UT*PHYSICIANS

CONSENT FOR MEDICAL TREATMENT, DISCLOSURES, AND WAIVERS

-

CONSENT FOR MEDICAL CARE AND TREATMENT

Knowing that I have a condition requiring medical care, I hereby, voluntarily, consent to such physician care
encompassing diagnostic procedures and medical treatment by my physician, his/her assistants or consignees as
may be necessary in his/her judgment. 1 acknowledge that no guarantees have been made as to the result of
treatments or examination in the physician office.

The patient is under the care and supervision of the patient's attending physician and consultants selected by this
physician. It is the responsibility of UT Physicians (UTP) and its staff to carry out the instructions of the
physicians. All physicians fumishing services to the patient, including the radiologist, pathologist,
anesthesiologist, emergency center physicians, and other, are independent contractors for the patient and are not
employees or agents of the physician office and may bill directly for these services.

FINANCIAL RESPONSIBILITY

In consideration of the services to be rendered to the patient, the patient and/or other legally responsible person
signing the consent authorizes credit investigation and individually assumes full financial responsibitity for the
payment of the patient’s account in accordance with the regular rate and terms of the office. If the account is
referred to an attorney or collection agency; the same person agrees to pay actual attorney's fees and collection
expenses. All delinquent accounts may bear interest at the legal rate.

IRREVOCABLE ASSIGNMENT OF INSURANCE BENEFITS

In consideration of services rendered, I hereby imrevocably assign and transfer to UTP for myself and my
dependents all rights, title and interest in the benefits payable for services rendered by UTP provided in any
insurance policy(ies) under which I or any of my dependents are insured. Said irrevocable assignment and
transfer shall be for the purpose of granting UTP an independent right of recovery m any policy(ies) of
insurance, to which benefits may be payable for this outpatient treatment, but shall not be construed to be an
obligation of UTP to pursue any such nghts or recovery. I herby authonze and direct all insurance
company(ies) under which I am insured to pay directly to UTP, all benefits due under said policy(ies) by reason
of services rendered therein. I will pay UTP for all charges incurred, or alternately, for all charges in excess of
the sums actually paid by said policy(ies). I also irrevocably assign to UTP all nghts, title, and interest in
benefits payable out of any third party action against any other person, entity, or insurance company, or out of
recovery under the uninsured motorist provisions or the medical payment provisions of any automobile
insurance policy(ies) or any other insurance policy(ies) under which I maybe entitled to recover.

PATIENT RESPONSIBILITIES

In order to receive proper care, patients must accept certain responsibilities. You are responsible for providing
accurate and complete information about matters relating to your health and for reporting changes in your
condition. You are responsible for following the treatment plan recommended for you and reporting any side
effects to your doctor and/or nurse. If you refuse treatment or fail to follow the directions of your doctor, you
are responsible for your own actions and the consequences of those actions. You are responsible for your
financial obligations. You and your visitors are responsible for following the physician office guidelines and for
being considerate of the rights of others while you are in the physician office (for example, assisting in the
control of noise, smoking in the designated area and in limiting the number of visitors).

PATIENT CONCERNS
Qur entire staff strives to provide excellent care and service, and we hold ourselves to high personal and
professional standards. If we fail to meet your expectations in any way, please do not hesitate to let us know as
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soon as possible. Rest assured that voicing a concern will never adversely affect the care and service we
provide. If there is a problem, we sincerely want to correct it. Usually, a word to your nurse is ali that is needed,
but if you prefer, call Patient Relations to speak confidentially with a patient representative. Your question or
concern will be promptly addressed. We appreciate the opportunity to assist you and to make your visit as
pleasant as possible. You also have the right to register a complaint with Health Care Financing Administration.

AUTHORIZATION FOR USE AND DISCLOSURE OF HEALTH INFORMATION

To the extent necessary to determine liability for payment and to obtain reimbursement, I authorize the patient's
physician to disclose my (the patient's) health care information to any person, Social Security Administration,
insurance or benefit payer, health benefit plan, or worker's compensation carrier which is, or may be, lable for
all or a portion of the treating physician’s charges, and to complete claim forms on behalf of the patient.

