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NOTICE OF PRIVACY PRACTICES
As Required by the Privacy Regulations Created as a Result of the Health nsurance Pertability and
Accountability Act of 1996 (HIPAA)

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU (AS A
PATIENT OF THIS PRACTICE ) MAY BE USED AND DISCLOSED, AND HOW YOU
CAN GET ACCESS TO YOUR INDIVIDUALLY IDENTIFIABLE HEALTH
INFORMATION.

PLEASE REVIEW THIS NOTICE CAREFULLY.

A. OUR COMMITMENT TO YOUR PRIVACY

Our practice is dedicated to maintaining the privacy of your individually identifiable health information (IHD. In conducting our business, we
will create records segarding you and the treatment and services we provide to you. We are required by law to maintain the confidentiality of
health information that identifies you. We also are tequired by law to provide you with this notice of our legal duties and the privacy practices

that we maintain in our practice concesning your HHI By fedesal and state law, we umst follow the terms of the notice of pavacy practices that
we have in cffect at the time.

We realize that these laws are complicated, but we must provide you with the following imporiant inft

= How we may use and disclose your DHI
*  Your privacy rights in your [THE
*  Ourabligations conceming the use and disclosure of your ITTHI

The terms of this notice apply fe all records containing your IIHI that arz created or retained by our practice. We reserve the right to
revise or amend this Nutice of Privacy Practices. Any revision ar amendment to this notice will he effective for all of your records that
our practice has created or maintained in the past, and for any of your records that we may create or maintain in the fotare. Our
practice will post a copy of our current Notice in var offices in a visible location at all times, and you may request a copy of our mast
current Notice at any fime.

B. IF YOU HAVE QUESTIONS ABOUT THIS NOTICE, PLEASE CONTACT:
Sophia Arwood; Good Health Associates, PLLC, 625 North Highland Aveuue, Murfreesharn, TN 37130,

C. WE MAY USE AND DISCLOSE YOUR INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION (IHD IN THE
FOLLOWING WAYS

The following categories describe the different ways in which we may use and disclose your HHI

1. Treatmeut. Our practice may use your 1IH] to treat you. For example. we may ask you to have Iaboratory tests (such as blood or urine tests),
and we may use the resulls to belp us reach a diagnosis. We might use your IHI in order to write a prescription for you, or we might discloss
your IHI to a pharmacy when we order a prescription for yow. Many of the people who work for our practice — including, but not limited to, our
doctors and nurses — may use or disclose your IIHI in order to treat you or to assist others in your treatment. Additionally, we may disclose your
TIHI to others who may assist in your care, such as your spouse, children or parents.  Finally, we may also disclose yous IIHI to other health care
providers for purposes related to your freatment.

2. Payment. Our practice may use and disclose your IIHI in order to bill and collect payment for the services and items you may recerve from
us. For example, we may contact your health insurer to certify that you e eligible for benefits (and for what mnge of benefits), and we may
provide your insurer with details regarding your treatment to determine if your insurer will cover, or pay for, yous treatment. We also may use
and disclose your IHI to obtain payment from thizd parties that may be responsible for such costs, such as family members  Also, we may use
your ITHI to bifl you directly for services and itemns. We may disclose your IIHI to other health care providers and entities to assist in their billing
and coliection efforts.

3. Health Care Operaiions. Our practice may use and disclose your IHI to operate our business, As examples of the ways in which we may
usc and disclose your # for our operations, our practice may use your HHI to evaluate the quality of care you received from us, or to
conduct cost and busi plaaning activities for our practice. We may disclose your ITHI ta other health care providers and entities
to assist in their health care operations

4. A i Reminders. Qur ice may use and disclose your ITHI to contact you and remind you of an appomtment.

5. Treatment Options. Our practice may uxe and disclose your IHI to inform you of p 1 options of a} iy
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6. Health-Related Bevefits and Services. Our practice may use and disclose your IIHI to inform you of health-related benefits of services that
may be of tnterest to you.

7. Release of Iuformation to Family/Friends. Our practice may selease your IIHI to a friend or family member that is invotved in your care, or
who assists in taking cace of you. For example, a parent or guardian may ask that a babysitter take their child to the pediatrician’s office for
treatment of a cobd. In this example, the babysitter may have access to this child’s medical infonmation.

8. Disclosures Regquired By Law. Our practice will use and disclose your BHI when we arc required to do so by federal, state o Jocal baw.

