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. Right to Request Confidential Communisations, You have the right to request that we communicate with you sbout medical matters in 3.
cerain way o t & ceran ocaton. For exampl, you can ak that w only conactyou a work o by il Torequest confidentil
Commurications,you must make your request n writing o- Glacler Ear, Nose and Throat, Head and Neck Surgery: Privacy Offcer; 160
Heritage Way, Kalispel, MT. $9901. We willnot sk you the reason foryour equest We will scommodae all ressonable requests. Your
request mustspcify hov or where you wish o be contacted.
6. ight to a Paper Copy of Tis Notice, Yo have the right 0.4 papercopy ofthis noice. You may sk us o gve you a copy ofhis nice
atany time. Even ifyou have agreed o recive this notie lecronicaly,you are sl ctled 1 & paper copy f tis otce. To obia a aper
Cop of this notce, conact Glacier Ear; Nose and Throat, Head and Neck Surgery; Privacy Officer; 160 Heritage Way, Kalispel, MT.
59901, Phone Number: (406) 752 8330
7. Bightto a Notice of Breach, You have th right o rescive witien notification of & breach ifyour unsecured medical information has been
accessed, usd, acquired, or disclosed 10 an unauthorized person as sl of a breach,and i he breach compromises the securiy o privacy
of your medica information. Unlcss you requet in wrting 1 rceive th noslication by cectri mail, we will provide thee writin
otifcation by fist lass il o, necesary, by othe subttuted forms of communicatio allowable under the L.
S Photographs, Medical phoographs o olhr ideo images may b taken befor, during o aflr a surical procedure o treament 0 be:
s a partofthe mediclrecord t document appesrance and esponseto tesment. Images i whichth paicn i not sie 1o be dentfied
and which are ot conneced 0 identifying personal information may aso b used at our discretion fo professional medical o aber
purposes,includingbut ot it t, profssional mesdicaleducation, patent cducstion, advertising or othe publcation i scentific or non-
Seicntite publications, clectzoni digtal networks,of m otherclectroni or print media inluding teevison
‘COMPLAINTS: If you belcve your privacy ighs have boa vilatd, you may file  complaint withus or with the Scretary of the
‘Departmentof Healih and Human Services. To fle  complaint,contact: Glacier Ear, Nose and Throat, head and Neck
Surgery; Privacy Ofice; 160 Herituge Way, Kalispell, MT. 59901 All complains mst b submited in wriing. You will
ot be penalized fo filing » complai
‘CHANGES TO THIS NOTICE: We reseve the it to change this notice. We reserve the right to make the evisd or changed ofice
hcctivefor medical information we alrady have about you a5 wel s any medical nformation we eceive i he future. We will
Post a oy ofthe current notce at cach covered enity covered by this notic.The notice wil ontain on the ist page, i the op.
ight hand comer, th efectiv datc.In addiion, cach ime you ar: s at one of our clinis or tatment o healthcare services,
we will make svaiabl a copy ofthe curent noics i et
OTHER USES OF MEDICAL INFORMATION: Otherusesand disclosures ofyour medial informaton ot covesed by this notcs ot the.
s that apply t us will be made only with your writen authoization. 1fyou provide us permission touseor dielose your mecdicl
information, you may revoke that permisson,in wriing.at any me. 1 you revoke your pemision, we will o longes us o disclos your
medical information sbout you for the reasons covered by you writen authorization. You undersand tat we are nable 10 ke back any
dislosures we have alrcady made withyour permision, and tha we ar reqired t tain ou ecordsof the care hat we provided 0 you.
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Mitchell Ramsey, M.D.

Ear Nose THroaT

CreTymgoiogy © Tead snd Nevk Cancer Sugery & Nl & Sims Sagery & ATy
Thyroid & Parsthyroid Surgery o Audiology o Facal Plastc nd Reconstnctive Surgery

Permission to Disclose Medical/Billing Information

(Print-Patient’s Name) (Date of Birth)

1 give permission to Glacier Ear, Nose & Throat &/or Glacier Hearing services (o iscuss my medical billing
information with the individual(5) indicated below. Pleaseinclude any individua (.. spouse) who you might
‘want us o communicate with at any time regarding your bill or medical information. If they are not listed, we
cannot speak to the,. | understand tha this permission will remain in effect unil | submit 3 written request
stating my intentions otherwise.

Name. Relaoaship

Patient Signatare) Date Signed)

If the patient is  minor complete below

= Please list any aduli(s) who may accompany the mi

**Please Note**
If patient listed above s unable to sign on their own behalf (i.¢. minor, incapacitated) and you are acting as this
patient's guardian or representative, please complete the scction below:

(Print-Guardian Representative's Name) (Relationship to Patient)

(Signature-TTnot Patient) Date Signed)

‘Two Medicine Buiding o 160 Heritage Way o Kalispll, MT 59901-3191
406/752-4330 o Fax (4067528412
‘v slacirentlinic com
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Glacier Ear, Nose & Throat Head and Neck Surgery, P-C.

Glacier Hearing Services
Fisancial olicy

‘Welcome, tank ou for chosing our mdical e We ae commited to providingyou with
he bighest qualiyofhelfhcare i  caing mamner. lese undestand hat prvment afsour bl
5 part of s care, and we Apprecats Aieon 0 gur pymmeat e 1 you v any quetions,
0000t sttt 4k 8 membr of our i, lsc e sach s ol s e ack.

Appoinments
1) e o e e e bavealld o ou 1 s o peofsionls. We do ot doul bok.
appoments 1 ou re ot sl o ke sppiutmen, e ould sppecie 14 o
oric. We rarce the gk 1 charge $25fe for mised o et canclled poiamans.
Excesivesbuse of schedled sppossaents may el n dschrge o e pracice
2) e swive o minimize ay i e owever,amsrgecie d ocar s il ke ity
over  schedhled v e apreciseyou undrstadin,

Insursace lans
Flaci s profcions eces e rndhred o ercn, 1t T CON,
honce, i rnce compay s responie o et s et s ecpocii 0. e
vt eder epicas e g i o hanges will o pid By 8 s company:
I nt e policy f i affice 0rusiney i off et i companies o ot 5 o
1) Teis your respousbly o ke s updated it you comect fswanceiformation I
imsancs Company you desgnte s <oty vl b responsiols o eymen of e
it 2 0 s e chargs ot omect plon frreimbursement.
2) It Yo seponailey t i s ESeSt s Wi gan o yous b sxd
paywant o these b
3 Ty sespomsily o on £ vt el o sthorzaion s 56
spacilss, whather preshrizion s equted e 03 rocabe, d what senices we
covess
) Wl Sin of rence s s connsy it w excend 0 o ptes,ll harges
ot covred by your nsurance company e sourresponsbiley

‘Financial Respousiliy - Pavmentis due o (et of service

1) According o Yo iwance pla, Yo e responsil for ay ad ll co-pames,
[y —

2) Go-pavmentsaredue atthe ime ofservice

3 Selfpay patons reexpectd 1 pay s et chrges forservices e e of e
i Ca pements i ll il b iven  10% dscorae. T charge 3t hac-out e re
o estimte s scurte charges il e lld e e

) Paentelences ar il immadinely o el ofyour srance plan's explnaionof
e, Yous it s s i 10 ains days o ot et of o il

) I prvionsanangemens e o been made it o Fance ofice, st blace
ttanding longrtan 28 days il chargd  $10 fee for sac 2.y ccle Ay
lance ovitaing lnger o 50 da el e frvardad 3 collchion agncy In
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addition to the amount owed, you will alzo be responsible for the foe charged by the
collction ageney for costs of collections

it charge will be basad onth tme spent, complexity, vist
comprahensivaness, and medical decision making. Any addifional procedura(s) completed
uring your visit will be at n additonal charge to e offce viitcharge

) Audiclogica srvices ar billed separatly fom physiian charges. Please nte thatthe
Andiclogisti 3 separat providar 3nd 3 ddifional co-pay may be raquied by your
nsuranca compny

9) A 530 fee, pavable by cash o money orde, will be due or any checks returmed for
{nsufcient fonds.

10) Norefund smouting t less than $10 shal b paid by Glasier Er, Nose & Throst, sxcapt

‘upon the specifc request of he parson entiled f racive th refund. Al refind requests
mustbe raceived i witng

Financial Hardship

1) We recognizethat cetsin mesmbers of our commanity may be wnsbleto pay the ull cost of

their medical care. Financil assistance applicatons are vailible by notifring your
physician of your need. We offer extended payment arrangements 25 well 2 chartable
discounts based on demonsrsted meed. Finaaeial ssistsnc requests s srangements
‘nsed o be made priorto your visit and proof of hardship wil seed f be provided. Any
charizble discounts are o ransfarable withany ofher medical faclity, ab or pharmacy

Duplication of Records

1) & copy of your complatesscord is svailble but dspending on th stuston there may be 3

copying andior postage fe. Please 2k a member of the ofice saff or dtalls of these
charges

Tcertify that T have read and understand the sbove information. T sgree to be responsible for
‘ayment of all services rendered on my hehalf or my dependent, including fes above those
designated s “usual and customary” by my insurance carrier. T ageee that i the event of 2
dispate over fees o the colection of fees the prevailin party shall be entitled,in addition to
such oder reief 15 granted, o be reimbursed by thelosing parey for al costs and expenses
incurred thereby, inclding but not imited to, ressonshle attorney fess and costs,

Patient's Printed Name Date

Person Signing Printed Name.
1 different from patient)

Person Signing Signature

Ifrequested, we will provide sou with & cops of this documentfor sour rcords.
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Glacier Ear, Nose & Throat, Head & Neck Surgery

‘Appt Date:
Patient's S
m: Last Name:
State Zp
ge: sex
Spouse’s Name:
Work:
Mother/Guardian Bithdate: S
Address: Phone:
Fathes/Guardian: Binthdate: EY
Address: Phone#:
Fnot parent, who Is accompanying chid at this vist?
Emergency contact name: Phone No: Relationship:
Referring Physician’s Phone #:
Insured's Name:
Oset Ospouse [Jenid[Jother
Groupt:
SoN: 008
Insured's Name:
[ self_[Jsouse [Jcnid[Jotner
Growp:
soN: DoB:

'NOTICE REGARDING INSURANCE CLAIMS/PAYMENTS:
1fwe are flling nsurance for your vii, we must have complete information and any required referral at the time ofthe visit I you carot

provide the information, we will be unable to il your Insurance, and self-payment in full wil be requred at checkout

Payment of your charges cannot be determined untilthe claim s submitted to your insurance company. Payment willbe based on your
indiidual health plan, and the amount applied to your plan deductible and/or coinsurance willbe your responsibilty. Procedures which
are excluded from coverage, based on your plan's determination of medical necessity, will also be your responsibilty. Your offce vsit
o-pay s due at the time of the visit and, in many cases, covers only the ofice visitcharge. Any procedures performed willbe considered
surgery by your insurance company, and deductibles and coinsurance may aply.

For all other patients, payment is required at the time of service. We will rovide you with the necessary documentation to fil for
reimbursement upon your request

1 have read the above information and understand that | am responsible for payment for services | receive.

Patient/Guardian Signature: Date:
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Glacier Ear Nose and Throat ~ In order to obtain a complete medical history, it is important for you to fill out
this form. If the question does not apply, enter “n/a”. This information is important for your doctor to review
and it will be entered into your medical record.

Last Name: First Name: i Preferred Name:
Date of Birth Height: Weight: Occupation:
Reason for visit:

Referring Physician: Primary Care Physician:

Select your gender identity (select any that apply):

DOremate [ male [ Transgender Male-to-Female ] Transgender Female-to-Male
| [J Nonbinary [ choose not todisclose [ other:

preferred Pronouns: [ He/him [ shemer [ they/them [ other:

Select your race (select any that apply): ] American Indian [ Alaskan Native ] Native Hawai
O pacific istander [ Black or African American ] white (Not Hispanic/Latino)

O vecline tostate [ other:

Ethnicity: ] Hispanic or Latino [ Decline tostate [ other:

Do you have a latex allergy? [ ves [ no

Do you have any history, or a diagnosis of, the following? (check any that apply)
Any type of cancer? [] ves [ No  What type of cancer and what i the status?.

High blood pressure [Jves [No  Neurologic disorder [Jves [No  Autoimmune disorder [Jves [Ino

Kidneydisease  [Jves [INo  Diabetes DOves Ovo
Liver disease Dves Ovo  Hv positive Oves Ono

« Have you been diagnosed with an upper respiratory infection (URI) that did NOT result in an antibiotic being
prescribed? [ ves [ no

« Have you been diagnosed with Acute Otitis Externa (AkA swimmer's ear)? ] es [TJ No. Did you receive
antimicrobial therapy? [ ves [ no

« Have you been diagnosed with otitis media? ] ves [ No. Did you receive antibiotics for the ear
infection? [ ves I no

« Have you been diagnosed with and/or treated for adult sinusitis? ] ves [T No. Did you have Amoxicillin
prescribed? [ ves [J no

Any history of major medical or surgical treatment for your heart or lungs? [ ves [ No. 1f yes, please list
them:

'« Do you have any personal or family history of bleeding disorders? [ ves (circle one): Personal/Family [Ino
+ Do you take any blood thinning medications? [Jves [CINo. Ifyes, why do you take the medication?
Datrial fivritiation  [Jsiood clot - [Jreart or vascular stent  [Jother:
« What blood thinning medications are you taking? [ Apixaban (Eliquis) [C] Dabigatran (Pradaxa)
I Rivaroxaban (xarelto) [ warfarin [ Aspirin[] Not taking any [ other:

Tum Page Over >




image3.png
Surgeries and Hospitalizations:

Have you ever had any problems with anesthesia? [J Yes [ No. Please explain:

Have you ever had a surgical site infection? ] es ] No. Ifyes, explai

List any past surgeries or major procedures and the dates or estimate when they were performed:

Have you received the following vaccines:

cOVID-19vaccine? [ Jves [JNo Last year of vaccinatior

nfvenia vaceine? [ Jves []No st yesrof vaccat

Pneumococcal vaccine? [] Yes [ No _Last year of vaccination:

List the month and year (estimates are fine) of any recent diagnostic/Screening Tests:
Pap Smear: Colonoscopy: Sigmoidoscopy: Esophagoscopy: Mammography:

Current smoking status: ] Never smoked [ Former smoker ] current smoker

Have you received tobacco cessation interventions by a physician? [ ves [ No

Do you have any history of drug abuse? [] ves [ No

Please list any medications you are currently taking:

Name: Dosage: How often do you take it?
List any allergies you have to medications: ‘CHECK HERE IF YOU DO NOT HAVE ANY DRUG ALLERGIES ]
Name: Type of reaction:

Ust your Pharmacy Preference: Ciy:

Date:
Printed Patient Name: Patient Signature:
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NOTICE OF PRIV RACTICE

Clinic Name  Glacier Ear, Nose and Throat, Head and Neck Surgery Effective Date: 2017

