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David H. Bauer, M.D.    Zachary T. Young, M.D.
Amber Ward, R.N., B.S.N.
Stacy Freyer, R.N.

Appointment Date




Appointment With


INFORMATION FOR CASE HISTORY FILE
Patient Information
Patient’s Name:  ___________________     ______________   ____________________   SS# ____________

                                        First                                                    Middle                                    Last

Date of Birth:  _____________________     Patient’s Age:  _____________    Patient’s Sex:  ______________

Race:  ____________________________________________                       Please Circle:   Married     Single

Home Address:  ____________________________  City:  ____________  State:  ______   Zip:  ___________

Home Phone:  ____________________  Cell Phone:  ___________________  Alt. Phone:  _______________

Employer: _______________________  Business Address: _____________________  Bus. Phone: _______

On which phone shall we leave a voicemail?  __________________________________________________

E-mail address:  _________________________________________________________________________

May we disclose your personal health information to any friends/family members:         ( Yes     ( No

If so, please list name(s):  __________________________________________________________________

Name of Primary Care Physician:  __________________________________________________________

Emergency Contact Information (Please list nearest relative not living at the same address as patient.)
Relative’s Name and Address:  _______________________________________________________________

Relationship to Patient:  ____________________________  Phone:  _________________________________

How did you hear about us?

Physician



YES
NO
Name of M.D.: __________________________________
Magazine



YES
NO
Name of Magazine:  ______________________________
Television/ Radio


YES
NO
Station:  _______________________________________
Website



YES
NO
Name of Website: ________________________________
Employee



YES
NO
Name of Employee: ______________________________

Patient




YES
NO
Name of Patient:________________________________

                                                                                             Please give name of patient so we can thank them!

Reason for Consult: ______________________________________________________________________

________________________________________________________________________________________
________________________________________________________________________________________

Spouse Information:

Name:  __________________________________  SS#: ____________________  D.O.B. _______________

Employer:  _______________________________________________________________________________

Business Address:  __________________________________________ Bus. Phone:  __________________

Parent Info (This section applies when the patient is a minor and parent is financially responsible)

Name:  __________________________________  SS#: ___________________  D.O.B. ________________

Employer:  _______________________________________________________________________________

Business Address:  _______________________________________  Business Phone:  _________________

Insurance Information

Primary Insurance Carrier
Insurance Company Name:  ______________________________  Claims Address:_____________________

Insurance Company Phone Number: __________________________________________________________

Policy Holder:  ___________________________  Relationship to Patient:  ____________________________

Policy Number:  __________________________  Group Number:  __________________________________

Subscriber’s SS#: _______________  Subscriber’s DOB:  ____________ Employer’s Name: ______________

Secondary Insurance Carrier
Insurance Company Name:  ______________________________  Claims Address:_____________________

Insurance Company Phone Number: __________________________________________________________

Policy Holder:  ___________________________  Relationship to Patient:  ____________________________

Policy Number:  __________________________  Group Number:  __________________________________

Subscriber’s SS#: _______________  Subscriber’s DOB:  ____________ Employer’s Name: ______________

Other Insurance Carrier
Insurance Company Name:  ______________________________  Claims Address:_____________________

Insurance Company Phone Number: __________________________________________________________

Policy Holder:  ___________________________  Relationship to Patient:  ____________________________

Policy Number:  __________________________  Group Number:  __________________________________

Subscriber’s SS#: _______________  Subscriber’s DOB:  ____________ Employer’s Name: ______________

ARKANSAS PLASTIC SURGERY
Medical History Questionnaire

NAME ____________________________________________  DATE OF BIRTH _______________________

Pharmacy (name, location, phone number) _____________________________________________________

Are you allergic to any medicines?   Y      or     N      List allergies & reactions: __________________________

________________________________________________________________________________________ 

Are you currently taking any medications daily?  Y      or     N     Please list ALL medications including any


vitamins/supplements:  ____________________________________________________________________
_______________________________________________________________________________________ 

DO YOU TAKE ASPIRIN or IBUPROFEN or related products?  Y      or     N      _________________________

Have you had surgery?  If so, list procedures & dates  ____________________________________________

_______________________________________________________________________________________ 

If you are a breast reconstruction patient, did you have chemotherapy or radiation?  Y      or     N  __________    
Do you have a history of any of the following:

Y      or     N        Diabetes                        Y      or     N       Liver Disease

Y      or     N        Emphysema                  Y      or     N        Rheumatic Heart Disease

Y      or     N        Pneumonia                    Y      or     N        Kidney Disease

Y      or     N        High Blood Pressure     Y      or     N        Psychiatric Disorders

Do you have a history of developing fever blisters?    Y     or    N    (even if only 1 occurrence during the course of your life)

Do you have any other health problems not previously mentioned?  Y      or     N        
If so, what and who treats you for them?  _______________________________________________________

_______________________________________________________________________________________ 

Height  ____________             Weight  _____________    Is your weight currently stable?  ________________

If deemed necessary by my surgeon, I agree to the testing for the HIV virus (AIDS).     Y       or       N

MEN ONLY:

Have you ever had prostate trouble?    Y      or      N        Explain ____________________________________

Have you ever had a hernia?     Y      or      N                   Explain ____________________________________

DO YOU HAVE, OR HAVE YOU EVER HAD:

_____  AIDS OR HIV




_____  HIGH BLOOD PRESSURE

_____  ARTHRITIS




_____  IRREGULAR HEARTBEAT

_____  BLEEDING TENDENCY



_____  LIVER DISEASE

_____  CANCER




_____  LUNG DISEASE

_____  DEPRESSION




_____  LOSS OF WEIGHT

_____  DIABETES




_____  MIGRAINE

_____  EMOTIONAL PROBLEMS


_____  STROKE

_____  EPILEPSY




_____  SICKLE CELL DISEASE

_____  EYE PROBLEMS



_____  STOMACH ULCERS

_____  HEART ATTACK



_____  SINUS PROBLEMS

_____  HEART FAILURE



_____  THYROID PROBLEM

_____  HEPATITIS




_____  ULCERS

Do you have a history of any psychiatric illness or condition?  Y    or    N     If yes, please explain:  ________

_______________________________________________________________________________________ 

Have you ever been hospitalized for any of the previous problems Y    or    N   If yes, please explain:  ______

_______________________________________________________________________________________ 

HAS ANY BLOOD RELATIVE HAD:   Please mark all that apply and list relationship

________________________  Bleeding tendency    _________________________  Stroke

________________________  Breast cancer           _________________________  High fever after surgery

________________________  Other cancer            _________________________  Sickle cell disease

________________________  Diabetes

SOCIAL HISTORY

Do you smoke cigarettes, vape, cigar, pipe 
Y     N        Packs/day______  for how many years ________

Have you quit smoking


Y     N        For how many years ___________________________

Do you use a nicotine patch or gum

Y     N

Do you use smokeless tobacco

Y     N

Do you drink alcohol wine or beer

Y     N        How much per week ___________________________

Have you ever injected recreational drugs
Y     N        What _______________________________________

It is EXTREMELY important that you let us know if you are smoking.  Severe surgical complications due to smoking can arise if we are not prepared for them.  Smoking has a DETRIMENTAL EFFECT on wound healing.  PLEASE POINT OUT YOUR SMOKING TO OUR DOCTORS FOR YOUR SAFETY!

WOMEN ONLY:

Is there a chance you may be pregnant
Y    N

Have you had a recent bladder infection
Y    N

Do you still have regular menstrual periods
Y    N

Do you have menstrual problems

Y    N     Explain ______________________________________

Have you ever taken birth control pills
Y    N

Have you ever used hormones

Y    N      When _______________________________________

Do you regularly have pap smears

Y    N      Date of Last _ _________________________________

Number of pregnancies ____________   Live Births  ___________  Miscarriages/terminations _____________

Any problems with pregnancies  ______________________________________________________________

Date of last breast exam ____________________________  Results ________________________________

Date of last mammogram ___________________________   Results ________________________________



To the best of my knowledge, the above information is correct.

