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HEALTH 2019-2020 BRH SCHOOL HEALTH CENTER STUDENT REGISTRATION & PERMISSION FORM
STUDENT INFORMATION (Jackson County) ATTENDING SCHOOL.:
Name (Last, First, Middle) Birth Date Gender Grade/ Teacher

/ / IMale 7 Female
Ethnicity Race Primary Language Spoken if Not English
J Hispanic M Non-Hispanic [ Native American L \White U African American i Asian
Does the child have a regular doctor or other medical provider? Does the child have a regular dentist or dental clinic provider?
"1 Yes T No Name of Provider or Clinic: d Yes 7 No Name of Dentist or Dental Clinic:
PARENT / COURT ORDERED LEGAL GUARDIAN INFORMATION
Name Date of Birth Relationship to Student Does student live with you?
1! Yes ~ No

Street Address City, State, Zip
Daytime Phone # Work phone # and ext. Other Phone (cell phone) # Email Address
In Case of Emergency Contact/Relationship to Student Phone # Other Phone (cell phone) #
STUDENT MEDICAL HISTORY
Medication allergies: Reaction:
Other allergies: Reaction:
Daily medications; Reason for taking: How long have they taken this medication? Preferred Pharmacy:

Chronic Medical Conditions: (Check all that apply)

I Diabetes U Attention Deficit Disorder (ADD/ADHD 71 Asthma M Sickle Cell Disease 11 Kidney Disease ~ Depression

L. Heart Problems {5 Anemia I" Epilepsy " Autism/Autism Spectrum Disorder O Developmental Delay
| " Other Issues:

Has your child ever had chicken pox? L' Yes _ No_If yes, when? / /

Has there been any change in your child's health during the past year? 1 Yes 11 No If yes, explain.

Has this child had a recent complete physicalexam? 0 Yes 0ONo If yes, when? / /

If no, Would you like for your child to receive a complete physical in the School Health Center? 0 Yes MNo If yes, please sign the statement below:
I give permission for my child to have a complete physical exam at the School Health Center - signature: -.
I would like to be present for my child'sexam. 0 Yes [No We will contact you before and after the appointment.

Has this chilc been seen in the emergency room in the past year? . Yes [1No If yes, when and why?

Has this chilc ever had to stay in the hospital or have surgery? = Yes ONo If yes, when and why?

Last dentat exam? / / Any dental concerns? 7 Yes T No If yes, explain.

Has your child ever had any serious sports-related injuries? 11 Yes _ No Ifyes, give the age it occurred and describe injury.

If your child receives a Sports Physical in the School Health Center: do you consent to releasing a copyof your child’s completed sports physicat forms to the school
for sports participation purposes? ~ Yes [No

Is there anything else you would like for the school health center to know about your child?

HOUSEHOLD INFORMATION

Please name the people living in your household and their ages: Example: Father (40), Stepmother (40), Sisters (6&8), Uncle (50), etc.

Does anyone in the household smoke? .; Yes 1J No

FAMILY MEDICAL HISTORY

Does anyone in this child's immediate family have any current health concerns? {Diabetes, High Blood Pressure, Asthma elc.)
Family Member Age Health Concern

TURN OVER PLEASE - BACK OF FORM MUST BE COMPLETED




NOTICE AND ACKNOWLEDGMENT OF PRIVACY PRACTICES

Dear Parent/Guardian,

Enclosed you will find a Notice of Privacy Practices that details the way we keep your child's medical record confidential. and what rights you have to access that
medical record. You will also find a form listing Student and Parent Rights & Responsibilities. We are required by Federal Law to provide you with this information
and we ask that you read the Notice of Privacy Practices and Rights & Responsibilities for both you and your child. Once complete, please sign this sheet and
return it to us for our records. Please call (828) 692-428g and speak to our BRH Privacy Officer if you have any questions, Thank you for your cooperation in our
effort to comply with this law.

Thanks!
Blue Ridge Health ~ School Health Center Staff

INSURANCE INFORMATION” Please send a copy of your insurance cards with this form or send the original {we will make a copy and returnthe card to you)

o ; — .
Is the student covered by Medicaid or NC Health Choice? Would you like information about Medicaid or NC Health Choices
ZYes Z No [ Pending dYes O No
Medicaid or NC Health Choice D#: Do you have another child in the home on Medicaid/NC Health Choice?
dYes 0 No
Is the student covered by insurance? Would you like information about how you could get
insurance through the Health Insurance Marketplace?
OYes ZNo
{If NO, please fill out the sliding fee information below to qualify for discounted charges) OYes C No
Private Insurance Name of Policyholder Date of Birth Relationship to student
Insurance Company Address (to mail medical claims — check on the back of your insurance card) Insurance Phone #
1D Number (Policy #) Group Number Sociai Security # (for insurance purposes only)
Date Coverage Began What is your deductible or co-pay?
Policyholder’s Employer Employer Address

Are you employed in Agriculture? O Yes 0 No

If yes, what type of position do you hold? (1 Grower [ Migrant Farmworker (travel to seek work) [1Year-round Farmworker
[ Seasonal Farmworker (iive here: agriculture wark during harvest season)

What was this child’s birthplace? City: State: Country:

APPLYING FOR THE BRH DISCOUNT SERVICES PROGRAM: U Yes - | want more information on the BRH Discount Services Program
If your child is uninsured at any time during the school year or you have a high insurance deductible plan, we would like to help by determining if you would qualify
for discounted charges or our “sliding fee"* which uses similar eligibility to the federal free and reduced lunch program. If you'd Uke to apply for this program.
additional information must be completed to determine eligibility. Eligibitity will be good for the entire school year.

1 1 give consent for my child to receive any of the available services at a BRH Student Health Center. BRH School Health Centers provide medical & dental to enrolied
students who have completed registration, including written consent and signature of the parent or legal guardian. Staff of the BRH Schoo! Health Center will inform
parents of significant findings and treatment recommendations for minor children, for conditions other than those exempted by state law.

2, lauthorize the release to my child's primary care provider & the JCPS Student Support Services any medical information pertinent to my child's general health and
care while they are at school. | authorize the release of information from my child’s primary care provider and the JCPS Student Support Services to the BRH School
Health Center for coordination of care.

3. lauthorize the release of any medical information, including information on communicable diseases, necessary to process an insurance claim for payment of medical
benefits to the BRH School Health Centers,

4. lauthorize payment of insurance benefits for services rendered at the BRH School Health Centers, though Blue Ridge Health, | understand that | am financially
responsible for all charges and any co-pays or deductible amount not covered by my insurance. | further understand I am responsibie for understanding my own
insurance plan and whether services are covered or require pre-authorization. If services require pre-authorization, | understand this is my responsibility.

5. lunderstand that Blue Ridge Health (BRH) operates the School Health Centers and | must contact BRH to make special payment arrangements if [ am unable to pay
the bill in full.

6. lunderstand that my child's medical records will be strictly conficiential, in compliance with state and federal laws, and will be maintained at the BRH SHC facility.
Information is ot shared with teachers, principals, or other students.

7. lconfirm that all information given is complete and accurate,

8. lunderstand that by signing this form, | authorize my child to receive all services available from the School Health Center. | understand that this consent is voluntary
and js valid for the entire time that my child is enrolled at a JCPS School. | understand that | may revoke my consent at any time. | understand that it is my
responsibility to provide up-to-date information on the insurance coverage | carry on my child, including Medicald and NC Health Choice.

Please sign the following declaration; certify that the information provided on this form is accurate and complete to the best of my knowledge,

Parent/Guardian Signature:
Date: / 7/

O N W B R R T S R G S B D O K P PR B O A G D N S AL RS TR,

TURN OVER PLEASE - BACK OF FORM MUST BE COMPLETED




BLUE RIDGE

HEALTH

APPLICATION FOR DISCOUNT SERVICES

Patient Name; Phone:

Please mark each statement that applies to you or a family member who is also on this application, This information

will not be used to withhold or deny services to you or your family,

1.SLIDING FEE SCHEDULE

As a Federally Qualified Health Center, BRCHS offers a Sliding Fee discount program for those who qualify. You may
receive the discounted rate even if you have private insurarice, Marketplace insurance, or Medicare, if the discounted
rate is lower than your normal out-of-pocket cost. If you are not eligible for the sliding fee scale, choose not to apply, or
do not provide household and income information, you will be expected to pay the full charge for care, (See the
Acknowledgement if NOT applying for Sliding Fee Schedule at the end of this document).

I would like to see ifl qualify for discount services under BRCHS's Sliding Fee Schedule, Yes No

ILELIGIBILITY VERIFICATION:

Household information: Please include yourself, your spouse/partner and all dependents living in the home below:

Name Date of Birth Relationship| Type of Health Farmworker in | Veteran?
to You Insurance? past 2 years?
Self

Gross Income: Please lst your household's gross income (the $ amount received before taxes are taken out).
Household income includes everyone in the home, Proof of income includes: most recent tax return, check stubs, Social
Security statement, letter from employer stating wages earned, or proof of unemployment.

Income type (i.e. Wages, Soc. Name of Family Gross Amt. Frequency (weeklyxs2),
Sec, Child Support, other Member {pre-tax) bi-weekly x26), bi-monihly
income) $X24) or monthly taz))
' $
$
$

If there is no income to report, or if you are unable to document your income, youmust complete the Patient
Certification Statement section below,

Patient Certification Statement

I certify that | have no other way to document my income and that all of the above information is accurate. | understand
that this information is to be used to determine eligibility for the BRCHS Sliding Fee Discount Schedule, | understand
that BRCHS officials may verify information on this form.

Patient Signature Date

REV 08/18 .SFS INTAKE-ENG~JH
IOVER PLEASE]




Patient Signature Date

. POTENTIAL BARRIERS TO CARE

This list is used to help us identify other areas in your life that may need some additional community resources, It will
help us develop a plan of action, including referrals to appropriate departments and outside organizations. Ifyou would
like more information, or have any question on the itemns below, check the box so that a Patient Navigator can assist you,

Health Insurance / Health Care Access Housing (Continued)

O Ineed health insurance (Medicaid, ACA 0 There are unsafe conditions at my home
Insurance, Family Planning, or other (mold, leaks, peeling paint, etc)
programs) O Fhave difficutty paying heating/ utility bills

0 Ineedtosign up for Medicare or need Food

Medicare Counseling (SHIIP) D Isometimes or often do not have enough

0 Ineed help completing a Charity Care food for myself and/or my family
applications for my local hospital system 0 Iwould like to apply for Food Stamps
0 Ineed help paying for my medications (SNAP) benefits

(7his does not include usage of a O 1was denied Food Stamps (SNAP)
discounted medication or medication

assistance program,) Transportation ‘ _
0 Ineedtoapply for a tax exemption [ I need help going to medical
because I'm uninsured appointments
O My application for Medicaid/ACA I The bus system does not go near where |
insurance was denied live or work
0 Ineed help getting to other important Other i
. appointments 0 Twould like to register to vote
Housing 0 Ineed help filing my taxes
0 I'do not have housing (living in shelter, 0 My disability application was denied
with friends, inacar, ina park, etc.) 0 Other batriers/challenges:
D I'would like assistance to find affordable -
housing :
0 lamatrisk of losing my housing None:
I I do not need assistance at this time,
Blue Ridge Staff Name Slide (A-E); Entered into EHR (initials)




BLUE RIDGE

HEALTH

Parents or Legal Guardians of BRH School Health Center (SHC) Patients

Your Right:

Your Responsibility:

To authorize your child to receive the medical, healih
education, behavioral health, nutrition and dental
services of the SHC by signed permission.

To read and understand terms and use of the SHC
services as described in the registration from and to
sign the form signifying understanding of these terms
and giving permission for'the child to receive services,

To refuse or rescind permission for your child to receive
SHC services.

To mark the registration from as a REFUSAL of
permission for services and to sign it.

To refuse to sign the permission form for you child until
you understand it.

To contact our staff to clarify any questions you may
have about the terms of use of our services.

To be treated with courtesy, dignity and respectinall
your interactions with SHC staff.

To treat the SHC staff with the same courtesy, dignity
and respect you would want for yourself.

To refer you child for services at any time regardless of
ability to pay for services.

To provide accurate and current information on health
insurance coverage on your child, or if you do not have
insurance, to provide accurate income information to
benefit from the slide fee scale.

To be notified of your child’s visits to the SHC medical
provider either by phone for urgent/ uncommon
conditions or by a note sent home with your child
following the visit.

To provide accurate and current contact numbers,
including an emergency number, on your child's
registration form,

To have prompt and safe treatment for you child.

