We may disclose medical information about you in special situations such as
for workers’ compensation programs, as required by military command authorities

or the Department of Veterans Affairs, in response to a court or
administrative order, or for public health activities.

Other uses and disclosures of medical information not covered by this Notice
or the laws that apply to us will he made only with your written authorization. You
may later revoke this permission in Wwriting af any time.

YOUR RIGHTS REGARDING MEDICAL INFORMATION ABOUT YOU
You have the right to review and receive a copy of medical information that
may be used to make decisions about your care. Usually this includes ma=dical and
billing records. You must submit a written request to review and CoDYy your medical
information. We may charge a fee for the costs of supplying a copy of the records.

You have the right to ask us to amend medical information that you feel ig
incorrect or incomplete. Your request for an amendmeat must be submitted in
writing and must provide a reason that supports your request.

We may deny your request for 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
‘the information: 1) was not created by us; 2) is not part of the medical information
kept by or for us; 3) is not part of the information which yau are permitted to
inspect and copy; or 4) is accurate and complete

ACKNOWLEDGMENT OF RECEIPT

De La Belle Notice of Privacy Practices provides Information about how we may use
and disclose your protected health information.

In addition to the copy we are providing you, copies of the current notice are
available at our office.

I acknowledge that I have received/reviewed the Notice of Privacy Practices.

Signature of Patient or Patient’s Representative Date

Print Name Relationship to Patient



