Arshad Mustafa, M.D.
Arthritis and Rheumatology Specialists, P.A.

2351 S FM 51, Suite 100
Decatur, Texas 76234
940-626-8073

HIPAA NOTICE OF PRIVACY PRACTICES
PRINT PATIENT NAME: _________________________________  DATE: _______________
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.
WHAT IS MY DUTY AS YOUR HEALTH CARE PROVIDER?

MY DUTY IS TO PROTECT YOUR HEALTH INFORMATION.  By law I am required to insure that your Protected Health Information (PHI) is kept private.  Your PHI is information or records created by me that can be used to identify you.  It contains information about your health and condition, the health care services I provide to you, and the payment for those services.  I am required to provide you with this Notice about my privacy practices explaining when I would use or disclose your PHI to a third party.  Please note that I reserve the right to change the terms of this Notice and my privacy policies at any time.

HOW WILL I USE AND DISCLOSE YOUR PHI?
I may use and disclose your PHI for the following reasons:

· For Treatment. I may disclose your PHI to other licensed health care providers who provide health care services to you.
· For Health Care Operations. I may disclose your PHI to facilitate the operation of my practice.
· To Obtain Payment.  I may use or disclose your PHI to collect payment for the health care services I provide you.

· Required by Law.  I may use or disclose your PHI if required by other laws.

· Public Health Activities.  I may use or disclose your PHI or public health activities that are permitted or required by law.

· Licensing and Certifying Agencies.  I may disclose your PHI if required by the licensing or certifying boards or the US Department of Health and Human Services.

· Health Oversight Activities.  I may disclose your PHI to a health oversight agency for legally authorized activities.

· Abuse or Neglect.  I may disclose your PHI to a government agency that is authorized to receive reports of abuse, neglect, or domestic violence.

· Legal Proceedings.  I may disclose your PHI in a judicial or administrative proceeding, in response to a court order, or in response to a subpoena or other legal process.

· Law Enforcement.  Under certain conditions, I may disclose your PHI to law enforcement.

· To Prevent a Serious Threat to Health or Safety.  I may disclose you PHI if I believe it is necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the public.

· Military Activity and National Security.  Under certain conditions I may disclose your PHI if you serve or have served with the Armed Forces.  I may also disclose your PHI to authorized federal officials for national security activities.

· Workers’ Compensation or Disability.  I may disclose your PHI to comply with Workers’ Compensation laws, disability requests, and other similar programs.

· Others Involved in Your Health Care.  I may make your PHI known to a family member, other relative, close personal friend or other personal representative that you identify.

· An Appointed Representative.  I will disclose your PHI to an individual who has been designated by you as your personal representative in accordance with law.

· Disclosures to You.  I am required to disclose to you most of your PHI when you request this information. 

WHAT ARE YOUR RIGHTS AS A PATIENT REGARDING YOUR PHI?
The following are your rights regarding your PHI:
· Right to Inspect and Copy.  You have the right to inspect and copy your PHI.

· Right to Amend. If you believe that your PHI is incorrect, you may ask me to amend our information.
· Right to Get a List of Disclosures.  You are entitled to a list of disclosures I have made of your PHI.
WHAT IF YOU HAVE A COMPLAINT?
You may file a complaint in our office in writing if you believe that we have violated your privacy rights.  You may also send a written complaint to: The US Department of Health and Human Services, 200 Independence Avenue S.W. Washington, D.C. 20201.

PATIENT ACKNOWLEDGMENT

By my signature below, I acknowledge receipt of this Notice.  I have read this Notice and I understand it.  I have been given the opportunity to ask questions about this Notice and my privacy rights.
____________________________________________________________________________
(Printed Name)
(Signature)
(Date)

PATIENT CONSENT

By my signature below, I consent to the use or disclosure of my Protected Health Information as described above.

I understand that I may revoke my consent at any time by giving written notice.  

I understand that this consent is voluntary and that I may refuse to sign it.  I understand that if I do not grant my consent, however, you are legally permitted to refuse to provide health care services to me.

____________________________________________________________________________
(Printed Name)
(Signature)
(Date)
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