
HIPAA COMPLIANCE FORM

HIPAA COMPLIANCE AGREEMENT

TERMS

SIGNATURES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET
ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) is a federal program that requires that all medical
records used or disclosed by us in any form, whether electronically, on paper or orally, are kept properly confidential. This Act
gives you, the patient, significant new rights to understand and control how your health information is used. HIPAA provides
penalties for covered entities that misuse Protected Health Information (PHI).

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

Uses and Disclosures of Protected Health Information 
Your Protected Health Information may be used and disclosed by your physician, our office staff and others outside of our office
that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health care
bills, to support the operation of the practice, and any other use required by law.

We may use or disclose your protected health information in the following situations without your authorization. These
situations include: as Required By Law, Public Health issues required by law, Communicable Diseases: Health Oversight: Abuse
or Neglect: Food and Drug Administration requirements: Legal Proceedings: Law Enforcement: Coroners, Funeral Directors, and
Organ Donation: Research: Criminal Activity: Military Activity and National Security: Workers’ Compensation: Inmates: Required
Uses and Disclosures: Under the law, we must make disclosures to you and when required by the Secretary of the Department
of Health and Human Services to investigate or determine our compliance with the requirements of HIPAA. 

Other Permitted and Required Uses and Disclosures Will Be Made Only With Your Consent, Authorization or Opportunity to
Object unless required by law.

You may revoke this authorization, at any time, in writing, except to the extent that your physician or the physician’s practice has
taken an action in reliance on the use or disclosure indicated in the authorization.

Signature of Responsible Party:

This consent was signed by (print name):

Date:

May we phone, email, or send a text to you to confirm appointments? Yes No

May we leave a message on your answering machine at home or on your cell phone? Yes No

May we discuss your medical condition with any member of your family? Yes No

If YES, please name the members allowed:
First & Last Name: Relationship:

401 N. Mulberry St., Effingham, IL 62401Phone: (217) 347-0768 Fax: (217) 347-0729

Navi Arora, MD | Narinder Arora, MD | Jackie Coffman, PA-C | Kristina Berg, APN-BC, DNP
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https://www.google.com/search?q=effingham+prompt+care&oq=effingham+prompt+care&aqs=chrome.0.0i355i512j46i175i199i512j0i22i30l6j0i15i22i30j0i22i30.2950j0j7&sourceid=chrome&ie=UTF-8&safe=active&ssui=on#

