
HIPAa Notice of Privacv Practices

Atlanta Psychiatry & Neurology, P. C.
31BB Atlanta Road, S.E.
Smyrna, Georgia 30080
Tel: # (770) 319-6000

THIS NOTICE DESCRIBES HOW MEDTCAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice of Privacy Practices describes how we may use and disclose your protected health information (pHI) to carry our
treatment, payment or health care operations (TPO) and for other purposes that are permitted .or required by law. It also
describes your rights to access and control your protected health information. "Protected health information" is information
about you, including demographic information, that may identify you and that relates to your past, present or future physical or
mental health or condition and related health care services.

l. Uses and Disclosures of protected Health Information

Uses and Disclosures of Protected Heatth Information
Your protected health information may be used and disclosed by your physician, our office staff and others outside of our
office that are involved in your care and treatment for the pu.por. of providing health care services to you, to pay your health
care bil ls, to support the operation ofthe physician's practice, und uny otheruse required by law.

Treatment: We wil l use and disclose your protected health information to provide, coordinate, or manage your health care and
any related services. This includes the coordination or management of your health care with a third party. For example, we
would disclose your protected health information, as n...rru.y, to a home health agency that provides care to you. For
example, your protected health information may be provided to a physician to whom you ttuu. been referred to ensure that the
physician has the necessary information to diagnose or rrear you.

Pavment: Your protected health information rvil l  be used, as needed, to obtain payment for your health care services. For
example, obtaining approval for a hospital stay may require that your relevant protected health infbrmation be disclosed to the
health plan to obtain approval for the hospital admission.

Healthcare Ooerations: We may use or disclose, as-needed, your protected health information in order to support the busincss
act iv i t ies of  your physic ian's pract ice.  These act iv i t ies include, bui  a.e not l imi ted to,  qual i ty assessmenr act iv i t ies,  employee
review act iv i t ies,  t ra in ing of  medical  students,  l icensing, and conduct ing or arranging ior  other business act iv i t ies.  For
example,  we may disclose your protected heal th infbrmat ion to medical  school  students that  see pat lents at  our of f ice.  In
addi t ion,  we may use a s ign- in sheet at  the registrat ion desk where you wi l l  be asked to s ign your name and indicate your
physician We may also call you by name in thc rvaiting room rvhen your physician is ready to sec you. We rnay use or disclose
your protected health information, as necessary, to contact you to remind you of your appointntent.

a
We may us-e or disclose your protected health information in the following situations without your authorization. These
situations include: as Required By Law, Public Health issues as required by law, Communicable Diseases: Health oversight:
Abuse or Neglect :  Food and Drug Administrat ion requirements:  Legal  Pioceedings: Law Enforcement:  Coroners,  Funeral
Directors, and Organ Donation: Research: Criminal Activity: Mil itary Activity and National Security: Workers' Compensation:
Inmates: Required Uses and Disclosures: Under the law, we must make disclosures to you and u'hen required by the Secretary
of the Department of Health and Human Services to investigate or determine our.ornjl iunce with the riquiremlnts of Section
164.500.

Other Permit ted and Required Uses and Disclosures Wi l l  Be Made Only With Your C--onsent.  Author izat ion or Opportuni ty
to Object unless required by law.

You may revoke this author izat ion,  at  any t ime, in wr i t ing.  except to thc extent that  your physic ian or the physic ian's
pract ice has takcn an act ion in rel iance on the use or disclosure indicated in the author izat ion.



Your Rishts
Following is a statement of your rights with respect to your protected health information.

You have the r ight  to inspect and copv vour protected heal th informat ion.Undcr federal  law, however,  you may not
inspect or copy the following records; psychotherapy notes; information compiled in rcasonable anticipation of, or use rn, a
civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that prohibits
access to protected health information.

You have the right to request a restriction of vour protected health information. This means you may ask us not to use or
disclose any part of your protected health infonnation for the purposes of treatment, payment or healthcare operations. You
may also request that any part of your protected health information not be disclosed to family members or friends who may bc
involved in your care or for notif ication purposes as describcd in this Notice of Privacy Practices. Your request must state the
specific restriction requested and to whom you want the restriction to apply.

Your physician is not required to agree to a restriction that you may request. If physician believes it is in your best interest to
permit use and disclosure of your protected health information, your protected health inforrnation rvil l  not be restricted. You
then have the right to use another Healthcare professional.

You have the r ight  to request to receive conf ident ia l  communicat ions f rom us bt ,a l ternat ivc means or at  an al ternat ive
location. You have the right to obtain a paner conl' of this notice from us, upon requcst, even ifyou have agreed to accept
thrs notice altematively i.e. electronically.

You mav have the right to have vour phvsician amend vour nrotected health information. If rve deny your request for
amendment, you have the right to fi le a statement of disagreement with us and we may prepare a rebuttal to your statement and
will provide you with a copy of any such rebuttal.

You have the r ight  to receive an account i l rg of  certain disclosures wc have made. i f  anv.  of  your protected heal th
information.

We reserve the right to change the terms of this notice and r.l ' i l l  infornr you by mail o1'any changes. You then have the right to
object or rvithdraw as provided in this noticc.

Complaints
You may complain to us or to the Secretarv of  l lcal th and I l r . rntan Services i f  you bel ieve your pr ivacy r ights have been
violated by us.  You may f i le a complaint  u ' i th us by not i fy ing our pr ivacy contact  o1-your complaint .  We wi l l  not  retal iate
against  vou for f i l ins a comnlaint .

This not ice u,as publ ished and becomes ef fect ive on/or befbre Anr i l  14.2003.

We are required by larv to rnaintain the pr ivacy of.  and providc individuals with,  this not ice of our legaldut ies and
privacy g.uiti.., u'ith respect to protected health inlbrmation. lt 'you have any objections to this fbrm, please ask tcr
speak with our HIPAA Compliance Off icer in person or by phone at our Main Phone Nurnber.

Signature bclow is only acknowledgement that you have received this Not ice of our Privacy Pract ices:

Print  Name Signature Date