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW
YOU CAN ACCESS THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. If you have any questions about his ntice, please
contact Glacier Ear, Nose and Throat, Head and Neck Surgery: Privacy Officer: 160 Heritage Way, Kalispell, MT. $9901; Phone.
Number: (406) 7528330
‘WHO WILL FOLLOW THIS NOTICE : This Notice of Privacy Practices applies o Clinie and describes our practces and tht of (1)
‘Any health care professional authorized o entr information into your chart (2) All depariments and units of the organization
covered by this notice; (3) Any member of a voluneer group we allow o help you; (4) Any organization that we retain o
support operatio of this practie tha has exceuted an agreement regarding uses and disclosures of your protected health
information.
OUR LEGAL DUTY REGARDING YOUR MEDICAL INFORMATION: We may share medical information for treatmen, payment or
operatonal purposes described i this notice. We understand that medical nformation about you and your health is personal.
‘We are committed o protecting medical information about you. We ereat a reord of the care and services you receive. We
need thisrecord to provide you with quality care and to comply with cetain legal requirements. Medical information covered
by ths Notice i informatio that (1) identifes you or could be used to identify you: (2) that we collect from you orthat we
ereate o receive; and (3)tha rlaes fo your pas, present o future physical or mental health condition, includin healthcare
Services provided to you and past,present, or future payment for such halth care services. This notce applies (o all of
protected healthinformation creaed by any of the organizations listed in this noice. Your doctor may also create nformation at
the hospital o other meical faclity. These faciltes may have differnt poliies o notices regarding thei use and disclosure
of your medica information reated by your doctor while a that facilty. This nice wil tll you about the ways n which we
‘may use and disclose medical information about you. We also describe your rights and certan oblgations we have regarding
the use and disclosure of medical information. We are required by law fo: Make sure that medical nformation tha identifies
‘you's kept privat; give you this notice of our legal duties and privacy practces with respect o medical information about you;
and follow terms of the curtent nolice
HOW WE MAY USE AND DISCLOSE MEDICAL INFORMATION ABOUT YOU: The following categories deseribe different ways
that we use and disclose medical information. For each category of uses o disclosure, we will explain what we mean and ry (0 give some.
examples. Not every use or disclosurein:a category will be lsed. However,all of the ways we are permited o use and disclose information
il fall within one of the categories.
USES OR DISCLOSURES THAT CAN BE MADE WITHOUT YOUR AUTHORIZATION OR AN OPPORTUNITY FOR YOU TO
OBIECT
1 For Treatment, We may use medical information about you o provide you with medical treatment or services. We will contact you to
provide appointment reminders. We may disclose medical information about you 10 doctors, nurses technicians, medical studens, or
personnel who are involved in aking care of you. For example, a doctorteating you for abroken lég may need to know if you have diabetes
because diabetes may slow the healing process. We may share medical information about you in order o coordinate the different hings you
need,such a prescriptions,lab work and x-tays tat are provided by other healthcare organizations. We may use and disclose medical
information to tell you about o recommend possibl treatment options or altematives hat may be of intrest {0 you
2. For Payment, We may use and disclose medical information about you 5o thatthe treatment and services you receive here may be biled to
‘you and payment may be collectd from you, a insurance company or a tird party. For example, we may need t give your health
information about surgery you received 50 your health plan will pay usor eimburse you for the surgery. We may also tel your helth plan
about  reatment you are going to receive fo obain prir approval o o determine whether your plan wil cover the reatment_ We may also
Share information about you and any insurance information with other healtheare providers 0 assit them in geting payment for a service
they have provided you.~ For example, we can shar this informaion with a laboratory service tha evaluates your Isboratory specimen.
3. For Health Care Operations, We may use and disclose medical informaion about you for operation of th organization lised in this
otice. These uses and disclosuresare necessary to ru our organization and o make sure tht all of our patiens recive quality care. For
example, we may use medical information o review our reaiment and services and {0 evalust the performance of our taffin caring for you
‘We may also combine medical information about many patients {0 decide what additional services we should offer, wha services are not
needed. and whether cetain new treatments re effctive. We may also disclose nformaion to doctors, nurses, technicans, medical students,
and other organization personnel for review and leaming purposes. We may also combine the medical information we have with medical
information from other organizaions fo compare how we are doing and sce where we can make improvements in the care and services we.
offer. We may use your medical information to send questionnaires o you about your experience so that we can identify ways (o improve:
‘your satsfaction with the services we provide. We may remove information tha idenifies you from this st of medical informaion so others
‘may use it o study healtheare and healtheare delivery without leaming who speciic paiens are. We may also produce limited data sefs that
are parially d-identified and that must be used under restictiv agreements for purposes of esearch, pubic halth, and other hesihcare
operaions described above. We may use or disclose your medical information o other halth pr who also have a relationship with you
for activites related to evaluating the quality of care, fo coordinating your cre,evaluating the competence of healtheare providers,
