How We May Use and Disclose Medical Information about You
The following categories describe different ways that we use and disclose medical information. For
each category of uses or disclosures we will explain what we mean and try to give some examples.
Not every use or disclosure in a category is listed. However, all of the ways we are permitted to use
and disclose information will fall within one of the categories.
For Treatment: We may use medical information about you to provide you with medical treatment
or services. We may disclose medical information about you to doctors, nurses, technicians or other
Health Center personnel who are involved in taking care of you at the Health Center. For example, a
doctor treating you for a broken leg may need to know if you have diabetes because diabetes may
slow the healing process.
For Payment: We may use and disclose medical information about you so that the treatment and
services you receive at a hospital or consulting physician may be billed to and payment may be
collected from you, an insurance company or a third party. For example, we may need to give your
health plan information about surgery or tests you received at the hospital so your health plan will
pay or reimburse you for the surgery. We may also tell your health plan about a treatment you are
going to receive to obtain prior approval or to determine whether your plan will cover the treatment.
Appointment Reminders: We may use and disclose medical information to contact you as a
reminder that you have an appointment for treatment or medical care at the Health Center.
Treatment Alternatives: We may use and disclose medical information to tell you about or
recommend possible treatment options or alternatives that may be of interest to you.
Individuals Involved in Your Care: We may release medical information about you to a friend or
family member who is involved in your medical care only if they are appointed as your health care
proxy or you give written authorization. We may disclose medical information about you to an entity
assisting in a disaster relief effort so that your family can be notified about your condition, status and
location.
As Required by Law: We will disclose medical information about you when required to do so by
federal, state or local law.
To Avert a Serious Threat to Health or Safety: We may use and disclose medical information about
you when necessary to prevent a serious threat to your health and safety or the health and safety of
the public or another person. Any disclosure, however, would be only to someone able to help
prevent the threat.
Special Situations
Workers’ Compensation: We may release medical information about you for Workers’
Compensation or similar programs. These programs provide benefits for work-related injuries or
illness.

Public Health Risks: We may disclose medical information about you for public health activities.
These activities generally include the following:
•
•
•
•
•
•

To prevent or control disease, injury or disability;
To report births and deaths;
To report child abuse or neglect; To report reactions to medications or problems with
products;
To notify people of recalls of products they may be using;
To notify a person who may have been exposed to a disease or may be at risk for contracting
or spreading a disease or condition;
To notify the appropriate government authority if we believe a patient has been the victim of
abuse, neglect or domestic violence. We will make this disclosure only when required or
authorized by law.

Health Oversight Activities: We may disclose medical information to a health oversight agency for
activities authorized by law. These oversight activities include, for example, audits, investigations,
inspections and licensure. These activities are necessary for the government to monitor the health
care system, government programs, and compliance with civil rights law.
Lawsuits and Disputes: If you are involved in a lawsuit or a dispute, we may disclose medical
information about you in response to a court or administrative order. We may also disclose medical
information about you in response to a subpoena, discovery request, or other lawful process by
someone else involved in the dispute, but only if efforts have been made to tell you about the
request or to obtain an order protecting the information requested.
Law Enforcement: We may release medical information if asked to do so by a law enforcement
official:
•
•
•
•
•
•

In response to a court order, subpoena, warrant, summons or similar process;
To identify or locate a suspect, fugitive, material witness, or missing person;
About the victim of a crime if, under certain limited circumstances, we are unable to obtain
the person’s agreement;
About a death we believe may be the result of criminal conduct;
About criminal conduct at the University; and
In emergency circumstances to report a crime, the location of the crime or victims, or the
identity, description or location of the person who committed the crime.

National Security and Intelligence Activities: We may release medical information about you to
authorized federal officials for intelligence, counterintelligence and other national security activities
authorized by law.
Protective Services for the President and Others: We may use medical information about you to
make decisions regarding your medical suitability for a security clearance or service abroad. We may
also release your medical suitability determination to officials in the Department of State who need
access to that information for these purposes.

Other uses of Medical Information: In any other situation not covered by this notice, we will ask for
your written authorization before using or disclosing medical information about you. If you choose to
authorize use or disclosure, you can later revoke that authorization by notifying us in writing of your
decision.
Right to Access and or Amend Your Records: In most cases, you have the right to look at or get a
copy of medical information that we use to make decisions about your care, when you submit a
written request. If you request copies, we may charge a fee for the cost of copying, mailing, or other
related supplies. If we deny your request to review or obtain a copy, you may submit a written
request for a review of that decision.
If you believe that information in your record is incorrect or that important information is missing,
you have the right to request that we correct the records, by submitting a request in writing that
provides your reason for requesting the amendment. We could deny your request to amend a record
if the information is not maintained by us; or if we determine that your record is accurate. You may
submit a written statement of disagreement with a decision by us not to amend a record.
Right to an Accounting: You have the right to request a list accounting for any disclosures of your
health information we have made, except for uses and disclosures for treatment, payment, and
healthcare operations, circumstances in which you have specifically authorized such disclosure, and
certain other exceptions.
To request this list of disclosures, indicate the relevant period, which must be after April 14, 2003,
but in no event for more than the last six years. You must submit your request in writing to the
Privacy Office listed below.
Right to Request Restrictions: You may request, in writing, that we not use or disclose medical
information about you for treatment, payment or healthcare operations or to persons involved in
your care except when specifically authorized by you, when required by law, or in an emergency. We
will consider your request and work to accommodate it when possible, but we are not legally
required to accept it. We will inform you of our decision on your request.
All written requests or appeals should be submitted to the Privacy Office listed below.
Requests for Confidential Communications: You have the right to request that medical information
about you be communicated to you in a confidential manner, such as sending mail to an address
other than your home, by notifying us in writing of the specific way or location for us to use to
communicate with you.
Right to request a paper copy of this Notice: You may receive a paper copy of this Notice from us
upon request, even if you have agreed to receive this notice electronically.
Changes to this Notice: We may change our policies at any time. Changes will apply to medical
information we already hold, as well as new information after the change occurs. Before we make a
significant change in our policies, we will change our notice and post the new notice in waiting areas,
exam rooms, and on our Web site at yalenewhavenhealth.org. You can receive a copy of the current
notice at any time. The effective date is listed at the end. Copies of the current notice will be
available each time you come to our facility for treatment. You will be asked to acknowledge in
writing your receipt of this notice.

Complaints:
If you are concerned that your privacy rights may have been violated, or you disagree with a decision
we made about access to your records, you may contact our Director of Patient Privacy as listed
below.
If you are not satisfied with our response, you may send a written complaint to the U.S. Department
of Health and Human Services Office of Civil Rights. Our Privacy Office can provide you the address.
Under no circumstances will you be penalized or retaliated against for filing a complaint.
Director of Patient Privacy
Child Heart Associates
33 Oak Avenue
Worcester, MA 01605
(508) 757-7300
Acknowledgement of Receipt of Notice of Privacy Practices
Printed Name of Patient:
Printed Name of Patient Representative &
Relationship
Signature & Date

X

/

/

(For use by Child Heart Associates personnel if unable to obtain a written acknowledgement of
receipt of the NOPP from the patient.)
I have made a good faith effort to obtain a written acknowledgement of receipt of the Child Heart
Associates Notice of Privacy Practices from the above named patient, but was unable to for the
following reason:
□ Language Barrier
□ Patient Cannot Read
□ Patient Objects
□ Read Later and Return
□ Unable to Sign
□ Other:
Employee Name & Date:

/

/

