


2. Where significant barriers to communicating with you exist and we determine that the consent is
clearly inferred from the situation;

3. Where we are required by law to provide treatment and we are unable to obtain consent;
4. Where the use or disclosure is required by law;
5. For certain public health activities, such as reporting births, deaths, injuries, diseases, etc.;
6. Where we reasonably believe you are a victim of abuse, neglect, or domestic violence to a government

agency authorized to receive abuse, neglect or domestic violence reports;
7. Health care oversight activities;
8. Certain legal administrative proceedings;
9. Certain law enforcement purposes;
10. To coroners, medical examiners and funeral directors in certain situations (home health, hospice, etc);
11. For organ, eye or tissue donation purposes (home health, hospice, etc.);
12. For certain research purposes;
13. To avoid a serious threat to health and safety;
14. For specialized government functions, including military and veterans’ activities, national security and

intelligence activities, protective services for the President and others, medical suitability
determinations, correctional institution and custodial situations;

15. For Workers’ Compensation purposes.

We are allowed to use or disclose facts about you without consent or authorization provided you are
informed in advance and given the chance to agree to, restrict or forbid the disclosure in the following
situations:

1. The use of a directory of people served by us (clinic schedules, patient schedules);
2. To a family member, friend or other person you choose, who may assist in your care or payment for

care.

Other uses and disclosures will be made only with your written approval. That approval may be
withdrawn in writing at any time, except in limited situations.

YOUR RIGHTS

You have the right, subject to certain conditions, to:
1. Request restrictions on certain uses and disclosures of facts about you by filling out our Request form.

However, we are not required to agree to the requested restrictions.
2. Receive confidential communication of protected health data by giving us another address or means of

receiving health data.
3. Inspect and copy protected health data by filling out our request form.
4. Amend protected health data by filling out our form.
5. Receive a list of disclosures made of your protected health data by filling out our request form.
6. Obtain a paper copy of this notice upon request, if you agreed to receive this notice by e-mail, fax, or

website.

COMPLAINTS

You may complain to us and the Secretary of the U.S. Department of Health and Human Services if you
believe that your privacy rights have been violated. There will be no retaliation against you for filing a
complaint. The complaint must be filed in writing with us and must state the specific incident(s) including the
date, what happened and details of the incident.

For details about filing a complaint with us, contact:

Privacy Officer, phone number 773-239-9100.



Vista Family Medicine
Mary Potter Physician Pavilion

2850 West 95th Street, Suite 301
Evergreen Park, IL 60805

Phone (773) 239-9100 Fax (773) 239-9102
www.vistafamilymedicine.com

Jim Valek M.D. _ Monica Ryan, APN/CNP _ Teri Masterson, APN

This Notice goes into effect 4/14/03.

Acknowledgment of Notice of Privacy Practices &
Consent for Release and Use of Confidential Information

I, ___________________________________________, have received this Notice or have had it explained to me.
(Name of Patient or Authorized Agent)

I understand this Notice and have had the chance to ask questions about any matters I do not understand.

I hereby give my consent to:

Ã Vista Family Medicine

to use or disclose, for the purpose of carrying out treatment, payment, or health care operations, all information
contained in the patient record of _______________________________________.

(Patient’s Name)

I acknowledge receipt of the above checked doctor’s Notice of Privacy Practices. The Notice of Privacy Practice provides
detailed information about how the practice may use and disclose my confidential information.

I understand that the above checked doctor has reserved a right to change his or her privacy practices that are described
in the Notice. I also understand that a copy of any Revised Notice will be provided or will be made available online at
www.vistafamilymedicine.com.

I understand that this consent is valid until it is revoked by me. I understand that I may revoke this consent at any time
by giving written notice of my desire to do so, to the above checked doctor. I also understand that I will not be able to
revoke this consent in cases where the above checked doctor has already relied on it to use or disclose my health
information. Written revocation of consent must be sent to the above checked doctor’s office.

Signature Date

If you are not the patient, please specify your relationship to the patient.

For Staff Use Only

The following good faith efforts were made to obtain acknowledgement:

However, acknowledgement was not obtained because:

Signature Date