I understand that special, written authorization from me (the patient) will be requested by the physician office
prior to releasing health care information if I (the patient) am (is) receiving mental health services or care in an

alcohol or drug treatment program or facility.

DECLARATION
I have read and understand the above agreements and authenzations. The terms and consequences of this

document have been fully explained to me and I have signed it freely and without inducement other than the
rendition of services. All questions have been fully answered.

PATIENT SIGNATURE DATE

PRINT NAME

GUARANTOR/INSURED SIGNATURE DATE

PRINT NAME RELATIONSHIP TO PATIENT

GUARDIAN SIGNATURE DATE

PRINT NAME RELATIONSHIP TO PATIENT
© WITNESS SIGNATURE ' DATE

PRINT NAME
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UT*PHYSICIANS

CONSENT FOR USE OF EMAiIL ADDRESS

AUTHORIZATION FOR THE USE OF PATIENT’S EMAIL ADDRESS BY
UT PHYSICIANS, ITS AFFILIATED ENTITIES AND BUSINESS ASSSOCIATES

UT Physicians is committed to protecting information you provide us. UT Physicians creates a record of the
information you provide us for use in your ¢are and treatment and for communicating with you. These records are
maintained in a confidential manner, as required by law. UT Physicians, its professional staff, employees, volunteers,
affiliated entities and business associates follow the privacy practices described in this consent and our Joint Notice of
Privacy Practices.

You are requested to provide your email address to UT Physicians. The provision of your email address is entirely
voluntary. Your email address may be used by UT Physicians, its affiliated entities and business associates for the
fallowing purposes:

s For appointment reminders.

= To inform you of benefits and services related to your health.

» Through the use of online surveys emailed to you by UT Physicians, its affiliated entities and business assaciates, to
allow you to communicate your opinion of our staff, facilities and services received.

» As required by law and for certain law enforcement activities.

+ As otherwise described in our Joint Notice of Privacy Practices.

Except as described above, we wiil not use or disclose your email address unless you autherize (permit) UT Physicians
in writing to disclose your email address. !f you initially give permission, you may revoke that permission, which will
be effective only after the date of your written revocation.

As the patient email addresses UT Physicians collects will be assembled into a mailing list, group mailings will not be
sent in 3 manner in which recipients are visible to one another.

To the extent permitted by law, the undersigned agrees to indemaify and hold harmless UT Physicians, its affiliated
entities and business associates from and against all claims, demands, liabilities, judgments or causes of action of any
nature for any relief, elements of recovery or damages recognized by law {including, without limitation, attorney’s
fees, defense costs, and equitable relief ), for any damage or loss incurred by the undersigned arising out of, resulting
from, or attributable to any acts or omissions or other conduct of UT Physicians, its affiliated entities or business
associates. These indemnities shall survive the revocation of this consent.

DECLARATION | have read and understand the above agreements and authaorizations. The terms and consequences
of this document have been fuily explained to me and | have signed it freely and without inducement other than the
rendition of services. All of my questions have been fully answered,

Patient’s or Patient’s Legal Representative’s Email Address: @

Signature of Patient or
Patient’s Legal Representative: Date:

Printed Name of Patient:

Printed Name of Legal Representative {if any):

Representative’s Authority to Act for Patient:
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Acknowledgement of Receipt of
Notice of Privacy Practices

3

Place Label Here or Enter Info:

Patient Name:

MRN or DOB:

By signing this form, you acknowledge that you have received a copy of the Notice of Privacy Practices.
This notice explains how your health information will be handled. HIPAA, the Federal law concerning

medical privacy, requires this notice.

| have received a copy of the Notice of Privacy Practices. UTHSC-H and UTP have given me the
opportunity to ask questions about this notice and all of my questions have been answered.

Patient or Guardian Signature

If Guardian, Relationship to Patient

Date Signed
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JOINT NOTICE of PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH
INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN GET

ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.