SIGNATURE:  ________________________________________   DATE:  ____________________________

RELEASE OF INFORMATION
PLEASE READ EACH CONSENT/AUTHORIZATION BELOW

AND SIGN AT THE BOTTOM OF THE PAGE

CONSENT FOR PHOTOGRAPHIC DOCUMENTATION
I consent to be photographed before, during, and after my treatment, operation, etc. recommended by Arkansas Plastic Surgery.  These photographs shall be the property of Arkansas Plastic Surgery.  I understand that every effort will be made to protect my identity.

CONSENT FOR COMMUNICATION
There are many ways to communicate with you.  It is important to keep appointments and let us know if problems or issues arise.  Methods of communicating include, telephone, texting, social media, pagers, answering service if available, e-mail, and regular mail.  Please do not leave a message after hours or on weekends on the office answering machine if any urgent or emergent situation exists, as there is a delay in retrieving such messages.  All attempts will be made to preserve your privacy in accordance with HIPAA rules.  Please confirm below all acceptable ways of communicating with you:

________ Telephone




________  Social Media (ie, Facebook, etc)

________ Home (       -         -         )


________  Pager/Answering Service

________  Work (       -         -         )


________  E-mail  (                                     @                )

________  Cell   (       -         -         )


________  Regular Mail and Delivery

________  Texting

CONSENT FOR SELF-PAY PATIENTS
I understand and agree that any and all charges incurred by me shall be paid in full to Arkansas Plastic Surgery.

AUTHORIZATION FOR MEDICAL INFORMATION RELEASE AND CLAIM PAYMENT ASSIGNMENT OF INSURANCE
I hereby authorize Arkansas Plastic Surgery to release to my insurance company(ies) any and all information they may require concerning my case.

I hereby request and authorize my insurance company(ies) to pay directly to Arkansas Plastic Surgery all benefits due under said policy(ies) by reason of services rendered therein.

In making this assignment, I understand and agree that any unpaid balance not covered by my insurance will be paid by me.

A photostatic copy of this authorization shall be considered as effective and valid as the original.

Signature:  __________________________________________  Date:  _____________________________

 PHOTOGRAPHY AUTHORIZATION, RELEASE & AGREEMENT FORM

I, ______________________________________ irrevocably give Arkansas Plastic Surgery (APS), its duly


(PATIENT NAME PRINTED)
authorized employees, subsidiaries, assigns, successors, licensees or agents, to publish, use, copyright, and distribute all photographs, slides, videos, and case information from the time of initial consultation going forward unless otherwise stated below the ability to use images, likeness, case information (e.g., information relating to the diagnosis, treatment,  and health care services provided or to be provided to me and which may directly or indirectly lead to identification)  to be used in print media, on the radio, TV, the APS website, blog, journal articles, books, Payson/physician education material, multimedia presentations for an audience of medical professionals or general public, art, promotion, advertising, lectures, editorial and on the following social media platforms including but not limited to:  Facebook, Instagram, TikTok, YouTube, and Pinterest. 

Please indicate below the following areas where you consent to the use of your pictures. (Initial all that apply)

______ APS Website
______ APS/ Dr. Zachary Young Social Media Accounts

______ Full face can be shown with no exceptions OR
______ Face can be shown with personal identifiers concealed (ie eyes, tattoos, scars, etc..)

______ Body can be shown without concern for personal identifiers (ie tattoos, scars, etc..) OR          
______ Body can be shown with personal identifiers concealed (ie tattoos, scars, etc..)

OR
_____ I consent to the use of my photos with no exceptions

I further release, discharge, and save harmless Arkansas Plastic Surgery, its doctors, employees, subsidiaries, successors, assigns, and licensee’s from all claims and liabilities whatsoever in law and in equity arising from such use. I understand that any personal health information or other information released via the social media platform(s) above may be subject to re‐disclosure by such social media platform(s) and may no longer be protected by applicable Federal and State privacy laws. This authorization is valid from the date of my/my representative’s signature below and shall expire on _______________, OR continue indefinitely if not otherwise stated. 

I understand that I have a right to revoke this authorization by providing written notice to APS. However, this authorization may not be revoked if APS, its employees or agents have taken action on this authorization prior to receiving my written notice. I also understand that I have a right to have a copy of this authorization. I further understand that this authorization is voluntary and that I may refuse to sign this authorization. My refusal to sign will not affect my eligibility for benefits or enrollment or payment for or coverage of services. 

