
Urology Associates
of New River Valley, P.C.

------------------------Ar--------------------------

Dear Patient:

Thank you for choosing Urology Associates of New River Valley,
P.C. for your urological needs. Please read and complete the
enclosed papers before your scheduled appointment to ensure your
registration will proceed quickly.

We request that you bring all of your current medications to the
office.· We will review these with you and continue to evaluate
your medication profile at each office visit.

The physicians of Urology Associates of New River Valley, P.C.
pa~ticipate with a large number of insurance plans. You will be·
responsible for paying your portion of the bill at the time of
service. This may include any' deductible for the current year
that has not been met, plus any co-insurance or co-payment as·
defined by your insurance company. You will be billed monthly
for any remaining balance after claims are processed and contract
adjustments.are made.

Patients who require prior authorization or approvai from t.nei r'
Primary Care Physician are responsible for obtaining an
authorization number BEFORE their scheduled appointment. Please
bring this number with you to your appointment. Should you elect
to be seen without obtaining a referral, payment in full will be
collected at the time of service.

As a courtesy to our patients, our staff will file your insurance
claims to help you receive the maximum reimbursement under your
policy. You are asked to pay fees of $50.00 or less at the time
of service. If insurance payment is not received within six
weeks of the filing date, you are responsible for the balance.
Urology Associates will not be responsible for negotiating a
settlement or disputed claim with your insurance company.

Uninsured patients are required to pay in full for services
rendered at the time of their appointment. We do accept Master
Card and VISA.

Our goal is to provide quality medical services to our patients,
and every effort is made to control the charge to the patient.
We realize that unexpected medical bills can create a financial
hardship. The bookkeeper will be happy to develop a budget
agreement for larger charges and assist with payment arrangements
for overdue accounts.

Please do not hesitate to call our office at (540) 382-3440 if
you have any additional questions regarding our fees, financial
arrangements, or insurance policies.
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UROWGY ASSOCIATES OF NEW RIVER VALLEY, P.C.
PATIENT INFORMATION SHEET

PATIENT NAME, ~----------'DATE OF BIRTH _
ADDRESS, ~ _

SOCIAL SECURITY # PHONE # _

REFERRING MD, FAMILY MD. __

EMPLOYER. PHONE # _

AL1: PRONE # . (FAHILY OR FRIEND Nor LIVING fum yOU) _

GUARANTOR'S NAME (IF 01'RER THAN PA'rIEN'l') _
(PZRSON RXSPONSIl3LE FOR BILL)

GUARANTOR'S ADDRESS, _
(U' DX1"FEREN'l'ROI( P~)

SPOUSE'S NAME!- .....-1DATEOF BIRm~ _
SPOUSE'S EMPLOYER. PHONE # __

SPOUSE'S SOCLAL SECURITY ,. ___
PRZHARY LNSURANCE ~~ _
SUBSCRIBER'S NAME, __
GROUP • POLICY #, __

INSURANCE aDDRESS,~-------- ___

INSURANCE PRONE #~ ___

SECONDARY LNSURANCE CMUcrER~ __

SUBSCRIBER'S NAME~ _
GROUP • POLICY f ___

INSURANCE ADDRESS, _

INSURANCE PRONE #. __
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SUBSCRIBER'S NAME, _
GROUP # POLICYj ___
INSURANCE ADDRESS, __

INSURANCE PHONE i, __



· UrologyAssociates
of New River Valley, P.C._______________________________________~------------------~D~a~te~;~------------

Medical History

PatienrsNrume _

1. Why are you here to see doctor?
Age' Account #

2. Drug Store: Phone #: _

3. High blood pressure
Heart problems
Diabetes
Others

Yes 0 NoD
Yes 0 NoD
Yes 0 NoD
Yes 0 NoD

4. Have you had any bleeding problems or blood disorders? Yes 0 NoD

5. Have you been tested for HIV (AIDS) virus? Yes 0 NoD

6. Do you smoke? Yes 0 NoD If so, how much?

7. Do you drink alcohol? Yes 0 NoD If so, how much?

8. Do you drink caffeine? Yes 0 NoD If so, how much?

9. Men: Is there a history of prostate cancer inyour family? Yes 0 NoD

10. Please list prior hospitalizations:
Date Reason _
Dare ReMon _
Dare ReMon ___

Dare Reason --------------------------------
11. Please list prior surgeries:

Date Reason ___
Dare ReMon ___
Date _
Date _

ReMon _
ReMon _

12. Please list medicine allergies: __

13. Please list any other allergies: _

· Urology Associates
of New River Valley, P.C.________________________________________~------------------~D~a~te~;~------------

Medical History

Patient's Name _

1. Why are you here to see doctor?
Age __ Account #

2. Drug Store: Phone #: _

3. High blood pressure
Heart problems
Diabetes
Others

Yes 0 NoD
Yes 0 NoD
Yes 0 NoD
Yes 0 NoD

4. Have you had any bleeding problems or blood disorders? Yes 0 NoD

5. Have you been tested for arv (AIDS) virus? Yes 0 NoD

6. Do you smoke? Yes 0 NoD H so, how much?

7. Do you drink alcohol? Yes 0 NoD If so, how much?

8. Do you drink caffeine? Yes 0 NoD If so, how much?

9. Men: Is there a history of prostate cancer inyour family? Yes 0 NoD

10. Please list prior hospitalizations:

Date Reason
Date Reason
Date Reason
Date Reason

11. Please list prior surgeries:
Date Reason ___
Date Reason ___
Date Reason _
Date Reason _

12. Please list medicine allergies: _

13. Please list any other allergies: _



Urology Associates
of New River Valley; P.C.