The University ol Texas Heaith Science Cenler at Houstlon
("UTHSC-H"} and UT Physicians ("UTP") are commilied 1o
protecting Heaith Inlormation aboul you. We create a record of the
services you receive al UTHSC-H for use in your care and
irealment Typically, this record contains your healih history.
symploms, examinalion and test resulis, diagnoses. ireatment,
and a plan for your fulure course of treatment. UTP and UTHSC-H
document  your Heallh Information in records that will be
maintained in a confidential manner, as required by law, UTHSC-H
and UTP, their professional stalf, employees, and volunieers and
all of their affilialed enlilies follow the privacy practices descnbed
in this Notice, However, UTHSC-H and UTP must use and
disclose your Health Information 1o the exienl necessary io
provide you with quality health care.
Who WIII Follow This Notlce? This Notice describes UTHSC-H's
and UTP's privacy practices, as well as lhe privacy practices of: {a)
all component departments, sechons, schools and units ol
UTHSC-H; (b} all employees, stafl and other UTHSC-H and UTP
personnel; and (¢) any resident, fellow, or student we train in
dental, medical, nursing or allied health services. The entire
worklorce in these entities, sites and locations follow the terms ol
this Nolice. In addilion, these entiies. sitles and locations may
share Health Information with each other to further your lhe
treatment, paymenl and heallh care operalions actwilies
described in this Notice.
Our Dutles. We are required by law to:
* Make sure thal Health Informalion thal identifiss you is
kept private;
» Give you this Notice of our legal dulies and privacy
practices with respect to your Health information; and
« Follow the terms of this Notice as long as il is in effect If
we revise this Nolice, we will follow the terms of the
revised Nolice as fong as the revised Nolice is in effecl
What Are Treatment, Payment, and Health Care Operations?
Treaiment includes sharing inlormalion among health care
prowviders involved in your care. For example, your physician may
share informalion aboul your condition with the pharmacist to
discuss appropriale medications, or with radiologists or other
consultanis in order to make a diagnosis. UTHSC-H and UTP may
use your Heaith Information as required by your insurer or
managed care company to obtain payment for your treatment. We
also may use and disclose your Health informalion to improve the
quality of care we render, 8.9., for review and training purposes.

How Else Will UTHSC-H and UTP Use My Heaith Information?
Unless you ask for restricions ¢n a specific use or disclosure, your
Health Information may be used the following purposas:

e To carry oul health care (reatmeni, paymeni, and
operations functions through UTHSC-H and UTP
business asscciates.

« To the extent allowed by law, lamily members or close
friends involved in your care or payment for your treatment
and lo disaster relief agencies if you are involved in a
disaster relief effort,

For appointment reminders,
To inform you ol reatment allernalives or other benefits
and services relaled to your health,

« For fundraising aclivities by UTHSC-H, but the information
used will be limited 1o your name, address, and phone
number.

* As required by law.

« For some public health actwilies,

» For health operations oversight activiies, e.g., audits,
inspections, investigations, and licensure notices.

» During lawsuits and disputes

» For certain law enforcement activities.

« To assist coroners, madical examiners. and iuneral
diractors.

» To facililate organ and lissue donalion, if you are an organ
donor.

» For certain research projects.

« To prevent a serious threat 1o health or saiety.

« o military authorities, il you are a member of the armad
lorces or a member ol a foreign mililary authority.

+ For national security and intelhgence activitias.

« For protection ol the Presidem or other authorized
persons for loreign heads of slate, or 1o conduct special
investigations,

« Special disclosures thal we may be required to make for
Inmates.

«  Workers' compensation cases,

«  We will also aord special privacy protections for drug and
alcohol information.

Your Authorlzatlon Is Requlred tor Other Disclosures. Except
as described above, we will nol use or disclose your Health
Informalion unless you authorize (permit) UTHSC-H or UTP in
writing 1o disclose your Health Information. If you initially grve
permission, you may revoke thal permission, which will be
effective only alter the date of your wntien revocation.

You Have Rights Regarding Your Health Informatlon. You have
the following rights regarding your Heallh information. provided
that you make a writlen request to invoke those rights on the form
provided by UTHSC-H or UTP:

= Right to request restrictlon. You may request imitations
on the use or disclosures of your Health Information we
use or disclose for health care trealment, payment, Gf
operations. however. we are nol required io agree io your
request.

* Right to confidential communlicatlons. You may requesl
thal we communicale in a cerlain way or al a certain
location, but you musi specify how or where you wish 10
be conlacied.

« Right to Inspect and copy. You have the right to inspect
and copy your Health Information; however, we may
decline 10 release certain psychotherapy records if in our
opinion the release may be harmiul to your health,

* Right to request amendment. You may request an
amendment or you may requesl to atlach an additional
staternenl to your records f you believe the Health
Information we have aboul you in your record is incorrect
or incomplele.

s Right to accounting of disclosures. You may request a
list of the disclosures of your Health Information that have
been made 1o persons or eniities other than for health
care lrealmenl, paymen! or operalions in the past six (6)
years, bul ot prior to April 14, 2003,

* Right to a copy of this Notlce. You may request a paper
copy of this Notce at any time. You may obtain an
electronic copy ol this Nofice al our web sile,
hitp:/hww,uth,Ime. edu/hippa/documents. him,

Requirements Regarding This Notice. UTHSC-H and UTP are
required by law to provide this Notice 1o you. This Notice will bind
us for as long as it is in effect. UTHSC-H may changs this Notice
and these changes will be affective lor Health Information we have
about you as well as any information we réceive in the fuiure. Each
fime you register at UTHSC-H or UTP lor health care services, you
may receve a copy of the Nolica in effect al that time
Complaints. If you believe your privacy nghis have been viclated,
you may file a complainl with UTHSC-H, UTP or with lhe
Secratary of the Uniled States Department of Health and Human
Services. You will not be penalized or suffer reialiabion for making
a complam{ to UTHSC-H, UTP or the Depariment of Health and
Human Services.

Contact: Please contacl the Privacy Officer at 713-500-3391 if:

+ you have a complaint;

+ you have any questions aboul this Notice; or

» you wish Instructions 1o obtain a form to exerclse
your individual rights.

FURTHER EXPLANATION OF USES AND DISCLOSURES OF
HEALTH INFORMATION:

How We May Use And Disclose Health Information About You.
The following cateqgories describe different ways that we use and
disclose Health Information. For each calegory of uses or
disclosures we will explain what we mean, and we may prowvide an
example. Not every use or disclosure in a calegory will be listed.
However, all of the ways we are permitied 10 use and disclose
information will fall within one of the bold-lace print calegones.
oelow.

« ForTreatment. We may use Health Informalion about you
to provide you with medwcal or denlal treatmenl or
services. We may disclose Health Informalion aboul you
1o denusis, physicians, nurses, lechnicians, therapisis,
residents, students, or olther personnel who are involved in
your care. We may also disclose Heaith Information about
you to people outside UTHSC-H or UTP who may be
involved in your healh care, such as physicians who will
provide follow-up care. For example, your physician may
share informaton abou! your condiion with your
pharmacist to discuss appropriale medicalions, or with
radiologisis or other consultanis in order 10 make a
diagnosis. A UTHSC-H or UTP clinician may, while
referring you to another haalth care provider culside of
UTHSC-H or UTP, disclose your Heaith Informalion to that
provider,

= For Payment. We may use and disclose Health
Information about you so thal the ireaiment and services
you receive at UTHSC-H and UTP may be billed to and
payment may be collecled from you, your insurance
company, your managed care company, or a third party.
We may also tell your heallh plan about a treatment you

are going 10 receive in order (o obltan pnor approval.

For Health Care Operatlons. We may use and disclose
Health Information about you for UTHSC-H and UTP
operations. These uses and disclosures are necessary lo
run UTHSC-H and UTP 1o make sure thal all of our
patients receive quality care and lor UTHSC-H education
and other teaching programs. We may also disclose
information to physicians, dentists, nurses, technicians,
house-staff (including residenis and fellows), denal,
medical, or nursing Students, and other personnel 1o
conduct training programs. We may also combine Health
Information about many patiens to decide what additional
services we should offer, what services are not needed,
and whether cerlain new treaiments are effective. Your
Health Information may also be used or disclosed lo
comply with the law or regulations, for contraclal
obligations, patients' claims, grievances or lawsuits, health
care contracting, legal services. business planning and
development, business management and administration,
underwriting and other nsurance aclivities and 1o operate
UTHSC-H or UTP. We may also remove all information
that idenlifies you from this sel of Heallth Informalion so
that othsrs may use thal information 1o perorm research
into health care and heailh care delivery withoul learning
who specific patients are.

