclosed for treatment, payment and healthcare operations (these terms are defined in the

‭notice).
‭2. ‭Which uses and disclosures require authorization from you and which do no.
‭3. ‭How you may revoke an authorization you have made.
‭4. ‭Certain rights you have to restrict use and disclosure of PHI, to receive confidential communications by alternative means and

‭at alternative locations, to inspect and copy your records, to amend your records or to have an accounting of disclosures.
‭5. ‭A list of my duties to protect the privacy of PHI, my right to change the privacy policies and practice described in the Notice,

‭and how I will inform you of changes.
‭6. ‭What you can do if you have any complaints about violations of your privacy rights, about decisions regarding access to your

‭records I may make.
‭7. ‭Any restrictions, any limitations you or I wish to put on the use and disclosure of your PHI.

‬




‭Signature:‬ ‭Date:‬



HIPAA AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH INFORMATION 

Our Notice of Privacy Practices provides information about how we may use and disclose protected health information. 
This form is for use when authorization is required and complies with the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA) Privacy Standards.  

Print Name of Patient: _______________________________Date of Birth:  ____________________  
I. My Authorization

I authorize Comprehensive Spine and Pain, its agents, employees, and affiliates to use or disclose the following health 
information.  
   All of my health information  

 My health information for the following condition(s):______________________________________________ 
 I do not authorize disclosure of my health information 

Comprehensive Spine and Pain may disclose this health information to the following recipient(s), please include 
medical providers, family, and friends: 
Name, relationship and/or organization _____________________________________________________________________________

____________________________________________________________________________________________________ 

II. My Rights

- I understand that I have the right to revoke this authorization, in writing, at any time, except where uses or disclosures
have already been made. I may not be able to revoke this authorization if its purpose was to obtain insurance.

- I understand that it is possible that information used or disclosed with my permission may be re-disclosed by the recipient
and is no longer protected by the HIPAA Privacy Standards.

- I understand that treatment by any party may not be conditioned upon my signing of this authorization (unless treatment
is sought only to create health information for a third party or to take part in a research study) and that I may have the right
to refuse to sign this authorization.

Signature of Patient:  ___________________________________________________________  Date: _________________ 

If the patient is a minor or unable to sign please complete the following: 

 Patient is a minor: _____________ years of age 
 Patient is unable to sign because: _____________________________________________________ 

DISCLAIMER: If you are signing this authorization electronically, you agree that your electronic signature is the legal equivalent of your 
physical signature on this document. 

Signature of Authorized Representative:  ________________________________________________    Date: _________________ 

III. Additional Consent for Certain Conditions

This medical record may contain information about physical or sexual abuse, alcoholism, drug abuse, sexually transmitted 
diseases (including, but not limited to Hepatitis, Syphilis, Gonorrhea, and the Human Immunodeficiency Virus (HIV), 
also known as Acquired Immune Deficiency Syndrome (AIDS)), abortion, or mental health treatment. Separate consent 
must be given before this information can be released. 

 I consent to have the above information released. 
 I do not consent to have the above information released.   

DISCLAIMER: If you are signing this authorization electronically, you agree that your electronic signature is the legal equivalent of your 
physical signature on this document. 

Signature of Patient or Authorized Representative:  __________________________________________   Date: _________________ 

DISCLAIMER: If you are signing this authorization electronically, you agree that your electronic signature is the legal equivalent of your  
physical signature on this document. 
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