
HIPAA Privacy Disclosure 
 

1) Your private health information in this office will be contained within a paper 
chart in a locked cabinet behind locked doors.   

2) This office only uses electronic medical records for demographic and billing 
purposes only.   All computers and EMR access codes are private. 

3) The only people with access to your private protected health information is 
your physician and nurse, for the purposes of treatment only. 

4) Your medical information and records will never be released without your 
PRIOR KNOWLEDGE AND WRITTEN CONSENT.  Even then, you have the 
right to “opt out” of what information is shared vs. not. 

5) The only time this medical office may legally share protected health 
information without prior consent is, by Ohio state law, when one or more of 
the following criteria are met: 

a. You, the patient, are posing an imminent risk of threat to yourself 
(whether by threat of suicide or not being able to take care of your 
immediate needs). 

b.  You, the patient, are posing an imminent risk of threat to someone 
else (whether by verbal threats or action of violence). 

c. You, the patient, have harmed a child or elder (whether abuse or 
neglect). 

d. You, the patient, have been diagnosed with a contagious disease (such 
as HIV or other STDs—wherein the physician must report to the 
Health Department). 

6) You may ask for a copy of your medical records at any time.  If another 
physician’s office is requesting medical records for whatever reason, after a 
release of information has been signed by you, we can release a copy for $40. 

7) If, at any time, you sign a release of information, you have the right to negate 
it at any time. 

8) Currently, you are the only person outside this office with access to your 
private protected health information.  If you would like that to change, or you 
wish for a spouse, family member, or friend to have access to your 
information or test results, please identify the person, their phone number, 
and relationship to you below: 

 
_____I do not want anyone but myself involved in my medical care at this time. 
 
_____I would like the following person to have access to my medical records: 
 
_____________________________________ Relationship to you:  __________________________ 
 
Phone number where they may be reached:  ______________________________ 
 
____I do  ____I do not want my physician or office staff to release medical records over 
the phone or via voicemail.  If I do, this is the number where a private voicemail may 
be left:  ___________________________________ 



I understand my medical and legal rights pertaining to my private protected health 
information. 
 
 
Printed name: __________________________________________________ 
 
Signature:  ______________________________________________________ 
 
Date:  ____________________________________________________________ 
 
 
Please indicate below whether or not you would like a copy of this for your personal 
records outside your medical chart. 
 
 
Yes   No  