To Buslness Assoclates for Treatment, Payment, and
Health Care Operations. There are some services that
we provide through coniracts with business associates.
We may disclose Health Information about you to one of
our busmess associales in order o carry oul treatment,
payment, or heallh care operations, We require these
business associales 10 prolect your privacy in the same
manner we do.

Individuals Involved in Your Care or Payment for Your
Care. To lhe extent allowed by law, we may release Heallh
Information about you to a lamily member, ofher refative,
or close personal friend who is involved in your heallh care
if the Health Information released is direclly relevant 1o
such person’s involvement with your care, If permitied by
law, we may also release information to someone who
helps pay for your care. In addition, we may disclose
Heaith Information about you to an enlity assisting in a
disaster relief effort so that your lamily can be notified
about your location and general condition.

Appointment Reminders. We may use and disclose
Health Information in order o conlacl you as a reminder
thal you have an appointment at UTHSC-H or UTP
Health-Related Benefits and Services and Treatment
Alternatives. We may use and disclose Hsailh
Information to tell you about heallh-related benelits and
services that may be of interest 10 you. We may use and
disclose Health Information in order to provide information
to you about treatment options or alternatives that may be
of interest to you.

Fundraising Activities. We may use limiled Health
information aboul you in ordar 1o contact you in an effort
to raise money for UTHSC-H and its operations. The
limited Health Information that would be used by UTHSC-H
may include demographic Information about you (e.g.,
your name, address, phone number), and the daies you
received lreatmenl or services al UTHSC-H or UTP. Any
request for donalions you receive wil include informalion
indicating how you can opt oul from recewing luture
requests.




As Required By Law. We will disclose Heaiih Iniormation
about you when required to do so by ledera’. siate, or local
law.

Public Health Activities. Wa may disclose Health

Information about you for public health purposes. These

purposes generally include:

s Preventing or controlling disease (such as cancer or
tuberculosis), injury, or disability:

= Reporling births and deaths;

«  Reporting child abuse or neglect;

= Reporting reaclions to medications or problems with
certain products;

» Nolifying people ol recalls ol cerlain products they
may be using,

* Nolitying a person who may have been exposed 1o a
disease or may be at risk for conlracting or spreading
a disease or condition; and

« Nolifying the appropriale government authority if we
believe a panient has been the viclim of abuse, neglect
or domeslic violence. We will only make this
disclosure if you agree or when required or authorized
by law.

Health Oversight Activities. We may disclose Heallh
Information to a health oversight agency for activities
aulhorized by law such as audils. investigations,
nspections, and licensure. These aclivilies are nacessary
for the state and federal government to monitor the health
care sysiem, governmen! programs, and comphance with
cwil nghts laws.

Lawsuits and Disputes. We may disclose Health

Informalion aboul you in response lo a courl or

administralive order. Il you are involved in a lawsuil, we

may, as aulhorized by law, disclose Health Informalion
about you in response fo a subpoena, discovery requesl,
or other lawiul process.

Law Enforcement. We may relaase Heallh Information if

asked 10 do so by a law enforcement officral:

* |n response 10 a courl order, subpoena, warrant,
summons, or similar process.

« To idenufy or locate a suspecl, fugilive, material
witness, or missing person. bul oniy if limited
information is disclosed:

« About the victim of a crime il, under certain limiled
circumstances, we are unable 10 oblain the person's
agreement;

= About a death we believe may be the resull of criminal
conduct;

= Aboul criminal conduct we believe occurred on the
premises of UTHSC-H or UTP: and

* In emergency circumslances 10 reporl a crime; lhe
location of the crime or viclims; or the identity,
description, or localion of the person who commitied
the crime.

Coroners, Health Examiners and Funeral Directors.

We may release Heallh Information 1o a coroner of

medical examiner lo Idenlify a deceased person or o

determine the cause of death. We may also release Health

Information 1o luneral direclors as necessary 1o carry out

their duties.