To provide accurate history of your child's medical
conditions, current medications and allergies on your
child’s registration form. And to act on your medical
provider's treatment recommendations including filling
prescriptions, keeping referral appointments, stc,

To refuse any recommended medical treatment for
your child.

To consult you usual family medical provider or other
doctor, for the health and safety of your child, if asked
to do so by our nurse practitioner.

To have the confidentiality of your child’s medical
record, including any family contact, medical or income
information that you provided on the parental
permission form protected.

To respect the confidentiality of others by refraining
from discussing the medical conditions or family
matters of other children at school,

To review your child’s medical record (“chart”) or
request a copy of the record. However, any materials
on the chart pertaining to pregnancy, sexually
transmitted diseases, substance abuse or emotional
disturbances (including mental health counseling
records) are considered confidential by NC State Law.

To request copies of your child’s medical record in
writing with you signature, date and the signature of a
witness. We will provide you with a pre-printed request
form if you wish. You must request a copy of the child’s
sports physical in this way. We cannot give any copies
from the medical record to your child without your
written, withessed and dated request.

P.O. BOX 5151 | 2579 CHIMNEY ROCK ROAD | HENDERSONVILLE, NC 28793 | 828.692.428g | BRCHS.COM




- BLUE RIDGE

HEALTH

Students who are Patients at the BRH School Health Center (SHC)

Your Right:

Your Responsibility:

To come to the SHC to request an appointment with the
nurse, health educator or counselor,

To request permission from your teacher to come to
the SHC and to bring a note or hall pass with you.

To ask for an appointment without giving your reason to
anyone.

To ask for appointments only for concerns about your
health, not to get out of class.

To have privacy during any fime you spend in the
Health Center, including having your height and welght
taken in private, having an uninterrupted appointment
time with the nurse or counselor, and have the health
center staff respect your privacy by not discussing you
our your health concern without Your permission,

To respect the privacy of others by not asking us what's
wrong with someone else and not to pester another
student to tell you what's wrong with them, either.

To be treated with respect and courtesy by our staff,

To treat our staff members with the same respect and
courtesy you would want for yourself,

To request that you be seen sooner than the next
available appointment if you think your problem is
serious enough.

To be honest about your problem with whoever is
asking you about it and to accept the decision of the
nurse when he or she decides when you appointment
will be,

To request another appointment it you have waited so
long for the one you came down for that you are
missing a core class or lunch.

To watch the clock and come for your appointment on
time,

To offer feedback on how good (or bad) the Health
Center staff is at helping you with your problem.

Fill out a suggestion slip on the counter in the Health
Center or ask to speak with a staff member about your
concemn.

To go over your medical record (‘Chart”) with the nurse,
However, you do not have the right to ask for copies of
any of the documents in your medical record (only your
parent or guardian can.)

To notify the Health Center staff, in advance, if you will
need copies of any documents from your chart (such as
a sports physical. Do not wait until the day you need it.
Appropriate parental or guardian permissions are
required.

To tell Health Center staff any personal information
such as emotional concems or worries, something
about trying drugs or alcohol that you are upset about,
or a concern that you might be pregnant or have a
sexually transmitted disease. You can be sure that your
information will be kept private, even from your teacher
and parents unless you give permission to tell
someone. However, if you tell the Health Center staff
member about wanting to hurt yourself or someone
else or about someone who has abused you, the law
says that we must seek help for you.

To be honest about the things you tell our staff
members and not to make things up or even stretch the
truth. We count on your honesty to know the right
things to do to help you.

P.O. BOX 5151 | 2579 CHIMNEY ROCK ROAD | HENDERSONVILLE, NC 28793 | 828.692.4289 | BRCHS.COM
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VWHO WILL FOLLOW THIS NOTICE
This notice describes Blue Ridge Community Health Services' practices and that
of:
. Any health care professional authorized to enter Information into
your medical chart.
. All Blue Ridge Commumity Health Services entities, sites, and
locations.
. All departments of Blue Ridge Community HealthServices.
) All employees, staff, volunteers, and other personnel of Blue Ridge
Com- munity Health Services.

All Blue Ridge Community Health Services entilles, sltes and locations follow the
arms of this notice. In addition, these entities, sites and locations may share
miedical Information with each other for ireatment, payment or healthcare
speration purposes described in this notice, :

WE MAY USE & DISCLOSE MEDICAL INFORMATION ABOUT YOU IN SEVERAL
CIRCUMSTANCES
We use and disclose medical Information about patients every day. This section
of our Notice explains In some detall how we may use and disclose medical
nformation about you In order to provide healthcare, obtain payment for that
tealthcare, and operate our business efficiently. This section then briefly
mnentions several other circumstances in which we may use or disclose medicat
nformation about you. For more information about any of these uses or
disclosures, or about any of our privacy palicles, procedures or practices, contact
aur Privacy Officer at 828-692-4289.

1. Treatment

We may use and disclose medical inforfnation about you to provide healthcare
‘reatment to you. In other words, we may use and disclose medical information
about you to provide. coordinate or manage your healthcare and related services.
This may include communicating with other healthcare providers regarding your
‘reatment and coordinating and managing your healthcare with others.

Example: Jane Is a patient at the health department, The recaptionist may use
medicat Informatlon about Jane when setting up an appointment. The nurse
practitioner will likely use medical information about Jane when reviewlng
Jane's conditlon and ordering a blood test. The {aboratory technician will
Jdkely use medical Information about Jane when processing or reviewing her
olood test results. If, after reviewing the results of the blood test, the nurse
aractitioner concludes that Jane should be ref: 1to a speclalist, the myse
may disclose medical Infarmatlon about Jane to the specialist to assist tho
spaclallst in providing appropriate care to Jane,

2, Payment

We may use and disclose medical information about you to obtain payment for
1ealthcare services that you recelved. This means that, within the health
Jepartment, we may use medical information about yau to arrange for payment
such as preparing bills and managing accounts), We also may disclose medical
nformation about you to others (such as insurers, collection agencles, and
sensumer reporting agencles). In some instances, we may disclose medical
nformation about you to an Insurance plan before you recelve certaln healthcare
services because, for example, we may nead to know whether the insurance plan
il pay for a particular service.

Example: Jane Is a patient at the health department and she has private
nsurance, During an appointment with a nurse practitioner, the nuyse
wractitloner erdered a blood test. The health department billing clerk willuse
nedical Information about Jane when he prepares a bill for the services
srovided at the appolntment and the hlood test, Medical information about
Iane will be disclosed to her Insurance company when the billing clerk sends
n the bill,

3. Healthcare Operations

Xe may use and disclose medical Information about you In performing a variety
f business activities that we call *healthcare operations.” These *healthcare
yperations” activitios allow us to, for example, improve the quality of care we
»rovide and reduce healthcare costs, For example, we may use or disclose
nedleal information about you In performing the following activitles:

. Reviewing and evaluating the skills, qualifications, and performance of
healthcare providers taking care of you.

. Providing training programs for students, trainees, healthcare
providers or non-healthcare professionals to help them practice or
improve their skills.

. Cooperating with outside organizations that evaluate, certify ar ficense
healthcare providers, staff or facilities In a particular field or speclalty.

. Reviewing and improving the quality, efficiancy and cost of care that
we provide to you and our other patlents.

. Improving healthcara and towering costs for groups of people who
have similar heatth problems and helping manage and coordinate the
care for these groups of people.

> Cooperating with outside organtzations that assess the quality of the
care others and we provide, including govemment agencies and
private organizations,

. Planning for our organization's future operations.

. Resolving grievances within our arganlzation,

. Revlewing our activities and using or disclosing medical Information in
the event thal contral of owr organization sighificantly chenges.

. Working with others such as lawyers, accountants and other
providers) who assist us to comply with this Notice and other
applicable laws.

Example: Jane was dlagnosed with dlabetes, The health department used
Jane's medical Information - as well as medlcal Information from all of the
other health department patients dlagnosed with diabetes - to develop an
educatlonal program to help patients recagnize the early symptoms of
dlabetes, (Note: The educational pragram would not identify any specific
patlents without their permission),

4. Persans Involved in YourCare

We may disclose medical inforration about you lo a relative, close personal
friend or any other person youidentify If that personis invalved in your care and
the Information is relevant to your care. If the patlent Is a minor, we may dis- close
medical Information about the minor to a parent, guardian or other person
responsibte for the minor except in Umited circumstances. For more information
on the privacy of minors' infarmation, contact our Privacy Officer at

828-6g2- 4289,

We may also use or disclose medical information about you to a relative, another
person involved in your care or possibly a disaster relief organization Isuch as
the Red Crass} if we need to notify someone about your location or condition,

You may ask us at any time not to disctose medicat information about you to
persons Involved In your care. We will agres to your request and not disclose the
information oxcept In certaln limited circumstances (such as emergencies) or if
the patient is a minor. If the patlent Is a minor, we may or may not be able to
agree o your request.