conducting training. o for fraud or abuse investigation.
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4. Research, Under certain circumstances, we may use and disclose medical information about you for research purposes. For example, a
rescarch project may involve comparing the healh and recovery of allpatents who received one medication t those wha received another
forthe same conditon. All research projects re subject {0 special approval process. This process evaluates a proposed rescarch project
and it use of medical informaion, rying o balance the escarch needs with patients' need for privacy of their medical information. Before.
we use or disclose medical information for research,the project will have been approved through this escarch approval process. However,
‘we may disclose meical information about you to people preparing o conduct aresearch projec; for example, o help them look fo patiens
with specific medical needs, so long as the medical information they review does not leave the organization. We will almost always ak for
‘your speific permission i the rescarcher will have access t your name, address or other information tha reveals who you ae, or will be
involved in your cae.
5" As Requined v Law, We vill isclose medical informarion sbout you whe ruird 10 doso by fderal st o oal o
6. To Averta Serious Threat to HealthSafets. We may use and dislose medical information about you when necessary 0 prevent &
Serious threa to your health and safey o the health and safty of the public o another person. Any disclosure, however, would only be to
‘Someone able {0 help prevent the theat. Disclosures regarding infectious diseases must comply with applicable state laws limiting the:
disclosure of patiet deniity and relted information.
7. Organ and Tissue Donation, We may release medical informaion to organizations that handle organ procuremen o organ, eye o issue
ransplantation or o an organ donation bank, a necessary to faciliate rgan or issue donation and transplaniation
8. Miltary and Veterans, 1f you are a member of the armed forces, we may, elease medical information about you as requied by miliary
‘command authorites. We may also relcase medical information abou forcign millary personnel tothe appropriate foreign military authority.
9. Warkers' Compensation, We may release medical informaion about you for workers'compensation o similar programs. These
programs provide benefits for work-related injries o illneses.
10. Public Health Risks, We may disclose medical information about you for public heath activitis. These activiies generaly include the
following:
“To prevent or control discase,injry or disabilty: o reportbirhs and deaths; toreport child abuse or neglect o eport reactions to
‘medications o problems with producs; o noify people of recals of products they may be using: o noify a person who may have been
exposed 0 adiscase or may be a isk for contracting or spreading 2 discase or condition; and to nify the appropriate govermment authority
ifwe believe a patient has been the victim of abuse, neglct or domestic violence. We will only make this disclosure if you agree or when
required or authorized by aw.
11 Health Oversight Activtics, We may disclose medical information authorized by law {0 a health oversight agency to conduct ativties
such as audits, investigations, nspections, and licensure. These actviies are necessary for the govermment to monitor the healtheare system,
‘covemment programs, and compliance with civil rights aws
T2, Lawsuits and Disputes, 1f you are involved in 2 lawsuit ora dispute, we may disclose medical information about you n response 102
court or administrative order. We may also disclose medical information about you n response 0 a subpoena, discovery requesL, or other
lawful rocess by someone else involve in thedispute, but only if effrts have been made totel you abou the request or o obtan an order
protectng the information requested.
13. Law Enforcement, We may rlease medical information if asked 10 do s0 by a law enforcement ofiial: n response (0 a court order,
Subpoens, warrant, summons of simila process; o identifyor locate a suspec, fugiive, material witness,or missing person; about the victim
of acrime if under cetain limited circumstances, we are unable fo obiain the person's agreemen; about a death we believe may be the result
of criminal conduct; about eriminal conduct n the Clinic and in emergency circumstances report  crime, location of crime or victims; or
identity, descrption or location of person who commitied the crime.
14. Coroners. Medical Examiners, and Funeral Dircctors. As necessary, we may release medical information {02 coroner or medical
examiner,for example, o identiy a deceased person or determine the cause of death, and may rlease medical information about patients (o
funeral directors.
15. National Securiy and Intelligence Actisities, We may release medica information about you t0 authorized federal offcals for
inellgence, counter-intellgence, and other national security actviies authorized by law.
16, Protectise Services for the President and Others. We may disclose medical information about you 10 authorized federal offcals so
they may provide protection o the President,other authorized persons or foreign heads o sate o conduct special investigations.
17. Sehools, We may disclose Medical Information o a school about anindividual whis  student o prospective student of th school if he.
Medical Informaton islimite o proof of immunization,the school is equired by state o other aw 10 have that proof of immunization prior
10 admitting the individual, and we obiain and document the agreement tothe disclosure from cither the ndividual s parent/guardian or from
the individual if the individual s an adult or emancipated minr:
18, Lnmates. I you are an inmate of  correctional institution or under the custody of a law enforcement offcial, we may release medical
information about you o the corectional insittion orlaw enforcement official. This release would be necessary (1) for the nsttution to
provide you with healih car; (2) o protect your health and safty or the heath and safety of others:; or (3)fo the safety and securiy of the
conectiona intiution.
USES OR DISCLOSURES WHEN VOU HAVE AN OPFORTUNITY TO OBIECT