Organ and Tlssue Donatlon. We may release Heaith

Information to organizatons involved in organ

procurement or organ, eys, or tissue trangplantation or if

you are an organ donor 1o an organ donaton bank to

lacililate organ or tissue donation and transplantation.
Research. UTHSC-H is a research institution. We may
use and disclose Health Information for research
purposes, subject 1o the confidentiality provisions of state
and federal law. All research projects conducted by
UTHSC-H are approved a special review process
to protect patient safety, welfare, and confidentiality. Your
Health Information may be i nt to further research
efforts and the development of new medical knowledge.
This special approval process requires an evaluation of
the proposed research project and its use of Health
Information. The process balances these research needs
with our patients’ need for privacy of their Health
Information. Before we use or disclose Health Information
for research, the project generally will have been approved
through this special approval process. However, this
special approval process is not required when we allow
Heallh Information aboul you to be reviewed by people
who are preparing a research project and who work o
review information about patients with specific health
needs, so long as the Health Informaltion does not leave
our facilties.

To Avert a Serious Threat to Health or Safety. We may
use and disclose Heaith Information aboul you when
necessary 10 prevent a serious threal to your health and
safety or to the heaith and safety of the public or another
person. Any disclosure, however, would only be 1o
someone who is able 1o help prevent the threal.

Armed Forces and Forelgn Military Personnel. We may
release Health Information about you to the exient
authorized by law, if you are or were a member of the
Armed Forces. We may also release Health Information
about foreign military personnel to the appropriate foreign
military aulhority 10 the extent authorized by law.
National Security and Intelligence Activitles. We may
release Health Information about you to authorized federal
offiials for miteliigence, counterintelligence, and other
national security aclivities 10 the extent authorized by law.
Protective Services for the President and Others. We
may disclose Health Information about you to authorized
federal officials so they may provide protection to the
Prestdenl, other authorized persons, or foreign heads of
siate, or to conduct special investigations.

Inmates. Il you are an inmate of a correctional institution
or under the cuslody of a law enforcement official, we may
release Heallth Information about you to a correctional
inslitlution or law enforcement official to the extent
authorized or required by law.

Workers' Compensation. We may release Health
Information about you for workers' compensation or
similar programs. These programs provide benefits for
work-relzled injuries or liiness.

When Your Authorlzation Is Required. Other uses or
disclosures of your Health Information for other purposes
or aclivities, not listed above, will be made only with your
written aulhorizalion (permission). You may revoke that
permission, in writing, at any time. If you revoke your
permission, we will no longer use or disclose Health
Information aboul you for the reasons covered by your
written permission. We are unable, however, 1o retrieve
any disclosures we have already made with your
permission.

Speclal Privacy Protections for Alcohol and Drug
Abuse Information. Alcohol and drug abuse Healh

Information enjoys special privacy prolections UTHSC-H
or UTP will not disclose any information idenlifying an
individual as being a pateni, or provide any Health
Information, relaling 1o a palient's substance abuse
treatment unless: (1) the palient consenls in wriling; (ii) a
court order requires disclosure of Ihe informanon; (iii)
health personnel need the information 1o meei a health
emergency; (iv) qualied personnel use the Health
Information for the purpose ol conducling scientific
research, managemeni audils, linancial audits, or
program evaluation; or (v} it is necessary 0 report a cnme
or a lhreat to commit & crime, or lo report abuse or neglect
as required by law.

FURTHER EXPLANATION OF YOUR RIGHTS:

Your Rlghts. You have the following rights regarding Health
Information we maintain about you:

Right to Inspect and Copy. You have the night 1o inspect
and copy Health Informalion (hat may be used 10 make
decisions aboul your care. Usually, this includes health
and billing records; bul may nol include psychotherapy
notes. We may charge a lee for the costs of copying,
malling, or other supphes associaied with your request.
We may deny your request 10 inspect and copy in certain,
very limiled circumsiances. If you are denied access {0
your Health Information, you may request that the demal
to inspect and copy be reviewed. Another licensed health
care prolessional chosen by UTHSC-H will review your
request and the denial. The person conducting the review
will not be the person who demed your request. We will
comply with the outcome of the review,

Right to Request Restrictions. You have the right to
request a restriction or limitation on the Health Information
we use or disclose aboul you lor treatment, payment, or
heallh care operations. You also have the right 1o request
a limit on the Heallh Information we disclose about you 1o
someone who is involved in your care, or the paymeni for
your care, such as a family member or Iriend. For
example, you could ask that we not use or disclose
information about a particular surgery that you have had.
We are not required lo agree to your requesl, however, We
will comply wilh your request unlgss the informalion 1s
needed to provide you with emergency treatment, if we do
agree.

