HIPAA Notice of Privacy Practices

QOodensbure Volunteer Rescue Squéd, Inc
101 State Street, PO Box 172
Ogodensbure, New York 13669

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

{gdensburg Volunteer Rescue Squad, Inc. is required by law to maintain the privacy of certain confidential health care
Iformation, known as Protected Health Information or PHL and to provide you with a notice of our legal duties and privacy
gractices with respect to vour PHIL Ogdensburg Volunteer Rescus Squad, Inc. is afso required to abide by the terms of the version

ol this Netice currently in effect.

Dses and Disclosures of PHY: Qgdensburg Volunteer Rescue Squad, fne. may use PHI for the purposes of treatment, payment,
azd health care operations, in most cases without your written permission. Examples of our use of your PHIL:

“r treatment. This includes such things as obtaining verbal and written information about your medical condition and treatment
vm you as well as from others, such as doctars and nurses who give orders to allow us {o provide treafment to you. We may
rive your PHI to other health care providers involved in your freaiment, and may transfer your PHI via radio or telephone to the

lespital er dispatch center,

I¢ pavment. This includes any activities we must undertake in order to get reimbursed for the services we provide fo you,
mfuding such things as submitting bills to insurance companies, making medical necessity determinations and collecting

wistanding accounts.

For health care operations. This includes quality assurance activities, Heensing, and training programs to ensure that our
esonne] meet our standards of care and follow established policies and procedures, as well as certain other management

finctions.

Beminders for Scheduled Transports and Information on Qther Services. We may also contact you to provide you with a
reminder of any scheduled appointments for non-emergency ambulance and medical transportation, or to provide information
about ather services we render.

Use and Disclosure of PHI Without Your Authorization. Ogdensburg Volunteer Rescue Squad, Inc. is permitted to nse PHJ
without your writien authorization, or opporiunity to object, in certain situations, and unless prohibited by a more stringent state

law, including:

*  Forthe treatment, payment or health care operations activities of another health care provider whe treats youy

*  FPorhealth care and legal compliance activities;

To a family member, other relative, or close personal friend or other individual involved in vour care if we obtain your
verbal agreement to do 5o or if we give you an opportunity to object to such a disclosure and you do not raise an
objection, and in certain other circumstances where we are unable to obiain your agreement and believe the disclosure
is in your best interests;

*  To a public health anthority in certzin situations as re

violence;

For health oversight activities including audits or government investigations, inspections, disciplinary proceedings, and
other administrative or judicial actions undertaken by the government (or their contractors) by law to oversee the health
care system;

For judicial and administrative proceedings as required by a court or administrative order, or in some cases in response

-

1o a subpoena or other legal process;
For law enforcement activities in limited situations, such as when responding to a warrant;

For miiitary, national defense and security and other special government functions;

To avert a serious threat to the health and safety of a person or the public at large;

For workers’ compensation purposes, and in compliance with workers’ compensation laws;

To coroners, medical examiners, and funeral directors for identifying a deceased person, determining cause of death, or
carrying on their duties as authorized by law;

If you are an organ donor, we may release health information to orgenizations that handle organ procurement or organ,
&ye or tissue transplantation or to an organ donation bank, as necessary to facilitate organ donation and transplantation;

quired by law (such as {0 report abuse, neglect or domestic
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2yment for health ezre services provided by the
51 (the No-Fault statnie) of the Insurance Law,
as to the Provider of any faformation or

urg Volusleer Rescus Squad, hereinafer the Provider; zil rights, privileges and memedies to p
itled uuder my health insurance policy, entilement plan, Medécare, Medicaid ot uader Article
atthorize lhe holder of hospita} or medical information shout me to be released to CMS or ifs agents and cerriers ag well
documentation esded to determine thase benedits or the benefits payable for mlated services. ’

The Provider hereby eertifie that they have not recefvad a0y pzyment from or on bebalf of the patient and shall not pursus payment directly from the patieat for services
provided by the Provider for nfuries sustained dua to illness, infury or mesor vehicle accident which occterred on this date, not withstanding azy other agresment t ) the

conirary,

when bezefits are not payable based wpon the patient™s lack of covermge snd/or violation of 2 policy condition dus to the

tion to be used in place of the origmal. I acknowledge that I was provided with or have the ability to

This agreement may be revoled by the assipnes
upplier for all services may use #his authorization in the

actions ot conduct of the patient, 1 permit 2 copy of this awthorza
request 2 copy of the Ogdensbtry Voluntzer Reseye Squad’s Notice of Privacy Practices. Funderstand that the g

future untl such time a5 I revolks this authorization in writing. :
i Section I - Patient Signature for Emergency & Nop-Emergency Transport
X . Date:

Patient’s/Responsible Party’s Signature;
+ If Patient signs with an 50 or ather mark it is recommendead that 2 witness sign below.

Witnass Sienatyre: X Printed Name:

Section I - Authorized Representative Signature for Emergency & Nop-Emerpency Trapsport
Complete this Section only if the patient is Physicaliy or Meatally incapable of signing.

Reason Patient i Unable to Sign:
Authorized Representatives inchede only the following individuals (check one}
Petient’s Legel Guardizn [ ] Patient’s Posver of Attorney

[]

[ 1 Relative or other person who Teceives govemment benefits on behalf of Patient.

[ 1 Relative or other Person wio amanges ireatment or handles the patient’s sffairs

[ ] Representative of g ZENGy ot mstitution that firnished care, services or assistances to the patient

Tam signing on behalf of the patient. Irecopnize that signing of bekalf of the patient is pot an acceptance of finzneial responsibility for the servises rendered.
Printed Name;

Representatives Sigpature: X

Section Il - EMERGENCY ONLY — Ambulance Crew and Facility Representative Signatures

Complete this section ouly if ail of the following are true: (1) the call is an emergency ambulance transport, (2} the patient was physically or meatally incapable of
Section JT was available or willing to sign on behalf of the patient at §me of service.

signing, and (3) no authorized mpresentative from
Rezson Patient fs Unzhle to Sign: ) Time Received: ‘
Signature ofCrewMenber . . X i B 2 4 L N o T e e T

at the date and time indicated sbove. This signature is not #q scceptance of financial responsibility for

the services rendered to this patiegt.
Title:

Fecility Face Sheet or Admissions Record clearly indicating the time apd

aice service is expressly permitted by Section 164.50 6(c) ot HIPAA.

The patienl named an this fom was received by this facility

PaﬁcntAcccpt:dbyHespi!achpr:scntaﬁva: X

If Recelving Facility Signature can nat be chtained, secondary documentstion in the form of a
date is required from the facility. The relesse of this information by the hospital to the ambul
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