--------------------------Ar---------------------------

Health Questionnaire

Patient's Name Age" Account # _

Family If Living: If Deceased:
History: Age Health Age (at Death) and Cause of Death

Father

Mother

Brother/Sister

Husband/Wife

SonlDaugbter

Has any blood relative ever had:
Cancer Yes 0 NoD
Tuberculosis Yes 0 NoD
Diabetes Yes 0 NoD
Heart trouble Yes 0 NoD
High blood pressure Yes 0 NoD
Stroke Yes 0 NoD
Convulsions Yes 0 NoD
Suicide Yes 0 NoD
Mental illness Yes 0 NoD
Bleeding tendency Yes 0 NoD
Gout or other arthritis Yes 0 NoD
Hereditary defects Yes 0 NoD
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Health Questionnaire

Patient's Name Age. Account # _

Family If Living: IfDeceased:
History: Age Health Age (at Death) and Cause of Death

Father

Mother

Brother/Sister

Husband/Wife
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Has any blood relative ever had:
Cancer Yes D NoD
Tuberculosis Yes 0 NoD
Diabetes YesD NoD
Heart trouble Yes 0 NoD
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Hereditary defects Yes D NoD



Review of Systems

Patient Name: Account #

Date:

Do you now, or have you had any problems related to the foJlowing systems? Circle Yes or No.
Please explain any Yes answers in the space provided.

Constitutional Symptoms Integumentary
Fever Y N Skin rash y N
Chills Y N Boils y N
Headache Y N Persistent itch y N
Other Other
Explain Explain

Eyes Musculoskeletal
BlurTed vision Y N Joint pain y N
Double visIon Y N Neck pain y N
Pain Y N Back pain y N
Other Other
Explain Explain

Allergic/Immunologic Ear/NosefThroatlMouth
Hay Fever Y N Ear infection y N
Drug allergies y N Sore throat y N
other Sinus Problems Y N
Explain Other

Explain
Neurological

Tremors y N Genitourinary
Dizzy spells y N Urine leakage Y N
Numbness-tingling y N Painful urination Y N
Other Urinary frequency . Y N
Explain Other

Explain
Endocrine

Excessive thirst y N Respiratory
Too hot/cold y N Wheezing Y N
TIred/sluggish Y N Frequent cough y N
Other Shortness of breath y N
Explain Other

Explain
Gastrointestinal

Abdominal pain Y N Hematologic/Lymphatic
Nausealvomiting Y N Swollen glands Y N
IndigestioJilheartbum y N Blood clotting problem y N
Other other
explain Explain

Cardiovascular Psychologic
Chest pain Y N Are you generallysatisfied with your life? y N
Varicose veins YN Do you feel severely depressed? Y N
High blood pressure YN Have you considered suicide? Y N
Other Other
explain Explain

Review of Systems

Patient Name: Account #

Date:

Do you now. or have you had any problems related to the following systems? Circle Yes or No.
Please explain any Yes answers in the space provided.

Constitutional Symptoms Integumentary
Fever Y N Skin rash y N
Chills y N Sons y N
Headache Y N Persistent itch y N
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Pain y N Back pain y N
Other Other
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Numbness-tingling Y N Painful urination y N
Other Urinary frequency . Y N
Explain Other
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Endocrine

Excessive thirst y N Respiratory
Too hot/cold Y N Wheezing Y N
TIred/sluggish y N Frequent cough y N
Other Shortness of breath Y N
Explain Other
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Gastrointestinal

AbdominaJ pain y N Hematologic/Lymphatic
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Other Other
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Urology Associates
of New River Valley; P.C.

----------------------Ar-----------------------

Notice of 'Deemed Consent' for HIV Testing

As a health care provider, we are required by 32.1-45.1 of the Code of Virginia (1950),
as amended, to give you the f<?l1owingnotice.

If one of our health care professionals, workers, or employees should be directly
exposed to your blood or body fluids in a way that. may transmit disease, your blood
will be tested for infection with human immunodeficiency virus (the "AIDS" virus).
A physician or other health care provider will inform you and our employee of the test
results.

If you should be directly exposed to blood or body fluids of one of our health care
professionals, workers, or employees in a way that may transmit disease, that person's
blood will be tested for infection with human immunodeficiency virus (the" AIDS"
virus). A physician or other health care provider will inform you' and our employee of
the test results.

Patient or Guardian Signature _

Date _

Urology Associates
of New River Valley,· P.C.

-----------------------~------------------------

Notice of 'Deemed Consent' for HIV Testing

As a health care provider, we are required by 32.1-45.1 of the Code of Virginia (1950),
as amended, to give you the f<?l1owingnotice.

If one of our health care professionals, workers, or employees should be directly
exposed to your blood or body fluids in a way that. may transmit disease, your blood
will be tested for infection with human immunodeficiency virus (the "AIDS" virus).
A physician or other health care provider will inform you and OUI employee of the test
results.

If you should be directly exposed to blood or body fluids of one of OUI health care
professionals, workers, or employees in a way that may transmit disease, that person's
blood will be tested for infection with human immunodeficiency virus (the" AIDS"
virus). A physician or other health care provider will inform you· and our employee of
the test results.

Patient or Guardian Signature _

Date _



Urology Associates
of New River Valley,' p.e.

-----------------------------~----------------------------

Lifetime Authorization to Release Information
and to Pay Benefits to Physicians

Patient's Name _

Date _

I request that payment of authorized Medicare and/ or other insurance benefits be made on my behalf
to Urology Associates of New River Valley, P.e. for services rendered. >l-

I authorize any holder of medical information about me to release to the Health Care Financing
Administration and/or other insurance companies and its agents any information needed to deter-
mine these benefits or the benefits payable for related services.

Subscriber's Signature _

Date _

I authorize the release of complete medical information to my referring physician, and/or any
physician or other healthcare provider to whom I am referred by my physician.

(Signature) _

(Date) _

*1UNDERSTAND THAT I AM RESPONSIBLE FOR PAYMENT OF NON-COVERED
SERVICES AND ANY ·REMAINING BALANCE.

UrologyAssociates
of New River Valley,' P.C.

-----------------------------Ar-----------------------------

Lifetime Authorization to Release Information
and to Pay Benefits to Physicians

Patient's Name __

Date _

I request that payment of authorized Medicare and/ or other insurance benefits be made on my behalf
to Urology Associates of New River Valley, P.e. for services rendered ...
I authorize any holder of medical information about me to release to the Health Care Financing
Administration and/or other insurance companies and its agents any information needed to deter-
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I authorize the release of complete medical information to my referring physician, and/or any
physician or other healthcare provider to whom I am referred by my physician.
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(Date) _

*1UNDERSTAND THAT I AM RESPONSIBLE FOR PAYMENT OF NON-COVERED
SERVICES AND ANY ·REMAINING BALANCE.



UROLOGY ASSOCIATES OF NEW RIVER VALLEY. INC.

RECEIPT OF NOTICE OF PRIVACY PRACTICES
WRIITEN ACKNOWLEDGEMENT FOR~.

I. --- --J have received a copy

.of UROLOGY ASSOCIATES OF NEW RIVER VALlEY Notice of Privacy

Practices.

Signature of Patient Date

UROLOGY ASSOCIATES OF NEW RIVER VALLEY, INC.

RECEIPT OF NOTICE OF PRIVACY PRACTICES
WRIITEN ACKNOWLEDGEMENT FORM

I, ___,.Jhave received a copy

.of UROLOGY ASSOCIATES OF NEW RNER VALLEY Notlce of Privacy

Practices.

Signature of Patient Date



UROLOGY ASSOCIATES OF NEW RIvER VALLEY

PATIENT AUTHORIZATION FOR USE AND DISCLOSURE
OF PROTECfED HEAL m INFORMATION

By signing this authorization, I authorize Urology Associates of New River Valley to use and/or disclose certain protected health information
(PIn) about me to see below

Name of entity to receive this information

This authorization permits Urology Associates of New River Valley to use and/or disclose the following individually identifiable health

information about me (specifically describe the information to be used or disclosed, such as date(s) of service, level of detail to be released,

oricin of information. etc.). Labs, )(rays, Diagnostic results, Physisian comments.

Pharmacy related information,and any other related medical information.

Additional: Okay to call home # with results/appointment verification? _ Yes _ No
Alternate phone # Name~~_--=-:-- __ -=-- _
Okay to leave message on answering machine? _ Yes _ No
Okay to speak with someone other than yourself? _ yes _ No
Ifso, Names . Names _

The information will be used or disclosed for the following purpose: Request of Individual
_____________________________ Ifrequested by the patient, purpose may be

listed as "at the request of the individual."

The purpose(s) is/are provided so that Ican make an informed decision whether to allow release of the information. This authorization will
expire on {Expiration Date or Defined Event}. Updated . Updated _

The Practice will_ will not _ receive payment or other remuneration from a third party in exchange for using or disclosing the Pill.

I do not have to sign this authorization in order to receive treatment from Urology Associates of New River Valley. In fact, I have the right to

refuse to sign this authorizatim.. When my information is used or disclosed pursuant to this authorization, it may be subject to redisclosure

by the recipient and may no longer be protected by the federallllP AA Privacy Rule. I have the right to revoke this authorization inwriting

except to the extent that the practice has acted in reliance upon this authorization. My written revocation must be submitted to Rudy

Anderson, the Privacy Officer at:

120 Akers Farm Road

Address

Christiansburg VA 24073
City State Zip Code

Signed by: ----,--_---::-
Signature of Patient or Legal Guardian Relationship to Patient

Patient's Name Date

Print Name of Patient or Legal Guardian

HIPAAD6b PATIENT/GUARDIAN TO BE PROVIDED WITH A SIGNED COPY OF AUTHORIZATION

UROLOGY ASSOCIATES OF NEW RIvER VALLEY

PATIENT AUTHORIZATION FOR USE AND DISCLOSURE
OF PROTECfED HEAL TB INFORMATION

By signing this authorization, I authorize Urology Associates of New River Valley to use and/or disclose certain protected health information
(PHI) about me to see below

Name of entity to receive this information

This authorization permits Urology Associates of New River Valley to use and/or disclose the following individually identifiable health

informacion about me (specifically describe the information to be used or disclosed, such as date(s) of service, level of detail to be released,

origin of information, etc.). Labs, )(rays, Diagnostic results. Physisian comments

Pharmacy related information,and any other related medical information.

Additional: Okay to call home # with results/appointment verification? _ Yes _ No
Altematephone# Name,...,...~ _ __,.,.,,.....- _
Okay to leave message on answering machine? _ Yes _ No
Okay to speak with someone other than yourself? _ yes _ No
If5O, Names ; Names _

The information will be used or disclosed for the following purpose: Request of Individual
____________________________ Ifrequested by the patient, purpose may be

listed as «at the request of the individual."

The purpose(s) is/are provided so that I can make an informed decision whether to allow release of the information. This authorization will
expire on {Expiration Date or Defined Event}. Updated . Updated _

The Practice will _ will not _ receive payment or other remuneration from a third party in exchange for using or disclosing the PHI.

I do not have to sign this authorization in order to receive treatment from Urology Associates of New River Valley. In fact, I have the right to

refuse to sign this authorization, When my information is used or disclosed pursuant to this authcrization, it may be subject to redisclosure

by the recipient and may no longer be protected by the federal HIPAA Privacy Rule. 1have the right to revoke this authorization inwriting

except to the extent that the practice has acted in reliance upon this authorization. My written revocation must be submitted to Rudy

Anderson, the Privacy Officer at:

120 Akers Farm Road

Address

Christiansburg VA 24073

City State Zip Code

Signed by: ,..--..,....-_...,.....-----:-...,.....----::-
Signature of Patient or Legal Guardian Relationship to Patient

Patient'S Name Date

Print Name of Patient or Legal Guardian

HIPAAD6b PATIENT/GUARDIAN TOBE PROVIDED WITH A SIGNED COPY OFAUTHORlZATION



UROLOGY ASSOCIATES OF NEW RIVER VALLEY

NOTICE OF PRIVACY PRACTICES
As Required by the Privacy Regulations Created as a Result ofthe Health Insurance Portability and Accountability Act of 1996 (HIPAA)

THJS NOTICE DESCRJBES HOW HEALTH INFORMATION ABOUT YOU (AS A PATIENT OF THIS PRACTICE) MAY BE USED AND
DISCLOSED, AND HOW YOU CAN GET ACCESS TO YOUR INDIVIDUALLY IDENTIFiABLE HEALTH INFORMATION.

PLEAS}: REVIE\\; 'nus OTICE CAREFl!LLY.

A. OllR COMMITM[ T TO YO R PRIVACY
Our practice is dedicated to maintaining the privacy of your individually identifiable health information (IIHl). In conducting our business, we will create records
regarding you and the treatment and services we provide to you. We are required by law to maintain tile confidentiality of health information that identifies you.
We also are required by law to provide you with this notice of our legal duties and the privacy practices that we maintain in our practice concerning your UHI. By
federal and state law, we must follow the terms of the notice of privacy practices that we have in effect at the time.
We realize that these laws are complicated, but we must provide you with the following important information:
• How we may use and disclose your flHI
• Your privacy rights in your I.IHI
• Our obligations concerning the use and disclosure of your 111·11
The terms of this notice apply to all records containing your IIHI that are created or retained by our practice. We reserve the right to revise or amend this
Notice of Privacy Practices. Any revision or amendment to this notice will be effective for aU of your records that our practice has created or maintained
in the past, and for any of your records that we may create or maintain in the future. Our practice will post a copy of our current Notice in our offices in a
visible location at all times, and you may request a copy of our most current 'otice at any time.
B. IF YOU HAVE QUESTIONS ABOUT THIS NOT1CE, PLEASE CONTACT:

Rudy Anderson
120 Akers Farm Road 'E
Christiansburg, Virginia 24073
540-382-7322

C. WE MAY USE AND DISCLOSE YOUR INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION (IIHI) IN TliE FOLLOWING
WAYS

The following categories describe the different ways in which we may use and disclose your IIHI.
I. Treatment. Our practice Olayuse your 1lI.1lto treat you. For example, we may ask you to have laboratory tests (such as blood or urine tests), and we may lise
the results to help us reach a diagnosis. We might use your 111--11 ill order to write a prescription tor you, or we might disclose your lUll to a pharmacy when we
order a prescription for you. Many of the people who work for our practice - including, but not limited to. our doctors and nurses -may use or disclose your IIH.I
in order to treat you or to assist others in your treatment. Additionally. we may disclose your llHI to others who may assist in your care. such as your spouse,
children or parents.
Finally. we may also disclose your TTHlto other health care providers for purposes related to your treatment.
2. Payment. Our practice may use and disclose your UHI in order to bill and collect payment for the services and items you may receive from us. For example. we
may contact your health insurer to certify that you are eligible tor benefits (and for what range of benefits), and we may provide your insurer with details regarding
your treatment to determine if your insurer will cover. or pay for. your treatment. We also may use and disclose your Ill+l to obtain payment from third parties that
may be responsible lor such costs. such as family members. Also, we may use your IIHI to bill you directly for services and items. We may disclose your UHI to
other health care providers and entities to assist in their billing and collection efforts.
3. Health Care Operations. Our practice may use and disclose your Ill+l to operate our business. As examples of the ways in which we may use and disclose
your information for our operations, our practice may use your UHI to evaluate the quality of care you received from us. or to conduct cost-management and
business planning activities for our practice. We may disclose your ITHIto other health care providers and entities to assist in their health care operations.
OPTIONAL:
4. Appointment Reminders. Our practice may use and disclose your Ill-!I to contact you aod remind you of an appointment.
OPTIONAL:
5. Treatment Options. Our practice may use and disclose your IIHI to inform you of potential treatment options or alternatives.
OI'TlONAL:
6. Health-Related Benefits and Services. Our practice may use and disclose your IIHI to inform you of health- related benefits or services that may be of interest
to you.
OPTIONAL:
7. Release of Information to Family/Friends. Our practice may release your 1I1·1I to a friend or family member that is involved in your care, or who assists in
taking care of you. For example. a parent or guardian may ask that a babysitter take their child to the pediatrician'S office for treatment ora cold. In this example.
the babysitter may have access to this child's medical information.
8. Disclosures Required By Law. Our practice will use and disclose your IIH.Iwhen we are required io do so by federal. state or local law.
D. lJSE Ai'iD OlSCLOSliRE OF YOUR HHI IN CERTAlN SPECIAL CIRCUMSTANCES
The following categories describe unique scenarios in which we may use or disclose your identifiable health information:
1. Public Health Risks. Our practice may disclose your ILHI to public health authorities that are authorized by law to collect information for the purpose of:
• maintaining vital records. such as births and deaths
• reponing child abuse or neglect
• preventing or controlling disease, injury or disability
• notifying a person regarding potential exposure to a communicable disease
• notifying a person regarding a potential risk for spreading or contracting a disease or condition
• reporting reactions to drugs or problems with products or devices
• notifying individuals if a product or device they may be using has been recalled
• notifying appropriate government agencyries) and authority(ies} regarding the potential abuse or neglect ofan adult patient (including domestic violence);

however, we will only disclose this information if the patient agrees or we are required or authorized by law to disclose this intormarion
• notifying your employer under limited circumstances related primarily to workplace injury or illness or medical surveillance.
2. Health Oversight Activities. Our practice may disclose your lIHI to a health oversight agency for activities authorized by law. Oversight activities can include,
for example. investigations, inspections. audits, surveys, licensure and disciplinary actions; civil, administrative, and criminal procedures or actions: or other
activities necessary lor the government to monitor government programs. compliance with civil rights laws and the health care system in general.

UROLOGY ASSOCIATES OF NEW RIVl:R VALLEY

NOTICE OF PRIVACY PR·\CTlCES
As Required by the Privacy Regulations Created as a Result ofthe Health Insurance Ponability and Accountability Act of 1996 (HIPAA)

THIS NOTlCE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU (AS A PATrENT OF THlS PRACTICE) MAY BE USED A.ND
DISCLOSED,AND HOW YOU CAN GET ..<\CCESSTO YOUR INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION.

PLEASE REVIEW TillS NOTICE CAREFULLY.

A. oun COMM ITM ENT TO YOUR PRIVACY
Our practice is dedicated 10 maintaining the privacy of your individually identifiable health information {IIHI). In conducting our business, we will create records
regarding you and the treatment and services we provide [0 you. We are required by law to maintain the confidentiality of health informal ion that identifies you.
We also are required by law to provide you with this notice ofour legal duties and the privacy practices that we maintain in our practice concerning your UBI. By
federal and stale law, we must follow the terms ofthe notice of privacy practices that we have in effect at the lime.
We realize that these laws arc complicated, but we must provide you with the following important information:
• How we may use and disclose your IIHI
• Your privacy rights in your lIJi I
• Our obligations concerning the use and disclosure of your 111-11
The terms ofthis notice apply to all records containing your UHJ that are created or retained by our practice. We reserve the right to revise or amend this
Notice of PrivacyPractices. Any revision or amendment to tbis notice will be effective for aLI of your records that our practice has created or maintained
in the past, and for lin)' of your records tbat we mil)' create or maintain in the future. Our practice will post II copy of our current Notice in our offices in a
visible local ion III all times, and you may request 1I copy of our most current Notice at any time.
B. IF YOU HAVEQUESTIONS ABOlJT THIS NOTICE, PLEASE CONTACT:

Rudy Anderson
120Akers Farm Road 'E
Christiansburg. Virginia 24073
540-382-7322

C. WE l\IAY USE:\i\D DISCLOSE \,OUR I!\DJVIDUALL.Y IDENTIFIABLE HEALTJ.lIi\FOR:'I1ATION (IIHI) TN THE FOLLOWI~G
WAYS

The following categories describe the different ways in which we may use and disclose your 11HI.
1. Treatment. Our practice m~\y use your Ill-IT to treat you. For example, we may ask you to have laboratory tests (such as blood or urine tests), and we may use
the results to help lIS reach a diagnosis. We might use your Ill-ll in order to write a prescription for you. or we might disclose your Ill-ll to a pharmacy when we
order a prescription for you. Many of the people who work for our practice - including, but not limited to, our doctors and nurses - may use or disclose your IIHI
in order 10 treat you or to assist others in your treatment. Additionally. we may disclose your rIHl to others who may assist in your care, such as your spouse,
ch ildren or parents.
finally. we may also disclose your Hl-ll to other health care providers for purposes related to your treatment.
2. Payment. Our practice may use and disclose your IIHI in order 10 bill and collect payment for the services and items you may receive from us. for example. we
may contact your health insurer to certify that you are eligible for benefits (and for what range of benefits), and we may provide your insurer with details regarding
your treaunent to determine if your insurer will cover. or pay for. your treatment We also may use and disclose your 11HI to obtain payment from third parties thai
may be responsible for such COSts. such as family members. Also, we may use your IIHI to bill you directly for services and items. We may disclose your UBI to
oilier health care providers and entities to assist in their billing and collection effons,
3. Health Care Operations. Our practice may usc and disclose your IIHI to operate our business. As examples of the ways in which we may DSCand disclose
your information for ODroperations, our practice may use your 111-11 to evaluate the qual iry of care you received from us. or to conduct cost-management and
business planning activities for ODr practice. We may disclose your Ill-ll 10 Other health care providers and entities to assist in their health care operations.
OPTIONAL:
4. Appointment Reminders. Our practice may use and disclose your 11HI to contact you and remind you of an appointment.
OJlTIOl'iAL:
5. Treatment Options. Our practice may usc and disclose your lIHJ to inform you of potential treatmcnt options or alternatives,
OI'TIOl'iAL:
6. Health-Related Benefits and Services. Our practice may usc and disclose your 111-11 to inform you of health-related benefits or services that may be of interest
to you.
Ol'TIONAL:
7. Release of Information to Family/Friends. Our practice ruay release your 11111 to a friend or family member that is involved in your care, or who assists in
taking care of you, For example. a parent or guardian may ask. that a babysitter Lake their child to the pediatrician's office for treatment of II cold. In this example.
the babysitter may have access to this child's medical information.
8. Disclosures Required By Law. Our practice will use and disclose your 111-11when we are required to do so by federal. state or local law.
D. USE A!\D DISCLOSURE OF YOUR I1BJ l~ CERTAJ~ SPECIAL CIRClIMSTANO:S
The following categories describe unique scenarios in which we may use or disclose your identifiable health information:
I. Public Health Risks. Our practice may disclose your IlHI to public health authorities that are authorized by law to collect information for the purpose of:
• maintaining vital records. such as births and deaths
• reporting child abuse or neglect
• preventing or controlling disease, injury or disability
• notifying a person regarding potential exposure to a communicable disease
• notifying. a person regarding a potential risk for spreading or conuacting a disease or condition
• reporting reactions LOdrugs or problems with products or devices

notifying individuals if a product or device they may be using bas been recalled
• notifying appropriate government agency ties) and authorityties) regarding the potential abuse or neglect of an adult patient (including domestic violence);

however, we will only disclose this information if the patient agrees or we are required or authorized by law 10 disclose this information
• notifying your employer under limited circumstances related primarily to workplace injury or illness or medical surveillance.
2. Health Dvcrsight Activities. Our practice may disclose your If HI to a health oversight agency for activities authorized by law. Oversight activities can include,
for example. investigations, inspections, audits, surveys, licensure and disciplinary actions; civil, administrative, and criminal procedures or actions: or other
activities necessary for the government 10 monitor government programs. compliance with civiJ rights laws and the health care system in general.



3. Lawsuits and Similar Proceedings. Our practice may use and disclose your illU in response to a court or administrative order, if you are involved in a lawsuit
or similar proceeding. We also may disclose your .IU-r! in response to a discovery request, subpoena, or other lawful process by another party involved in the
dispute, but only if we have made an effort to in form you of the request or to obtain an order protecting the infonnation the party has requested.
4. Law Enforcement. We may release m'lI if asked to do so by a law enforcement official:
• Regarding a crime victim in certain situations. if we are unable to obtain the person-s agreement
• Concerning a death we believe has resulted from criminal conduct
• Regarding criminal conduct at our offices
• In response to a warrant. summons, court order, subpoena or similar legal process
• To identify/locate a suspect. material witness. fugitive or missing person
• In an emergency, to report a crime (including the location OT victim(s) of the crime, or the description. identity or location of the perpetrator)
OPTIONAL:
5_ Deceased Patients. Our practice may release lUll [0 a medical examiner or coroner to identify a deceased individual or to identify the cause of death. If
necessary. we also may release information in order for funeral directors to perform their jobs.
OPTIONAL:
6. Organ and Tissue Donation. Our practice may release your Ill-ll to organizations that handle organ. eye or tissue procurement or transplantation, including
organ donation banks, as necessary to facilitate organ or tissue donation and transplantation if you are an organ donor.
OPTIONAL:
7. Research. Our practice may use and disclose your UHl for research purposes in certain limited circumstances. We will obtain your written authorization to use
your 111-11 for research purposes except when an Institutional Review Board or Privacy Board has determined that the waiver of your authorization satisfies the
following: (i) the use or disclosure involves no more than a minimal risk to YOllI privacy based on the following: (A) an adequate plan to protect the identifiers
from improper use and disclosure; (B) an adequate plan to destroy the identifiers at the earliest opportunity consistent with the research (unless there is a health or
research justification for retaining the identifiers or such retention is otherwise required by law); and (C) adequate written assurances that the PHI will not be re-
used or disclosed to any other person or entity (except as required by law) for authorized oversight of the research study, or for other research for which the use or
disclosure would otherwise be permitted; (ii) the research could not practicably be conducted without the waiver; and (iii) the research could not practicably be
conducted without access to and use of the PHl.
8_ Serious Threats to Health or Safety. Our practice may use and disclose YOllI 11HTwhen necessary to reduce or prevent a serious threat (0 YOllI health and
safety or the health and safety of another individual or the publ ic. Under these circumstances, we will only make disclosures to a person or organization able to help
prevent the threat.
9. Military. Our practice may disclose your UHI if you are a member of U.S. or foreign military forces (including veterans) and if required by the appropriate

authorities.
10. National Security. Our practice may disclose your llHl to federal officials for intelligence and national security activities authorized by law. We also may
disclose your lTHl to federal officials in order to protect the President, other officials or foreign heads of state, or to conduct investigations.
11. 1nmates. Our practice may disclose your IIHI to correctional institutions or law enforcement officials if you are an inmate or under the custody of a law
enforcement official. Disclosure for these purposes would be necessary: (a) for the institution to provide health care services to you, (b) for the safety and security
of the institution, and/or (c) to protect your health and safety or the health and safety of other individuals.
12. Workers' Compensation. Our practice may release your Ill-ll for workers' compensation and similar programs.
E. YOUR RIGHTS REGARDING YOUR IIH1
You have the following rights regarding the IIHI that we maintain about you:
1. Confidential Communications. You have the right to request that our practice communicate with you about your health and related issues in a particular manner
or at a certain location. For instance. you may ask that we contact you at home, rather than work. In order to request a type of confidential communication, you
must make a written request to Rudy Anderson 540-382-7322 specifying the requested method of contact, or the location where you wish to be contacted. Our
practice will accommodate reasonable requests. Yon do not need to give a reason for your request.
2. Requesting Restrictions. You have the right to request a restriction in our use or disclosure of your llHJ for treatment, payment or health care operations.
Additionally, you have the right to request that we restrict our disclosure of your Tn-II to only certain individuals involved in your care or the payment for your care,
such as family members and friends. We are not required to agree to your request; however. if we do agree, wc are bound by our agreement except when
otherwise required by law, in emergencies, or when the information is necessary to treat you. In order to request a restriction in our use or disclosure of your llHL
you must make your request in writing to Rudy Anderson 540-382-7322. Your request must describe in a clear and concise fashion:

(a) the information you wish restricted:
(b) whether you are requesting to limit our practice's use, disclosure or both: and
(c) to whom you want the limits to apply.

4. Amendment. You may ask us to amend your health information if you believe it is i.ncorrect or incomplete, and you may request an amendment for as long as
the information is kept by or for our practice. To request an amendment, your request must be made in writing and submitted to Rudy Anderson 540-382-7322.
You must provide us with a reason that supports your request for amendment. Our practice will deny your request if you fail to submit your request (and the reason
supporting YOlLr request) in writing. Also, we may deny your request if you ask us to amend information that is in our opinion: (a) accurate and complete; (b) not
pan of the Ill+l kept by or for the practice; (c) not pan of the IIHl which you would be permitted to inspect and copy; or (d) not created by our practice, unless the
individual or entity that created the information is not available to amend the information.
5. Accounting of Disclosures. ALIof our patients have the right to request an "accounting of disclosures." An "accounting of disclosures" is a list of certain non-
routine disclosures our practice has made of your TIHJ for non-treatment, non-payment or non-operations purposes. Use of your llHI as part of the routine patient
care in our practice is not required to be documented. For example, the doctor sharing information with the nurse; or the billing department using your information
to file your insurance claim. In order to obtain an accounting of disclosures. you must submit your request in writing to Rudy Anderson 540-382-7322. All
requests for an "accounting of disclosures" must state a time period, which may not be longer than six (6) years from the date of disclosure and may not include
dates before April 14, 2003. The first list you request within a 12-month period is free of charge. but our practice may charge you for additional lists within the
same .12-month period. Our practice will notify you of the costs involved with additional requests, and you may withdraw your request before you incur any costs.
6. Right to a Paper Copy of This Notice. You are entitled to receive a paper copy of our notice of privacy practices. You may ask us to give you a copy of this
notice at any time. To obtain a paper copy of this notice, contact Rudy Anderson 540-382-7322.
7. Right to File a Complaint. lfyou believe your privacy rights have been violated, you may file a complaint with our practice or with the Secretary of the
Department of Health and Human Services. To file a complaint with our practice, contact Rudy Anderson 540-382-7322_ All complaints must be submitted in
writing. You will not be penalized for filing a complaint.
8. Right to Provide an Authorization for Other Uses and Disclosures. Our practice will obtain your written authorization for uses and disclosures that are not
identified by this notice or permitted by applicable law. Any authorization you provide to us regarding the llse and disclosure of your lll-ll may be revoked at any
time in writing_ After you revoke your authorization, we will no longer use or disclose your llHl for the reasons described in tbe authorization. Please note, we are
required to retain records of your care.
Again, if you have any questions regarding this notice or our health information privacy policies, please contact Rudy Anderson 540-382-7322.
HlPAA3D

3. lawsuits and Similar Proceedings. OUf practice may use and disclose your IIHl in response to a court or administrative order, if you are involved in a lawsuit
or similar proceeding, We also may disclose your .I.IHl in response to a discovery request, subpoena, or other lawful process by another party involved in the
dispute, but only if we have made an effort to inform you oftbe request or to obtain an order protecting the information the party has requested.
4. Law Enforcement. We may release IIHl ifasked to do so by a law enforcement official:
• Regarding a crime victim in certain situations. if we are unable to obtain the person's agreement
• Concerning a death we believe has resulted from criminal conduct
• Regarding criminal conduct at our offices
• III response to a warrant, summons, court order. subpoena or similar legal process
• To identify/locate a suspect, material witness. fugitive or missing person
• In an emergency, to report a crime (including the location or victimts) of the crime, or the description. identity or location ofthe perpetrator)
Ol'TIONAL:
5. Deceased Patients. Our practice may release 1ll·1Ito a medical examiner or coroner 10 identify a deceased individual or to identify the cause of death. If
necessary. we also may release information in order for funeral directors to perform their jobs.
OPTIONAL:
6. Organ and. Tissue Donation. Our practice ruay release your JJHI to organizations that handle organ. eye or tissue procurement or transplantation, including
organ donation banks, as necessary to facilitate organ or tissue donation and transplantation if you are an organ donor.
Ol'TIONAL:
7. Research. Our practice may use a.nd disclose your IlHl for research purposes in certain limited circumstances. We will obtain your written authorization to use
your UHI for research purposes except when an Institutional Review Board or Privacy Board has determined that the waiver ofyour authorization satisfies the
following: (i) tbe use or disclosure involves no more than a minimal risk to your privacy based on the following: (A) an adequate plan TO protect the identifiers
from improper use and disclosure; (8) an adequate plan to destroy the identifiers at the earliest opportunity consistent with the research (unless there is a health or
research justification lor retaining the identifiers or such retention is otherwise required by law): and (C) adequate written assurances that tbe PHI will not be re-
used or disclosed to any other person or entity (except as required by Jaw) for authorized oversight of the research study, or for other research for which the usc or
disclosure would otherwise be permitted; (ii) the research could nOI practicably be conducted without the waiver: and (iii) the research could not practicably be
conducted without access to and use of the PHl.
S. Serious Threats to Health or Safety. Our practice may use and disclose your liHl when necessary to reduce or prevent a serious threat (0 your health and
safety or the health and safety of another individual or the public. Under these circumstances, we will only make disclosures to It person OJ organization able to help
prevent the threat.
9. Military. Our practice may disclose your UHI if you are a member of U.S. or foreign military forces (including veterans) and ifrequired by the appropriate