1 Eacilty Dircctorics and Religious Prefercnces. Unless you object, we may include your name in any facilty ditectory and we may st
any relgious preference you tell us in a dirctory provided t clrey.
2. Individuals Involved in Your Care or Payment for Your Care. Unless you object, we may release medical information about you (0.2
fiend or family member who i involved in your medical care. We may aso give information o someone who helps pay for your care. We
‘may also tell your family or friends your general conditon and that you are i the hospital I addition, we may disclose medical information
about you to an entiy asising ina disaste rlie ffort so that your family can be notified about your conditon, staus and location.
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USES OR DISCLOSURES THAT CAN ONLY BE MADE WITH YOUR AUTHORIZATION: Uses and disclosures of medicsl
information ot coverd by this notc o laws that aply 0 us will b made anly withyour writen authorzation. I you provde us
permission o useordiscose medical information sbot you, ou may revoke that permisson, in wrtin, at any . I you
Tevoke your permision. we will o longer useordsclose medica nformaton sbout ou fr e essons covered by Yo writen
authoration

‘Vou understand tht we re unsbe o take back any disclosures we v slready made with your permisson,and thet we ar rgpired o
et ourrords of care we have provided f you
1. Mental Health Tratme, Use o isclosures for mental sl testment can be made only o prfessonals fo restme, t obtin
peyment fo services provided, o a athenvise reguired by ste law.
2. Psschotherapy. Should your eatment involve the creation of th psychothcrapy noles (asubset of mental healh ecords), we will obain
your it authoization fo the wse and disclosur of peycotherapy nots n most cases. The excepionsar (1) 10 sy out the ollowing
restment,payment o helthca operations activiies: (3) us by the orginstor of he pey<hoherapy notes for trestmnt, () se o disclose
for our trining programs in which tudents,ainees, o praciionrs in mental halth car undes supevison o practice or mprove ther
sill i group, o, family or individual counscling. or (¢ usc o disclose t0 defend ourslves i egalactionor ther procecding brought by
Jous (2) required uss or disclosures rquired by the Secretay of the Department of Human Healh and Services for detcrminations o our
‘Comphance with he aw,or (3) permited usesor disclosurs. s) o healthoversght agencies 25 ermitcd by aw fo oversight o the
originstor of thepsychotherspy notes, ()t coronces and medicl examiners fo the identiiaton of adecsssed person,or () made in good
it 0 avert a seious treat o public sty
3 Marketing, We ar require 1o abian your authrizaion fo any use o disclosure of your medical information o markeing purposs,
les the communication i inthe form of  face o face communication made by 0 0 Yo o ifwe provid you with  promtional g f
nominal valuc
& Sale of Mesical nformation, We s reqired for obtsin you authorization fo any disclosure ofyour medicl informaton that
consttutes asle of mcieal informtion.
5 Drug or Alcahol Abuse Treatment. Fecerallaw and regulationsproect the confdentality of g and alcobol buse paient records
maintained by us. Generally, we may ot dislose information regrding dru and acohol abus related ratmen, 3 paents presenc i o
drug and alcohol abuse ratment program, o a paticn’ satus 25 n alcoholor drug abusr; unless: (1) th paicn consens in wrting: (2)the
dislosur s allowed by acourt order, or (3 the dislosure s made 1o medical personnel in  medical mergency or o qualifed personnelfor
rescarch, audi,or program evaluation. Federalla and regultions o no protce any information about a rime committed by a patint ina
rug and lcohol siuse program or sgainst sy person wh works for 3 dug and lcohol shuse program or sbout any thcat o commitsuch 3
crime. Federal laws and regulation do no protet any information aboutsuspectd child abuse o neglctfrom beingreportcd under Sate
et appropiste Sst o ocal auhories
'VOUR RIGHTS REGARDING MEDICAL INFORMATION ABOUT YOU You havethe fllowing rights egarding medical
‘nformation w keep sbout you-
1 Risht o Inspect and Copy, You hve the ight toinspect and copy medica nformation that may be useto make decisions sbout your
care Usualy, thsincludes medical and illing records,but docs ot include psychotherapy noes To inspect and copy medical nformation
tha may be usd 1o make decisions about you, you must submit your equest i wriin - Giacir Ear, Nose and Throat,Head and Neck
Suraery. Privacy Officer. 160 Heriage Way, Kalispel, MT. 59901
s We may deny your request 0 ispect and copy i ceriain very

