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- | Dr. Scott L. Cooper
NOTICE OF PRIVACY PRACTICES

OUR LEGAL DUTY - We are required by law to maintain the privacy of your protected health information (PHI). We are also required to give you this
Notice about our privacy practices and your rights concerning your PHI. We must follow the practices described in this Notice, which takes effect on
4/14/03, and will remain in effect until we replace it. We reserve the right to change our privacy practices and the terms of this notice ant any time as
permitted by law, effective for all PHI that we maintain, even that which was received or created before the changes in policy. You may request and we will
furnish to you at any time a copy of this Notice.

USES AND DISCLOSURES OF PHI — We use and disclose PHI about you for treatment, payment, healthcare operations, and as required by law.

Treatment: We may use or disclose your PHI to a physician or other healthcare provider who may be providing treatment to you or to whom we may be
referring you, including coordinating your care with a third party such as a hospital, nursing facility, or home health agency.

Payment: We may use and disclose your PHI to obtain payment for services provided to you, or to obtain authorizations for procedures/treatment plans.

Henithcare Operations: We may use or disclose your PHI in order to support the business activities of the practice. These activities include, but are not
limited to, quality assurance, employee review, training of staff or medical students, licensing, credentialing, and certification. In addition, we may use a
sign-in sheet at the registration desk, call you in by name from the waiting room, or contact you to remind you of your appointment.

Persons Involved in Care: We may use and disclose your PHI to notify, or assist in the notification of a family member, you personal representative or
another person responsible for your care, of your location, general condition, or death. If you are present then we will provide you the opportunity to object
to such uses or disclosures. In the event of your incapacity or under emergency circumstances, we will use our professional judgment in disclosing only
health information that is directly relevant to that person’s involvement in'your care. -We will also use our professional judgment and our experience with
common practice to make a reasonable mference of your best mtemt in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or other
similar forms of PHI on your behalf.

ggired bx Lagz- We may elso use and dlselose your PHl without your permission in the following situations - Public health issues, Commumcable
Dlseasee, Health Oversight; Abuse or Neglect, FDA reqmrements, Workers Compensation, and Coroners, Criminal, HHS investigations, as required by law.

g_l_' Authgnzaggn, In addmon to-our use.or your PHI as noted above, you may give us written authorization to use or disclose your PHI to anyone for any
purpose.” If; you give us an authorization; you may revoke it at-any time. Your revocation will not affect any use or disclosure made while it was in effect.
Unless you give us a writtén authotization we cannot use or disclose your PHI for any reason except those described in this Notice.

PATIENT RIGHTS — The following is a statement of your-rights with respect to-your PHL.

M You have the right to inspect and get copies of your PHI, with limited exceptions such as psychotherapy notes and information for use in civil, -
criminal, or administrative proceedings. You must make a request in writing to obtain access to your PHI. You'may obtain a form to requeet access by
contactlng the contact mformatlon listed at the end of this Notice. We may charge you a reasonable cost-based fee for expenses such as coples and staﬁ‘ time.

Mﬁﬂl_om_ You have the right to request that we place additional restrictions on our use and dlselosure of your Pl-l] The request must be in wntmg We
are not required to agree to these additional resmctxons, but xf we do, we will abxde by our agreement (except in an emergency)

Amendmen You have the right to request that we amend your PHl Your requeet must be in writing and explain why you feel the mformauon should be
amended We may deny your request, and if you file a statement of dxsegreement we will prepare a rebuttal statement and provxde you with copies of it.

! [gggxe Communication: -You have the nghtto request that we oommunlcate wuth ;you about your PHI by alternative means or to an alternative - -
location. You must make your requeet in wntzng and must speclfy the altemate means or location, and explmn how payments will be handled under the
altematxve you request. :

Disclosure Accoungng' You have the right to receive a llst of instances in which we, or our busmess associates, disclosed your PHI for purposes other than
treatment, payment, healthcare operations and certain other activities, for the last 6 years, but not before April 14, 2003. 1f you request an accounting more
than once ina 12-month period, ‘we may oharge yon a reasonable, cost-based fee for respondmg to these additional requests.

QUESTIONS AND COMPLAINTS - If you want miore information about our privacy practices or have any questions, please contact us. If you are-
concerried that-we may have violated your privacy rights; or you-disagree with a decision we made about access to your PHI, you may complain to-us using
the contact information at the end of this notice. You may also submit a written complaint to the U.S, Dept. of Health and Human Services,. We will provide

you with the address upon.request. We support your right to the privacy of your PHL. We will not retaliate in any way if you choose to file a complaint with
us or with the Secretary HHS.

Contact Ofﬁcer' Mearia Shteysel 4 Telephone (718) 744;7209 Fax (718) 488-1919
Mailinig Address Dr. ScottL Cooper i + 585 Fulton . Brooklyn, NY 11201 -

The s;gnature below is only acknowledgement that you have recelved th:s Nonce of anacy Practices -

PrintNarne:~ : i - . - Signature: SRS » ' . Date:




Dr. Scott L. Cooper

AUTHORIZATION TO DISCLOSE PHI

I authorize Dr. Scott L. Cooper to disclose and discuss my protected health information (PHI),
including future conditions, treatments and prognosis, to the below listed individuals.

Name: Relationship:
Name: Relationship:
Name: . Relationship:

I understand that this authorization will remain in effect until I request it to be rescinded. This
request must be made in writing.

Patient Name: Signature:

Date:




	5_Page_3
	5_Page_4

