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NOTICE OF PRIVACY PRACTICES
THIS NOTICE b.ESCRIBES HOW YOUR MEDICAL INFORMATION MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION.
PLEASE REVIEW IT CAREFULLY.

This Facility is required by law to provide you with this Notice so that you will understand how we may use or share
_
your information from your Designated Record Set The Designated Record Set includes �nanc1al a� d health
_
information referred to in this Notice as "Protected Health Information" ("PHr) or simply "health information. We are
required to adhere to the terms outlined in this Notice. If you have any questions about this Notice, please contact Terri
Washburn at (812)218-8926.

UNDERSTANDING YOUR HEALTH RECORD AND INFORMATION
Each time you visit to our Facility, a record of your visit is made containing health and financial information. Typically,
this record contains information about your condition, the treatment we provide and payment for the treatment We
may use and/or disclose this information to:
•

plan your care and treatment

•

communicate with other health professionals involved in your care

•

document the care you receive

•

educate heath professionals

•

provide information for medical research

•

provide information to public health officials

•

evaluate and improve the care we provide

•

obtain payment for the care we provide

Understanding what is in your record and how your health information is used helps you to:
•

ensure it is accurate

•

better understand who may access your health information

•

make more informed decisions·when authorizing disclosure to others

HOW WE MAY USE AND DISCLOSE PROTECTED HEALTH INFORMATION ABOUT YOU
The following categories describe the ways that we use and disclose health information. Not every use or disclosure in
a category will be listed. However, all of the ways we are permitted to use and disclose information will fall into one of
the categories.

•

•

For Treatment. We may use or disclose health information about you to provide you with medical treatment. We

may disclose health information about you to doctors, nurses, therapists or other Facility personnel who are
involved in taking care of you at a Facility. For example, a doctor treating you for a broken leg may need to know if
you have diabetes because diabetes may slow the healing process. In addition, the doctor may need to tell the
dietitian if you have diabetes so that we can assit you to plan your meals. Different departments of a Facility also
may share health information about you in order to coordinate your care and provide you medication, lab work and
x-rays. We may also disclose health information about you to people outside the Facility who may be involved in
your medical care after you leave a Facility. This may include family members, or visiting nurses to provide care in
your home.

For Payment. We may use and disclose health information about you so that the treatment and services you

receive at an Facility may be billed to you, an insurance company or a third party. For example, in order to be
oaid, we mav need to share information with your health plan about services provided to you. We may also tell

•

C �rrectional lnstit�tion: Should you be an inmate of a correctional institution, we may disclose to the institution
or its agents health information necessary for your health and the health and safety of others.

OTHER USES OF HEALTH INFORMATION
Other �ses and disclosures of health information not covered by this Notice or the laws that apply to us will be made
_ _
_
only with your wntten pe�m1s�1on. l f you provid� us permission to use or disclose health information about you, you
. _
may re�oke that perm1ss1on, m wr1tmg, at any time. If you revoke your permission, we will no longer use or disclose
_
health information about you for the reasons covered by your written authorization. You understand that we are
unable to take back any disclosures we have already made with your permission and that we are required to retain
our records of the care that we provided to you.

YOUR RIGHTS REGARDING HEALTH INFORMATION ABOUT YOU
Although your health record is the property of the Facility, the information belongs to you. You have the following
rights regarding your health information:
•

Right to Inspect and Copy. With some exceptions, you have the right to review and copy your health information.
You must submit your request in writing to 1169 Eastern Parkway, Suite 431 Louisville, KY 40217.
We may charge a fee for the costs of copying, mailing or other supplies associated with your request.

•

Right to Amend. If you feel that health information in your record is incorrect or incomplete, you may ask us to
amend the information. You have this right for as long as the information is kept by or for the Facility.
You must submit your request in writing to 1169 Eastern Parkway, Suite 431 Louisville, KY 40217. In
addition, you must provide a reason for your request.
We may deny your request for an amendment if it is not in writing or does not include a reason to support the
request. In addition, we may deny your request if you ask us to amend information that:
•

Was not created by us, unless the person or entity that created the information is no longer available to
make the amendment;

•

Is not part of the health information kept by or for the Facility; or

•

Is accurate and complete.

•

Right to an Accounting of Disclosures. You have the right to request an "accounting of disclosures". This is a
list of certain disclosures we made of your health information, other than those made for purposes such as
treatment, payment, or health care operations.
You must submit your request in writing to 1169 Eastern Parkway, Suite 431 Louisville, KY 40217. Your
request must state a time period which may not be longer than six years from the date the request is submitted.
Your request should indicate in what form you want the list (for example, on paper or electronically). The first list
you request within a twelve month period will be free. 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 at
that time before any costs are incurred.

•

Right to Request Restrictions. You have the right to request a restriction or limitation on the health information
we use or disclose about you. For example, you may request that we limit the health information we disclose to
someone who is involved in your care or the payment for your care. You could ask that we not use or disclose
information about a surgery you had to a family member or friend.
We are not required to agree to your request. If we do agree, we will comply with your request unless the
information is needed to provide you emergency treatment.
You must submit your request in writing to 1169 Eastern Parkway, Suite 431 Louisville, KY 40217 In your
request, you must tell us (1) what information you want to limit; (2) whether you want to limit our use, disclosure
or both; and (3) to whom you want the limits to apply, for example, disclosures to your spouse.

•

Right to Request Alternate Communications. You have the right to request that we communicate with you
about medical matters in a confidential manner or at a specific location. For example, you may ask that we only
contact you via mail to a post office box.
You must submit your request in writing to 1169 Eastern Parkway, Suite 431 Louisville, KY 40217. We will
not ask you the reason for your request. Your request must specify how or where you wish to be contacted.
We will accommodate all reasonable requests.

