
NOTICE OF PRIVACY PRACTICES:
SUMMARY
Elie Primary Care

THIS DOCUMENT SUMMARIZES HOW ELITE PRIMARY CARE (EPC) MAY USE AND
DISCLOSE YOUR PROTECTED HEALTH INFORMATION (PHI) AND OUTLINES YOUR
RIGHTS REGARDING THAT INFORMATION.
We are required by law o mainain he privacy and securiy of your PHI, provide you wih his
Noice, and noify you following a breach of your unsecured informaion. PHI is informaion
abou you ha may idenify you and relaes o your pas, presen, or fuure physical or menal
healh condiions or care services.
1. Uses and Disclosures Wihou Your Specific Auhorizaion

We may use or disclose your PHI wihou your writen permission for he following purposes:
Category Description
Treatment To provide, coordinae, and manage your

healhcare, including consulaion wih
specialiss, laboraories, or oher providers
involved in your care.

Payment To bill and collec paymen for services
provided, which includes verifying insurance
eligibiliy, submiting claims, and performing
uilizaion review aciviies.

Health Care Operations To suppor our business aciviies, such as
qualiy assessmen, improvemen, saff
raining, licensing, legal, and compliance
purposes.

Business Associates We may share PHI wih hird-pary service
providers (Business Associaes) who perform
funcions on our behalf (e.g., billing, legal, or
daa sorage). These associaes are required
by conrac o safeguard your PHI.

2. Disclosures Requiring Opporuniy o Agree or Objec

You have he opporuniy o agree or object o he following disclosures:
● Individuals Involved in Your Care or Payment:We may disclose PHI o a family

member, relaive, close personal friend, or any oher person you idenify, if ha



informaion is relevan o heir involvemen in your care or paymen for care.
● Disaster Relief Efforts:We may disclose PHI o public or privae eniies auhorized o

assis in disaser relief effors (e.g., Red Cross) for noificaion purposes.
● Facility Directory: If you are admited o a faciliy, we may include your name, locaion,

and general condiion in a direcory, unless you objec.
3. Oher Permited Disclosures (Required by Law or Public Ineres)

We may disclose your PHI wihou your auhorizaion when required or permited by law for
specific public benefi or law enforcemen purposes:
● Required by Law
● Public Health and Safety (e.g., prevening disease, reporing produc defecs,

prevening serious hreas o healh or safey).
● Health Oversight Activities (e.g., audis, invesigaions, inspecions by governmen

agencies).
● Abuse, Neglect, or Domestic Violence (o appropriae governmen auhoriies).
● Judicial and Administrative Proceedings (in response o a cour order or subpoena).
● Law Enforcement Purposes (e.g., idenifying suspecs, vicims of crime, or responding

o cerain medical emergencies).
● Coroners, Medical Examiners, and Funeral Directors (for idenificaion, deermining

cause of deah).
● Organ, Eye, and Tissue Donation (o organizaions ha faciliae donaion).
● Research (when approved by an Insiuional Review Board or Privacy Board).
● Military and Veterans (o command auhoriies for Armed Forces personnel).
● National Security and Intelligence (o auhorized federal officials).
● Workers' Compensation (o comply wih legally esablished programs).
● Inmates (o correcional insiuions or law enforcemen officials under cerain

condiions).
4. Uses Requiring Your Writen Auhorizaion

All oher uses and disclosures no described above require your specific writen auhorizaion,
including:
● Mos uses and disclosures formarketing purposes.
● Disclosures ha consiue he sale of PHI.
● Mos uses and disclosures of psychotherapy notes (if applicable).

You may revoke an auhorizaion in wriing a any ime, bu his will no affec disclosures
already made under he auhorizaion.
5. Your Righs Regarding Healh Informaion

You have he following righs concerning your PHI:
1. Right to Access and Copy: You have he righ o inspec and obain a copy of your

medical and billing records.
2. Right to Restrict Disclosures:



○ You can ask us o limi how we use or disclose your PHI for reamen, paymen, or
healh care operaions.We are not required to agree to all restrictions.

○ Mandatory Restriction for Self-Pay: You have he righ o resric disclosure of
your PHI o your healh plan (insurer) if you pay for he service completely
out-of-pocket (in full) a he ime of service.We are required to agree to this
specific restriction.

3. Right to Confidential Communications: You can reques o receive communicaions
from us by alernaive means or a an alernaive locaion (e.g., receiving appoinmen
reminders a a work email).

4. Right to Amend: You have he righ o reques an amendmen o your informaion if you
believe i is inaccurae or incomplee.

5. Right to an Accounting of Disclosures: You have he righ o receive a lis of cerain
disclosures we have made of your PHI, excluding hose for reamen, paymen, or
operaions.

6. Right to Notification of a Breach: You have he righ o be noified following a breach
of your unsecured proeced healh informaion.

7. Right to a Paper Copy: You have he righ o reques and receive a paper copy of his
Noice a any ime.

6. Complains and Conac Informaion

If you believe your privacy righs have been violaed, you may file a complain wih our Privacy
Officer or wih he U.S. Deparmen of Healh and Human Services, Office for Civil Righs. We
will no realiae agains you for filing a complain.

Paien Acknowledgmen
I acknowledge and affirm ha I am presening myself o Elie Primary Care for medical
reamen and services voluntarily and by my own choice.

I acknowledge ha I have received and read he HIPAA Noice of Privacy Pracices for Elie
Primary Care.

Paien Name:
Signaure:
Dae:


