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ALAMO NEUROLOGY CONSULTANTS, PA 

NOTICE OF PRIVACY PRACTICES   
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED 

AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  Updated: June 20, 2018 
 
I. OUR OBLIGATIONS. We are required by law to: 

 Maintain the privacy of your medical information, to the extent required by state and federal law;  
 Give you this Notice explaining our legal duties and privacy practices with respect to medical information about you;  
 Notify affected individuals following a breach of unsecured medical information under federal law; and  
 Follow the terms of the version of this Notice that is currently in effect.   

II. HOW WE MAY USE AND DISCLOSE MEDICAL INFORMATION ABOUT YOU.  The following categories describe the different reasons that we typically use and disclose medical information.  These categories are intended to be general descriptions only, and not a list of every instance in which we may use or disclose your medical information.   
 A. For Treatment. For coordinating and managing your health care with physicians, nurses, other health care providers and personnel who are providing or involved in providing health care to you (both within and outside of the Practice).  For example, should your care require referral to or treatment by another physician of a specialty outside of the Practice, we may provide that physician with your medical information in order to aid the physician in his or her treatment of you.  
 B. For Payment. To bill and collect from you, an insurance company, or a third party for the health care services we provide.  This may also include the disclosure of medical information to obtain prior authorization for treatment and procedures from your insurance plan.     C.     For Health Care Operations.  We may use and disclose medical information about you for our health care operations.  These uses and disclosures are necessary to operate and manage our practice and to promote quality care.  For example, we may need to use or disclose your medical information in order to assess the quality of care you receive or to conduct certain cost management, business management, administrative, or quality improvement activities or to provide information to our insurance carriers 

D.  Other reasons include, but not limited to: Quality Assurance, Utilization Review, Credentialing and Peer Review, Treatment Alternatives, Appointment Reminders and Health Related Benefits and Services, Individuals Involved in Your Care or Payment for Your Care, As Required by Law, To Avert an Imminent Threat of Injury to Health or Safety, Public Health Risks, Health Oversight Activities, and Legal Matters.   
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III. OTHER USES OF MEDICAL INFORMATION 
A.     Authorizations.  There are times we may need or want to use or disclose your medical information for reasons other than those listed above, but to do so we will need your prior authorization.   
B.   Right to Revoke Authorization.  If you provide us with written authorization to use or disclose your medical information for such other purposes, you may revoke that authorization in writing at any time.    

IV. YOUR RIGHTS REGARDING MEDICAL INFORMATION ABOUT YOU.  A.     Right to Inspect and Copy.  Under most circumstances, you have the right to inspect and/or copy your medical information that we have in our possession, which generally includes your medical and billing records.  In certain very limited circumstances allowed by law, we may deny your request to review or copy your medical information.  We will give you any such denial in writing.    
B.       Right to Amend.  If you feel the medical information we have about you is incorrect or incomplete, you may ask us to amend the information.  You have the right to request an amendment for as long as the information is kept by the Practice. In your request, you must provide a reason as to why you want this amendment.  If we accept your request, we will notify you of that in writing. 
C. Right to an Accounting of Disclosures.  You have the right to request an "accounting of disclosures" of your medical information.  This is a list of the disclosures we have made for up to six years prior to the date of your request of your medical information, but does not include disclosures for Treatment, Payment, or Health Care Operations (as described in Sections II A, B, and C of this Notice) or disclosures made pursuant to your specific authorization (as described in Section III of this Notice), or certain other disclosures.   
D.    Right to Request Restrictions.  You have the right to request a restriction or limitation on the medical information we use or disclose about you for treatment, payment, or health care operations.  You also have the right to request a restriction or limitation on the medical information we disclose about you to someone who is involved in your care or the payment for your care, like a family member or friend.  Except as specifically described below in this Notice, we are not required to agree to your request for a restriction or limitation.  If we do agree, we will comply with your request unless the information is needed to provide emergency treatment.  In addition, there are certain situations where we won’t be able to agree to your request, such as when we are required by law to use or disclose your medical information.  To request restrictions, you must make your request in writing to the Practice’s HIPAA Officer at the address listed in Section VI of this Notice below.  In your request, you must specifically tell us what information you want to limit, whether you want us to limit our use, disclosure, or both, and to whom you want the limits to apply. 
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 As stated above, in most instances we do not have to agree to your request for restrictions on disclosures that are otherwise allowed.  However, if you pay or another person (other than a health plan) pays on your behalf for an item or service in full, out of pocket, and you request that we not disclose the medical information relating solely to that item or service to a health plan for the purposes of payment or health care operations, then we will be obligated to abide by that request for restriction unless the disclosure is otherwise required by law.  You should be aware that such restrictions may have unintended consequences, particularly if other providers need to know that information (such as a pharmacy filling a prescription).  It will be your obligation to notify any such other providers of this restriction.  Additionally, such a restriction may impact your health plan’s decision to pay for related care that you may not want to pay for out of pocket (and which would not be subject to the restriction). 
 
E. Right to Request Confidential Communications.  You have the right to request that we communicate with you about medical matters in a certain way or at a certain location.  For example, you can ask that we only contact you at home, not at work or, conversely, only at work and not at home.  To request such confidential communications, you must make your request in writing to the Practice’s HIPAA Officer at the address listed in Section VI below.   F. Right to a Paper Copy of This Notice.  You have the right to a paper copy of this Notice.  You may ask us to give you a copy of this Notice at any time.    

 G. Right to Breach Notification.  In certain instances, we may be obligated to notify you (and potentially other parties) if we become aware that your medical information has been improperly disclosed or otherwise subject to a “breach” as defined in and/or required by HIPAA and state law.   
  
V. CHANGES TO THIS NOTICE.  We reserve the right to change this Notice at any time, along with our privacy policies and practices.  We reserve the right to make the revised or changed Notice effective for medical information we already have about you as well, as any information we receive in the future.    
VI. COMPLAINTS.  If you believe that your privacy rights as described in this Notice have been violated, you may file a complaint with the Secretary of the Department of Health and Human Services and with the Practice at the address below:   Alamo Neurology Consultants, PA Attn:  HIPAA Officer 11212 State Hwy 151 Medical Plaza 1, Suite 200 San Antonio, Texas 78251 210-520-7160 
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VII. ACKNOWLEDGEMENT AND REQUESTED RESTRICTIONS.   
 
 By signing below, you acknowledge that you have received this Notice of Privacy 
Practices prior to any service being provided to you by the Practice, and you consent to the use and disclosure of your medical information as set forth herein except as expressly stated below.  I hereby request the following restrictions on the use and/or disclosure (specify as applicable) of my information:   _____________________________________________________________________________________  _____________________________________________________________________________________  _____________________________________________________________________________________  _____________________________________________________________________________________  _____________________________________________________________________________________  Patient Name:      _____________________________________                        (Please Print Name)  Patient Date of Birth:   _______________________________   
SIGNATURES: 

Patient/Legal Representative: _______________________________________  Date:________________ If Legal Representative, relationship to Patient: ______________________________________________ Witness (optional) :   Date:_______________  


