STRADA

Notice of Privacy Practices

This Notice describes how we use and protect your health information. We are required by law to provide
you with this information. Please read it carefully.

Our Commitment to Your Privacy

We are dedicated to protecting your health information. This Notice explains how we may use and disclose
your health information and your rights regarding that information.

How We Use Your Health Information
Treatment: We use your information to provide and coordinate your healthcare.
Payment: We use your information to bill and receive payment for services.

Healthcare Operations: We use your information for operational activities such as quality control and staff
training.

Appointment Reminders: We may contact you to remind you of appointments orprovide healthcare updates.
As Required by Law: We may disclose your information to comply with legal requirements.

Your Rights Regarding Your Health Information

Access and Copy: You may request a copy of your health information.

Amendment: You can request corrections to inaccurate or incomplete information.

Restriction Requests: You can ask us not to use or disclose your information in certain ways.
Confidential Communication: You can request us to contact you in a specific way or location.
Accounting of Disclosures: You may request a list of disclosures of your health information.

Patient Rights and Responsibilities

Respectful Care: Receive care in a respectful and dignified manner.

Confidentiality: Have personal health information kept private.

Informed Consent: Be informed about treatment options and give consent before procedures.
Right to Refuse: Refuse treatment or seek a second opinion.

Provide Accurate Information: Share complete and truthful health information.

Follow Treatment Plans: Adhere to prescribed treatments and appointments.

Respect Staff and Others: Treat healthcare providers and other patients respectfully.

Notify of Changes: Inform the clinic of any changes in health status or contact information.
Payment: Ensure payment for services rendered or arrange payment plans as needed.
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HIPAA Patient Consent Form

By signing this form, you acknowledge that you understand and consent to the use and disclosure
of your protected health information (PHI) as outlined below.

1. Use of PHI
Y our PHI may be used for:

o Treatment: To coordinate care between healthcare providers.
o Payment: For billing and payment purposes.
o Healthcare Operations: For improving the quality of care and operational needs.

2. Authorization for Release
We may need your consent to share your PHI with third parties (e.g., referrals, specialists). You
can revoke consent at any time in writing.

3. Your Rights

You have the right to:
e Access and copy your PHI.
¢ Request amendments to your PHI.
o Request restrictions on how your PHI is used.
o File a complaint if you believe your privacy rights have been violated.

4. Consent for Treatment
By signing this form, you consent to receive treatment from our healthcare providers and
understand how your PHI will be used.

Acknowledgment and Consent
I acknowledge that I have received and understood the information in this HIPAA consent form.
I consent to the use and disclosure of my PHI as described.

Patient Name:
Signature:
Relationship to Patient (if applicable):
Date:

For Office Use Only:
Staff Member Signature:
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GENERAL CONSENT TO TREAT FORM

I, the undersigned, hereby consent to the following:

L.

Patient/Guardian Signature: Date:

Witness Signature: Date:

Consent to Treatment: I voluntarily consent to receive medical and/or healthcare
services from the providers and staff of [Clinic Name]. This includes routine physical
examinations, diagnostic procedures, preventive care, and any treatment that may be
deemed necessary during my visit. I understand that my treatment plan may involve
medications, procedures, tests, and referrals to other healthcare providers as deemed
appropriate.

Information Disclosure: I understand that my healthcare providers may need to share
my medical information with other providers or specialists involved in my care. This
consent includes discussions about my diagnosis, treatment options, and
recommendations with other healthcare professionals as necessary.

Acknowledgment of Risks: I understand that no treatment is without risk, and while the
clinic’s staff will take reasonable steps to minimize those risks, I acknowledge that
unforeseen complications may arise.

Consent for Routine Procedures: I consent to the performance of any routine
procedures or diagnostic tests that may be necessary in the course of my treatment. This
includes but is not limited to, blood tests, vaccinations, physical exams, and other minor
interventions.

Right to Refuse Treatment: I understand that I have the right to refuse any treatment or
procedure at any time, and that such refusal may affect the quality and outcome of my
care.

Financial Responsibility: I acknowledge that I am responsible for payment of all
medical services provided, including any co-pays, deductibles, and non-covered services
as outlined in my insurance plan or as a private payer.

Release of Information: I consent to the release of my medical records to third -party
entities (such as insurance companies or billing agencies) when required for the purposes
of billing and reimbursement, in accordance with the Health Insurance Portability and
Accountability Act (HIPAA) guidelines.

Acknowledgment of Clinic Policies: I understand and agree to abide by the clinic's
policies, including but not limited to appointment scheduling, cancellation policies, and
confidentiality agreements.
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Contact Authorization Consent Form d

Authorization for Contact

I, the undersigned, authorize Strada Healthcare Clinic to contact me regarding my health-related
matters, including but not limited to appointment reminders, test results, billing, and other
medical communications through the following methods:

[0 Phone Call (Leave message if unavailable)
[0 Text Message (SMS)
0 Email

Authorization to Discuss Medical Information with Others
I authorize Strada Healthcare Clinic to discuss my medical care, test results, appointments, and
other health-related matters with the following individuals:

Name:
Relationship:
Phone Number:

Acknowledgments and Consent

o Tunderstand that I have the right to revoke this consent at any time by notifying the clinic
in writing.

o I acknowledge that my health information may be discussed with the individuals I have
authorized above, in accordance with HIPAA regulations.

o Iam not required to sign this form to receive treatment.

o Tunderstand that Strada Healthcare Clinic will only disclose the information indicated
above, and that once disclosed, the information may no longer be protected by HIPAA.

Expiration: This authorization will expire on: (Date).

Signature of Patient or Legal Representative
Signature:
Printed Name:
Date:

Relationship to Patient (if applicable):




