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Notice of Privacy Practices

This Notice of Privacy Practices describes how we may use and disclose your protected health
information (PHI) to carry out treatment, payment for health care operations, and for other purposes
that are permitted or required by law. It also describes your rights to access and control your protected
health information. “Protected health information” is information about you, including demographic
information, that may identify you and that relates to your past, present or future physical or mental
health or condition and related health care services.

The following categories describe different ways that we use and disclose medical information. The
information may be used in your care and treatment for the purpose of providing health care services
to you, to pay your healthcare bills, to support the operation of the physician’s practice and any other

use required by law.

Treatment: We will use and disclose your protected health information to provide, coordinate, or
manage your health care and any related services. This includes the coordination or management of
your health care with a third party.

Payment: We may use and disclose medical information about your child to determine eligibility for
benefits and to facilitate payment for treatment and services you receive from health care providers.

Healthcare Operations: We may use or disclose your child’s medical information to support the
business activities of your physician’s practice. We may use medical information in connection with
quality assessment, submitting claims, for medical review, legal services, audit services and fraud and
abuse programs.

As Required by Law: We will disclose medical information about your child when required to do so by
federal, state or local law. We may disclose information when required by a court order or subpoena.

No Other Uses or Disclosures without Your Written Authorization: Other disclosures will only be made
with your consent, unless required by law. You may revoke this authorization at any time in writing.

Your Right to Request Restrictions: You may ask us not to use or disclose any part of your protected
health information for the purposes of treatment, payment, or health care operations. You may request
that any part of your protected health information not be disclosed to family members or friends who
may be involved in your care or for notification purposes as described in this Notice of Privacy. You may
request that we not use or disclose PHI for marketing or selling of PHI. You have the right to request
that your PHI not be used for fundraising. Your request must state the restrictions and to whom the
restrictions apply. This request must be in writing.

Your Physician is not required to agree to a restriction you may request. If your physician believes it is in
your best interest to permit use and disclosure of your protected health information, your protected
health information will not be restricted.

Your Right to Inspect and Copy: You have the right to inspect and copy medical information. To inspect
and copy the medical information that may be used to make medical decisions about you, you must
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submit in writing a request. If you request a copy of the information, we may charge a fee for the costs
of copying, mailing or other supplies associated with your request. If applicable this can be requested in
an electronic format.

Your Right to Amend: If you feel that the medical information, we have about your child is incorrect or
not complete, you may ask the physician to amend the information. To request an amendment your
request must be in writing and you must provide a reason that supports your request. In addition, we
may deny your request.

Your Right to an Accounting of Disclosures: You have the right to request an “accounting of
disclosures” where such disclosure was made for any purpose other than treatment, payment, or health
care operations. This request must be submitted in writing. Your request must state a time period of no
longer than 6 (six) years.

Your Right to Request Confidential Communications: You have the right to request that we
communicate with you about your child’s medical matters by alternative means or at an alternative
location. This request must be in writing.

Your Right to be Notified if Your PHI has been breached: You have the right to know if there has been a
security breach of your unsecured Protected Health Information by us or a Business Associate.

Your Right to Request Restrictions on disclosures to Health Plans: You have a right to request
restrictions to disclosures to health plans for payment or healthcare operations regarding services
where the individual has paid for the service out of pocket and in full. This information can be released
only upon your written authorization.

All Other Uses and Disclosures: All other uses and disclosures of information not contained in this
Notice of Privacy Practices will not be disclosed without your authorization. You may revoke your
permission in writing at any time.

Your Right to a Copy of This Notice: You have the right to request a paper copy of this notice.

Changes: We reserve the right to change the terms of this notice at any time and to apply the revised
notice to all individually identifiable health information that it maintains.

Complaints: If you believe your privacy rights have been violated, you may file a complaint to the
Secretary of the Department of Health and Human Services or to the practice. Please mail to the
following address:

Greensboro Pediatricians
Attn: Privacy Officer

510 N Elam Ave, Suite 202
Greensboro, NC 27403]

Nondiscrimination statement: Greensboro Pediatricians complies with applicable Federal Civil Rights
Laws and does not discriminate on the basis of race, color, national origin, age disability, or sex.
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