Right to Request Confidential Communications. You
have the right to request thal we communicate with you
about health matters in a cernain way or al a certain
location. For example, you can ask that we only conltacl
you by telephone at work or that we only contact you by
mail al home. We will not ask you the reason for your
request. We will accommodate ail reasonable requests.
Your reques! mus! specify how or where you wish (o be
contacted.

Right to Amend or Add an Addendum. Il you feel thal
Health Information we have aboul you is incorrect or
incomplete, you may ask us 10 amend or add 1o the Health
Information. You have the right to request an amendment
for as long as the information is kept by or for UTHSC-H
or UTP. You must provide a reason thal supports your
request. We may deny your reques! for an amendment if it
is not in writing or does not include a reascn to support the
requesl. In addition, we may deny your requesl il you ask
us to amend information that. (i) was not crealed by us,
uniess the person or entity thal crealed the information Is
no longer available 1o make the amendment; (il) is not part
of the Health Information kept by or for UTHSC-H or UTP;

(iii) is not parl of the information which you would be
permitied lo inspect and copy; or (iv) Is accurate and
complete.

» Right to an Accountlng of Disclosures. You have the
right 1o request an "accounling of disclosures” 1o outside
parties by UTHSC-H or UTP of your Health Information
thal occurred in the past six (6) years. This accounting is
a list of the disclosures we made after April 14, 2003 of
your Health Information for purposes other than treatment,
payment, and health care operations, as those functions
are described above. Your request must stale a time
period, which may not include dates before April 14, 2003.
Your request should indicate in what form you want the list
(e.g., on paper, electronically). The first list you request
within a twelve (12) month period will be free of charge.
For additional lists, we may charge you for the costs of
providing the list. We will notify you of the cost involved
and you may choose to withdraw or modify your request al
that ime belore any costs are incurred.

* Right to a Paper Copy of This Natice. You have the right
10 receive a paper copy of this Nofice. You may ask us 1o
give you a copy of this Nolice al any lime. Even if you have
agreed to receive this Notice electronically. you are siill
anlilled 1o a paper copy of (s Notice.

= Access to Electronic Copy of This Notice. You may
oblain an electronic copy of this Nolice al our web site,
http:/iwww.uth.imc¢.eduwhipaa/documents.him.

CHANGES TO THIS NOTICE. We reserve the right to change lhis
Nolice. We reserve the nghl 1o make the revised or changed
Notice effective lor Heaith Information we already have aboul you,
as well as any Health Information we receive in the fulure. We will
post a copy of the current Nolice in all clinical areas. The Nolice
will contain on the second page, in the lower left-hand corner, the
effective date. In addition, each time you register for Ireatmenlt or
heaith care services, we will offer you a copy of the current Nolice
in effact.

COMPLAINTS. I you would like a paper copy of this Notice, have
questions aboul i, or believe its terms or any UTHSC-H or UTFP
privacy or confidentiality policy has been violated with respect to
Health Information about you, piease contact us ymmedialely at
The University of Texas Health Science Center al Houslon Privacy
Office, 7000 Fannin Suite 2385, Houslon, Texas 77030 or by
phone 713-500-3391. Please include your name, address, and
a telephone number where we can contact you, and a brief
description of the complaint. If you prefer, you may lodge an
anonymous complalnt. You may also contact the Secretary of
the Department of Health and Human Services at: Region VI,
Office for Civil Rights, U.S. Department of Heaith and Human
Services, 1301 Young Sireet, Suite 1169, Dallas, TX 75202
Phone (214) 767-4056. FAX (214) 767-0432. TDD (214) 767-
8940. You will not be penalized or suffer retaliation in any way for
making a complaint 10 UTHSC-H, UTP or the Depariment ol
Heallth and Human Services. Please provide as much information
possible so that the complaint can be propery investigated.
Neither UTHSC-H, UTP or any ol its affiliates will relaliate aganst
a person who files a complaint with us or with Secretary of
Depariment of Health and Human Services.

PRIVACY OFFICER. Ii you have any questions aboul this Nofice,
please contacl the Privacy Office at 713-500-3391.

Effective Date: APRIL 14, 2003
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