D. USE AND DISCLOSURE OF YOUR HHIIN CERTAIN SPECIAL CIRCUMSTANCES

The following categories describe unique scenarios in whick we may use or disclose your ide health infi

I Public Health Risks. Our practice may disclose your IIH] to public health authorities that are avthonized by law to collect information for the
purpose of

mainfaining vita! records, such as births and deaths
reporting child abuse or neglect
preventing or conirolling disease, injury or disability
ifying a person regarding potential exp to icable discasc
notifying & person regarding a potential risk for spreading or contracting a disease or condition
reporting reactions to drugs or problems with products or devices
notifying individuais if a produsct or device they may be using has been recalled
uotifying appropriate government ageucy(ies) and authority(ies) regarding the potential abuse or neglect of an sdult patient
(inchuling domestic violence), however, we will only disclose this information if the patient agrees or we are reguired or
avthorized by Iaw 1o disclose thix information
®  norifying your employer under kimited circumstances related primarily to workplace injury or iliness or medical surveillance
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2. Health Oversight Activities. Our practicc may disclose your HHI to » health oversight agency for activities authorized by law. COversight
activities can ioclode, for example, iavestigations, inspections, audits. surveys, licensure and disciplinary actions; civil, administrative, and
criminal proceduses or actions; or other activitics necessary for the government to monitor govemment programs, compliance with cival rights
laws and the bealth care system in general.

3. Lawsuits and Sirilar Proceedings. Ouc practice may vse and disclose your IIHI in response (o a court or administrative order, if you are
mvelved in a lawsuit or similar proceeding. We also may disclose your HHT i response to a discovery request, subpoesa, or other lawful process
by another party involved in the dispute, but only if we have made an effors to inform you of the request or to obtain an order profecting the
information the party has reguested.

4. Law Enfercement. We may release IHIE if asked to do so by & law enforcement official:

Regarding a crime victim in certain situations, if we are inable fo cbtain the person’s agreement

Concering a death we believe has resulted from criminal conduct

Regarding ciminal conducs at oar offices

In response o a warrant, swnmons, court order, subpoena or similar legal process

To identify/iocate a suspect, material witness, fogitive or missing person

In an emergeacy, to report a crime (including the location or victim(s) of the crime, or the descriptiog, identity or location of the
petpetrator)
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5. Deceased Patients. Our practice may release ITHI o a medical examiner o coroner to identify a deceased individual or ta identify the cause
of death. I necessary, we also may release information in order for fonera! directors to perfonn their jobs.

6. Orgau and Tisswe Donation. Qur practice may release your HHI to organizations that handle organ, eye or tissue procurement or
transplantation, incloding organ donation banks, as necessary to facilitate organ or tissue donation and transplantation if you are an organ donor.

7. Research. Cur prectice may usc and disclose your HI for research purposes in certain limited ciccumstances. We will obtain your written
authorization to use your ITHI for reseasch purposes except when Internal or Review Board or Privacy Board has determined that the waiver of
your authorizati isfies the following: (i) the use o disclosure involves no mere than & mimmal sisk to your privacy based on the following:

(A) an adequate plan to protect the identifiers from improper use and disclosure; (B} an adeguate plan to destroy the identifiess at the earfiest
opportunity consistent with the rescarch (unless there is & health or research justification for retaining the identifiers or such retention is atherwise
required by law); and (C) adequate written assurances that the PHI will not be re-used or disclosed to any other person or entity {exccpt as
required by law) for authonized oversight of the research study, or for other research for which the use or disclosure would otherwise be
permitted: (if) the research could not practicably be conducted without the waiver; and (iu} the research could not practicably be conducred
without access 1o and use of the PHL

8. Serious Threats to Health or Safety. Qur practice may use and disclose your ITHI when necessary fo reduce or prevent a scrious threat to
your health and safety or the health and safety of another individual or the public. Under these circumstances, we will only make disclosures to a
persen of organization able to help prevent the threat.

9. Military. Our practice may disclose your IIHI 1f you are a member of U.S. or foreign militacy forces (including veterans) and if sequired by
the appropriate authoritiss
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16. Natiomal Security. Our practice may disclose your ITHI to federal officials for intelligence and national security activities muthorized by law.

We also may diselosc yonr HHI to federal officials in order to protect the President, other officials or foreign heads of state, or to conduct
mnvestipations. -

11. Inmates. Qur practice may disclose your [HI to correctional institutions or law enforcement officials if you are an inmate of under the
custody of a law enforcement official. Disclosure for these purposes would be necessary: (a) for the institution to provide health care services to
you, (b} for the safety and security of the institution, and/or (c) to protect your health and safety or the health and safety of other individuals.

12, Workers’ Compensation. Qur practice may refease your HHI for workers’ comp ion and similar progr

E. YCUR RIGHTS REGARDING YOUR IIHI

You have the following rights regarding the [IHI that we maimtain about you

1. Confidential € ications. You have the right to reguest that our practice commnuaicate with you about your health and related issues in

a particular manner of at 4 certain location. For instance, you may ask that we contact you at home, rather than work. i arder to Tequest a type
of confidential communication, you mmst make 2 writéen request to Sophia Arwood; Good Health Assoriates, PLLC, 615 Narth Highland
Avenre, Murfreesbore, TN 3713¢ epecifying the requested method of contact, or the location where you wish fo be contacted. Our practice will
accommodate reasonable cequests. You do not need 1o give a reason for your request.