e ncumstances f e uds hat s nfomation cold b dtrimeatl 0 ou o o anthe pary. Yo ave th ight o sppesl
anysuch deil.

2 gt A I ou ol medical nformation we hav sbout you i inceret o incomplt,youmay ak s o amend the nformation.
Yo avethe ght o rquest  mcndment o 2 Yur foraion s kpt by the organirtion. 1o requctan smendmcnl, youe st
s e made o i snd submtd o Glcor Ear, Nose and hroat,Head a0 Nk Sugery Privacy Offer, 160 Herituge Way,
Kalspell, T, 59901 I addtion,you st provide  cason hat sports Yo euest. e hy ey Yo et o an smendrcn i
i nok i i ordoss o clade s spport h et [ adion, we ey ey Yo ety sk s o smend oo
Ut s ot cested by s, e h perso o ctny thlcested e nfrmation i longer avaabl 0 ke e mendimrt; 1 ot prt
ofth medicl nformaton cp by o For the ganzation: s ot par o h mormaton hich you would b prmitd 0 st cpy:
oris scxurte and complte.

5 it 1o an Accouning of Dicosurs, Vou v theight o rguest an"ccounin of diclosres  Tis s s fh disclourcs we-
e of medal oo shou you. T Gquet 45 st o Sccounin of dclourcs, o4 s SUbAL YUt Tt i Wit
Glcir Ear Nose and hrost, Head and Neck Sugery: Privacy Offier: 160 Hriage Wy, Kaipel, M. 9901 Yo requst st
tae e priod ht ay ot be koger v s s ad iy oot nchde s before Apel 203, Your request shold st it
o you wan th it (Forcxmple, o paper o cletoicly) The it st you et it  2-month prod il e For
addional s, we may chare you o e coss of providing th s We il oty you ofthecot nvlved and you may chose

Wl o Ty out et ht o e any cot e e

3 it 10 R Retrictians, You hve th gt gt esicton o iittonon el iformation e s o dicos bt
Jou o rcament,poynnento hesth o operaons. Yo s hav he it o et it o medicl mformtion e iclos ot 10u
o someone who i ivolvec i your car r e paynt for your cre ke  fly membero i, Forexample, youcoud ekt e,
ot s o dicos nformtion shout gy Yo had. W are ot el 0 agree it our regest. 11t G s, we will comply
it your et s h ot esde 0 provid v sy rcatment T equeStfesricions, ou st ke our Fequst
I weingto: Giacer Ear, Noseand Throat,Head 0 Neck Surgery: Privcy Offcr; 160 Hertage Way, Katispll,MT. 5990
‘Sourreques, youmus el us (1)t nformton you want o st (2) whther you wan 0 it ou use, disclosure o otk and 5) 0
Wb ou want he it 0 pply, o A st o YouE Spouse. A estction £ o e U 0 G WEn B of 15
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