authorities.
10. National Security. Our practice may disclose your llJ-U to federal officials lor intelligence and nauoual security activities authorized by Jaw. We also may
disclose your ITHlto federal officials in order to protect the President, oilier officials or foreign heads of state. or to conduct investigations.
H. Inmates. Our practice may discl-ose your 111·1110correctional institutions or law enforcement officials if you are an inmate or under the custody of a Jaw
enforcement official. Disclosure for these purposes would be necessary: (a) tor the institution to provide health care services to you, (b) for the safety and security
of the institution, and/or (c) to protect your health and safety or the health lind safety of other individuals.
12. Workel's' Compensation. Our practice may release your UJ-U (or workers' compensation and similar programs.
E. YOUR RIGHTS REGARDING YOUR mil
You bave tbe following rights regarding the 11HT that we maintain about you:
1. Confidential Communications. You have tbe right to request that our practice communicate with you about your hcalth and related issues in a particular manner
or at a certain location. For instance. you may ask that we contact you at home, rather than work. In order to request a type of confidential communication, you
must make a written request to Rudy Anderson 540-382-7322 specifying the requested method of contact, or the location where you wish to be contacted. OUT

practice will accommodate reasonable requests. You do not need to give a reason for your request,
2. Requesting Restrictions. You have the right to request a restriction in our use or disclosure uf your TTHJ for treatment, payment or health care operations.
Additionally, you have tbe right to request that we restrict our disclosure of your IlHf to only certain individuals involved in your CUTeor the payment for your care.
such 35 family members and friends. We are not required to agree to your req uest; however. if we do agree, we are bound by our agreement except when
otherwise required by law, in emergencies, or when the information is necessary to treat you. In order to request a restriction ill our use or disclosure of YUUT Ill-ll.
YOLl must make your request in writing to Rudy Anderson 5.t0-382-7322. Your request must describe in a clear and concise fashion:

(a) the information you wish restricted:
(b) whether you are requesting to limit our practice's use, disclosure or both: and
(c) to whom you want the limits to apply.

4. Amendment. You may ask us to amend your health information if you believe it is incorrect or incomplete. WId you may request an amendment for as long as
the information is kept by or for our practice. To request: an amendment, your request must be made in writing and submitted to Rudy Anderson 540-382-7322.
You must provide us with a reason that supports your request for amendment. Our practice \\~II deny your request if you fall to submit your request (and the reason
supporting your request) in writing. Also, we may deny your request if you ask us to amend information that is in our opinion: (a) accurate and complete; (b) not
pan of tile UHI kept by or for the practice; (c) not pan of the 11111which you would be permitted to inspect and copy; or (d) not created b~ our practice, unless the
individual or entity that created tbe information is 110tavailable to amend the information.
5. Accounting of Disclosures. All of our patients have the right 10 request all "accounting of disclosures." An "accounting of disclosures" is a list of certain non-
routine disclosures our practice has made ofyour J IHI for non-treatment, non-payment or non-operations purposes. Use of your l ll-Il as part of the routine patient
care in our practice is not required to be documented. For example. the doctor sharing information with the nurse; or the billing department using your information
to file your insurance claim. In order to obtain an accounting of disclosures, you must submit your request in writing to Rudy Anderson 540-3112-7322. All
requests for all "accounting of disclosures" must state a lime period, which may not be longer tban six (6) years from the date of disclosure and may not include
dates before April 14. 2003. The first list you request within a 12-month period is free or charge, but our practice may charge you for additional lists within the
same 12-momh period, Our practice will notify you of the costs involved with additional requests. and you may withdraw your request before you incur any costs.
6. Right to a Paper Copy of This 1\otice. You are entitled to receive a paper copy of our notice of privacy practices. You may ask us to give you a copy ofthis
notice at any lime. To obtain a paper copy oftbis notice, contact Rudy Anderson 540-382-7322.
7. I(igbt to File a Complaint. If you believe your privacy rights have been violated, you may file a complaint with our practice or with the Secretary of the
Department ofHcahh and Human Services. To file a complaint with our practice, contact Rudy Anderson 540-382-732.2. All complaints must be submitted in
writing. You will Dot be penalized for filing a complaint.
8. Righi to Provide lin Authorization for Other Uses and Disclosures. Our practice will obtain your written authorization for uses and disclosures that are not
identified by this notice or permitted by applicable law. Any authorization you provide to us regarding the use lind disclosure uf your lIB] may be revoked at any
time in writing. A Her you revoke your authorization, we wiJl no longer use or disclose your IIHI for the reasons described in the authorization, Please note, we are
required to retain records of your care.
Again, if you have any questions regarding this notice or our health information privacy policies, please contact Rudy Anderson 540-382-7322.
HIPAA3D
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