2. Requesting Restrictions. You have the right fo request a restriction in our use or disclosure of your OHI for treatment, payment or health
care operations. Additionally, you have the right to request that we restrict our disclosure of your IIHI 1o only certain individoals involved in
your care or the payment for your care, such as family members and friends. We are not required to agree fo vour reguest; however, if we do
agree, we are bound by owr agreement except when otherwise required by law, in emergencies, or when the information is necessary to ireat you.
In order to request a restriction in our usc or disclosure of your IHE you must make your request in writing to Sophia Arwead; Gead Health
Assaciates, FLLC, 625 North Highland Avenue, Murfreesbora, TN 37130, Your request must describe in a clear and concise fashion:

{2} the mformation you wish restnicted;
(b) whether you arc requesting to limit our practice's use, disclosure or both; and
(c} to whom you want the limits to apply.

3. Inspection and Copies. You have the right to inspect and obtain a copy of the TTHE that may be used to make decisions about you, incinding
patient medical recards and biliing records, but not including psychotherapy notes. You must submit your request in writing to Sophia Arwoad;
Goad Health Associates, PLLC, 625 Nortk: Highland Avenue, Murfressbore, TN 37138 in osder to inspect and/or obtain a topy of your IFHL
©Owr practice may chacge a fee for the costs of copying, mailing, labor and supplics associated with your gequest, Our practice may deny your
request to inspect andfor copy in certain limited circumstances; however, you sy request a review of our denial.  Another licensed heahth care
professional chosen by us will conduct reviews.

4. Amendment. You may ask vs te amend your health information if you believe it is incorrect or incomplete, and YOI fuay request an
amendment for as long as the information s kept by or for our practice. To sequest an amendment, your request must be made in writing and
submitted to Sophia Arwoed; Good Health Associates, PLLC, 625 North Highland Aveune, Murfreesboro, TN 37130. You must provide
us with a reason that supparts yous request for amendment.  Our practice will deny your request if you fail to submit your request {and the reason
supporting your request) in writing. Also, we may deny your request if you ask us to amend mformation that is in cur opinion: (a) accurate and
complete; (b) not part of the IEHI kept by or for the practice; (c) not part of the IHI which you would be permitted 1o inspect and copy: or (d) not
created by our practice, unless the individual or entity that created the information is nat available to amend the information.

5. Accounting of Disclasures. All of our paticuts have the right to request an “accounting of disclosures.” An “accounting of disclosures™ is a
list of certain non-routine disclosures our practice has made of your THI for non-treatment, non-payment or non-operations purposes. Use of
your [THI as part of the routine patient care in our practice is not required to be documented  For example, the doctor sharing mformation with
the nurse; or the billing department using your infc to file your i e claim. In order to obtain an accounting of disclesures, you must
submit your request in writing to Sophia Arwood; Gaod Health Associates, PLLC, 625 North Highland Avenue, Murfreeshoro, TN 37130,
All requests for an “accounting of disclosures™ must state a time period, which may not be longer than six (6) years from the date of disclosure
and may not include dates before Apil 14, 2003, The first List you request within a 12-month period is free of charge, but out practice may
charge you for additional lists within the same 12-month period. Ovr practice will notify you of the costs involved with additional requests, and
you may withdeaw your request before you incur any costs.

6. Right to z Pager Copy of This Natice. You arc catitled to receive a paper copy of our notice of privacy practices. You may ask us to give
you a copy of this notice at any #me. To obtain @ paper copy of this notice, Saphia Arwood; Good Health Asseciates, PLLC, 625 North
Highland Avenne, Murfreesboro, TN 37130.

7. Right ta File 3 Complaint. If you believe your privacy sights have been violated, you may file a complaint with our practice or with the
Secretary of the Depastment of Health and Human Services. To file a compiaint with our practice contact Sophia Arwoed; Geod Health
Associates, PLLC, 625 North Highland Avenne, Murfreesboro, TN 37130. All complaints must be submitted i writing. You will not be
penalized for {iling 2 complaint.

8. Right to Frovide an Autherixatios for Qther Uses and Disclosures. Our practice will obtain your written authorization for uses and
disclosures that are not idendified by this notice or permitted by applicable law. Any aathorization you provide to us regarding the use and
disclosure of your THI may be sevoked at any time fn_ writing. After vou revoke your authonization, we will no longer use or dieclose your ITHI
for the reasons described in the authonization. Please note, we are required to retain records of your care.

Again, if you have any questions regardisg this aotice ar our health information privacy policies, please contact Soephia Arwoed; Good Healih
Associates, PLEC, 625 Northk Highland Avenwe, Muifreesharo, TN 37130,
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