I state that I have read the above authorization, release, and agreement prior to its execution, and that I am fully familiar with the contents thereof.

I am 18 years of age or over or have had this form signed by my parent or guardian.

Name of Person being photographed (PRINTED): _____________________________ Date of Birth: _______
Signature of Patient/Guardian: ________________________________________     Date: ________________

Witness Signature: __________________________________      Date: _________________
FINANCIAL POLICY
COSMETIC PATIENTS

A $1,000.00 nonrefundable deposit will be required the day you schedule your cosmetic surgery (or the total cost of surgery, whichever is less).

Payment for cosmetic plastic surgery is due in full ONE MONTH (30 DAYS) PRIOR to scheduled surgery date.

Payment options we offer:
Cash or Check:  Personal check, cashier's check, or cash.

Credit Cards:  Visa, Mastercard, American Express, Discover

Financing Plans:  CareCredit, Patient Fi

** The initial surgery deposit cannot be paid with CareCredit or Patient Fi.

Surgery cancellations will be handled as follows: 
· If surgery cancelled 14-30 days prior to surgery: a new $1,000 deposit will be required to reschedule future surgeries.
· If surgery cancelled 7-14 days prior to surgery: a new $1,000 deposit will be required to reschedule future surgeries AND forfeiture of 25% of surgeon fees.
· If surgery cancelled 3-7 days prior to surgery: a new $1,000 deposit will be required to reschedule future surgeries AND forfeiture of 50% of surgeon fees.
· If surgery cancelled within 2 business days prior to surgery: a new $1,000 deposit will be required to reschedule future surgeries AND forfeiture of 100% of surgeon fees.
· Forfeiture percentages and timing can be adjusted at the discretion of the surgeon on an individual basis but is not guaranteed.

INSURANCE PATIENTS

Insurance patients will be required to pay copays, coinsurance, and/or deductible amounts up front. The benefits paid by insurance companies for surgery vary greatly from carrier to carrier and plan to plan.  We make every effort to determine in advance if insurance coverage exists and obtain the projected insurance payment and the required copayment, coinsurance, and deductible amounts that you as the patient will be responsible for. We strongly encourage patients to be informed of the details of their particular insurance plans/coverage. Please discuss all financial obligations and arrangements regarding payment of your account with us prior to surgery.

FMLA PAPERWORK and/or DISABILITY PAPERWORK

There is a one-time $25.00 fee payable to our office for completion of FMLA and/or Disability paperwork.  This fee shall be paid prior to our services being rendered.

If you have any questions regarding financial matters, please ask and get clarification in advance of your surgery.

I, ____________________________________________________, have read and agree to the terms of  

Arkansas Plastic Surgery’s Financial Policy.

___________________________________________              ________________________________
Signature of Patient                                                                     Date
Nicotine Risk Consent Form
Please choose one of the following:
□ NEVER a smoker: I am currently a non-smoker and do not use nicotine products of any kind, and  never have in                                                                                            the past. 
□ FORMER smoker or nicotine user: I am currently a non-smoker and do not use nicotine products  of any kind. 
             My quit date was: ________________
□ CURRENT smoker or nicotine user. I currently smoke or use nicotine products.
             Amount per  week:  ________________
Nicotine policy: Smoking and the use of nicotine-containing products have been clearly associated with  increased complications after surgery. Therefore, for patient safety, some elective cosmetic surgical  procedures are not offered by Dr. David Bauer or Dr. Zachary Young to persons who use tobacco or any  nicotine containing products. This includes but is not limited to cigarettes, cigars, pipes, snuff, DIP,  smokeless tobacco, E cigarettes, vape pens, nicotine replacement substances such as chewing  gum/patches (eg: Nicorette). Patients having certain cosmetic surgical procedures will be tested prior to  surgery for nicotine with a blood or urine test at the surgeon’s discretion. Even being in the presence of  secondhand smoke can cause you to become nicotine positive and compromise your surgery and its  outcome. Any positive test, even if from secondhand smoke, may result in cancellation of surgery.
The risks of smoking are reduced, but not eliminated over time. These risks include wound healing that  may require longer healing times and additional surgery. Therefore, unless otherwise specified in  writing, no surgery will be performed on patients who are nicotine positive. Revision procedures may  not be discounted or physician fees covered for patients who are nicotine positive.
Arkansas Plastic Surgery cancellation and rescheduling policies will apply as appropriate due to  nicotine related cancellations at the discretion of the surgeon. Refer to our Financial Policy for more  details (given to you with your New Patient forms as well as in your Pre Op Packet at your consultation). Please ensure that you will test negative for nicotine on the day of surgery! Nicotine test kits are  available at most drug stores. If you believe that a test was falsely positive, you have the right to have a  second test within 48 hours performed, in order to avoid monetary penalty.
I, _____________________, understand that a positive nicotine test the day of surgery will result in  PATIENT NAME
cancellation of surgery at the surgeon’s discretion. If I have a surgery canceled due to a positive nicotine  test that was not refuted by follow-up testing, I will have to have a negative nicotine test before any  future surgeries are scheduled and I will again be tested the day of surgery for any future procedures. I  also understand that I will be financially responsible for forfeiture of payments made prior to canceled surgery as well as any rescheduling fees for future surgery as per Arkansas Plastic Surgery’s Financial  Policy.
SIGNATURE: ________________________________________________
PATIENT NAME: _____________________________________________     
DATE: __________________
ARKANSAS PLASTIC SURGERY, P.A.

 9500 Kanis Road, Suite 502

Little Rock, AR  72205

RECEIPT OF NOTICE OF PRIVACY PRACTICES

WRITTEN ACKNOWLEDGMENT FORM
I, ____________________________________________________, have received a copy of Arkansas Plastic

 
                     Patient’s Name

Surgery’s Notice of Privacy Practices.

___________________________________________              ________________________________

Signature of Patient                                                                     Date

ARKANSAS PLASTIC SURGERY

9500 Kanis Road, Suite 502

Little Rock, AR  72205

NOTICE OF PRIVACY PRACTICES

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

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU (AS A PATIENT OF ARKANSAS PLASTIC SURGERY)

 MAY BE USED AND DISCLOSED, AND HOW YOU CAN GET ACCESS TO

YOUR INDIVIDUALLY IDENTIFIABLE HEALTH INFORMATION.

PLEASE REVIEW THIS NOTICE CAREFULLY

A:  OUR COMMITMENT TO YOUR PRIVACY

Our practice is dedicated to maintaining the privacy of your individually identifiable health information as protected by law, including the Health Information Portability and Accountability Act (HIPAA).  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 the 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 PHI.  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 PHI


» Your privacy rights in your PHI

» Our obligations concerning the use and disclosure of your PHI

The terms of this notice apply to all records containing your PHI 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 all 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.  You may request a copy of our most current Notice at any time.

B:  IF YOU HAVE QUESTIONS ABOUT THIS NOTICE, PLEASE CONTACT:  Arkansas Plastic Surgery,  Privacy Officer, (501) 219-8388

C:  WE MAY USE AND DISCLOSE YOUR PROTECTED HEALTH INFORMATION (PHI) IN THE FOLLOWING WAYS:

The following categories describe the different ways in which we may use and disclose your PHI.

1. Treatment.  Our practice may use your PHI 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 us reach a diagnosis.  We might use your PHI in order to write a prescription for you or we might disclose your PHI 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 PHI in order to treat you or to assist others in your treatment.  Additionally, we may disclose your PHI to others who may assist in your care such as your spouse, children, or parents.  Finally, we may also disclose your PHI to other health care providers for purposes related to your treatment.

2. Payment.  Our practice may use and disclose your PHI 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 for 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 PHI to obtain payment from third parties that may be responsible for such costs, such as family members.  Also, we may use your PHI to bill you directly for services and items.  We may disclose your PHI to other health care providers and entities to assist in their billing and collection efforts.

3. Health Care Options.  Our practice may use and disclose your PHI 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 PHI 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 PHI to other health care providers and entities to assist in their health care operations.

4. Appointment Reminders.  Our practice may use and disclose your PHI to contact you and remind you of an appointment.

5. Treatment Options.  Our practice may use and disclose your PHI to inform you of potential treatment options or alternatives.

6. Health-Related Benefits and Services.  Our practice may use and disclose your PHI to inform you of health-related benefits or services that may be of interest to you.

7. Release of Information to Family/Friends.  Our practice may release your PHI 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 of a 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 PHI when we are required to do so by federal, state, or local law.

D:  USE AND DISCLOSURE OF YOUR PHI IN CERTAIN 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 PHI 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 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 agency(ies) and authority(ies) 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 to disclose this information

· 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 PHI 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 to monitor government programs, compliance with civil rights laws and the health care system in general.

3. Lawsuits and Similar Proceedings.  Our practice may use and disclose your PHI in response to a court or administrative order, if you are involved in a lawsuit or similar proceeding.  We also may disclose your PHI 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 of the request or to obtain an order protecting the information the party has requested.

4. Law Enforcement.  We may release PHI 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 or locate a suspect, material witness, fugitive or missing person

· In an emergency, to report a crime including the location or victim(s) of the crime, or the description, identity or location of the perpetrator

5. Deceased Patients.  Our practice may release PHI to 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.

6. Organ and Tissue Donation.  Our practice may release your PHI 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.

7. Research.  Our practice may use and disclose your PHI for research purposes in certain limited circumstances.  We will obtain your written authorization to use your PHI for research purposes except when Internal or Review Board or Privacy Board has determined that the waiver of your authorization satisfies the following:  the 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; (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; the research could  not practicably be conducted without the waiver; and the research could not practicably be conducted without access to and use of the PHI.

8. Serious Threats to Health or Safety.  Our practice may use and disclose your PHI when necessary to reduce or prevent a serious threat to your health and safety or the health and safety of another individual or the public.  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 PHI 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 PHI to federal officials for intelligence and national security activities authorized by law.  We also may disclose your PHI to federal officials in order to protect the President, other officials or foreign heads of state, or to conduct investigations.

11. Inmates.  Our practice may disclose your PHI 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 PHI for workers’ compensation and similar programs.

E:  YOUR RIGHTS REGARDING YOUR PHI

You have the following rights regarding the PHI 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 the Privacy Officer specifying the requested method of contact, or the location where you wish to be contacted.  Our 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 of your PHI for treatment, payment or health care options.  Additionally, you have the right to request that we restrict our disclosure of your PHI to only certain individuals involved in your care or the payment of your care, such as family members and friends.  We are not required to agree to your request; 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 in our use or disclosure of your PHI, you must make your request in writing to the Privacy Officer.  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.

3. Inspection and Copies.  You have the right to inspect and obtain a copy of the PHI that may be used to make decisions about you, including patient medical records and billing records, but not including psychotherapy notes.   You must submit your request in writing to the Privacy Officer in order to inspect and/or obtain a copy of your PHI.  Our practice may charge a fee for the costs of copying, mailing, labor and supplies associated with your request.  Our practice may deny your request to inspect and/or copy in certain limited circumstances; however, you may request a review of our denial.  Another licensed health care professional chosen by us will conduct reviews.

4. Amendment.  You may ask us to amend your health information if you believe it is incorrect 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 the Privacy Officer.   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 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 part of the PHI kept by or for the practice; (c) not part of the PHI 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: All of our patients have the right to request an “accounting of disclosures.”  An “accounting of disclosures” is a list of certain no-routine disclosures our practice has made of your PHI for non-payment or non-operations purposes.  Use of your PHI 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.   Also, we are not required to document disclosures made pursuant to an authorization signed by you.  In order to obtain an accounting of disclosures, you  must submit your request in writing to the Privacy Officer.  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 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, inquire at the reception desk.

7. Right 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 of Health and Human Services.  To file a complaint with our practice, contact the Privacy Officer.  We urge you to file your complaint with us first and give us the opportunity to address your concerns.  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 use and disclosure of your PHI may be revoked at any time in writing.  After you revoke your authorization, we will no longer use or disclosure your PHI for the reasons described in the authorization.  Please note, we are required to retain records of your care.

Again, if you have questions regarding this notice on our health information privacy policies, please contact the Privacy Officer at Arkansas Plastic Surgery, 9500 Kanis Rd., Suite 502, Little Rock, AR  72205.   EFFECTIVE DATE:  04/14/2003.