Example: Jane’s husband regularly fo the health department with Jane
for her appolniments and he helps her with her medication, When the nurse
practitionerfs dis ing a new lfcation with Jane, Jane Invites her husband
to come into the private room. The nurse practitionsr discusses the new
medication with Jans and Jane's husband,

5. Required bylLaw

We will use and disclose medical information about you whenever we are
required by law to do so. There are many state and federal laws that require us to
use and disclose medical informatlon. For example, state law requires us to
report gunshot wounds and other Injuries to the palice and to report known or
suspected child abuse or neglect to the Department of Saclal Services, We vt
comply with those state taws and with all other applicable laws.

8, Natlonal Priority Uses and Disclosuras
When permitted by law, we may use or disclose medical information about you
without your permissicn for various activities that are recognized as *national
priorities.” In other words, the government has determined that under certain
circumstances (described below), it is so Important to disclose medical
information that it is acceptable to disclose medical information without the
individual's permission. We will only disctose medical information about you in
the following circumstances when we are permitied to do su by law. Below are
brief descriptions of the *nationat priority” activities recognized by law. For more
information on these types of disclosures, contact our Privacy Officer at
828-8g2-4289,
. Threat to health or safety: We may use or disclose medicat
information about you if we betleve it is necessary to prevent or
lessen a serfous threat to health orsafety.
Publichealth activities: We may use or disclose medicat information
about you for public health activities. Public health activitics require
tha use of medical Information for various activitles, including, but not
timited to, activities related to investigating discases, reporting child
abuse and neglect, monitoring drugs or devices regulated by the
Food and BDrug Administration, and manitoring work-related Hinesses
orinjuries, For example, If you have been exposed to commuricable
disease (such as a sexually transmitted disease), we may report it to
the State and take other actions to prevent the spread of the disease.

. Abuse, neglect or domestic viclence: We may disclose medical
information about you to a government authority {(such as the
Depariment of Social Services) if you are an adult and we reasonably
believe that you may be a victim of abuse, neglect or domestic
violence.

. Health oversight activities: We may disclose medical Information about
yout to a health oversight agency ~ which is baslcally an agency
responsible for overseeing the healthcare system or certaln
government programs. For example, a government agency may
request information from us while they are Investigating possible
insurance fraud.

. Cowrt proceedings: We may disclose medical information about yauto
a court or an officer of the court (such as an attorney). For example, we
would disclose medical Information about you to a court if a Judge
orders us to do so.

. Law enforeement: We may disclose medical Information about you to
alaw enforcerent officlal for speclfic law enforcement purposes, For
example, we may disclose imited medical Information about youtoa
police officer if the officer needs the information to help find or
identify a missing person.

. Coroners and others: We may disclose medical information about
you to a coroner, medical examiner, or funeral director or to
organizations that help with organ, eye and tissuetransptants.

. Workers' compensation: We may disclose medical Information about
you in order to comply with workers' compensation laws,

. Research organizatians: We may use or disclose medical information
about you to research organizations if the organization has satisfled
certain conditions about pratecting the privacy of medical infarmation.

. Certain government functions: We may use or disclose modical
Information about you for certaln government functions, Including but
not Umited to military and vetérans’ activities and national security and
intelligence activities. We may also use or disclose medical infermation
about you lo a correctional institution in some circumstances.

7. Authorizations

Other than the uses and disclosures described above (#1-6), we will riot use ar
disclose medical information about you without the “authorization” - or signed
permission ~ of you or your personal representative. In some Instances, we may

wish to use or disclose medical information about you and we may contact yau to
ask you to sign an authorization form, In other Instances, you may contact us

to ask us to disclose medicat Informatlon and we will ask you to sign an authorization
form,

1f you sign a wrltten authorization allowing us to disclase medical information about
you, you may later revoke (or cancet) your authorization in writing {except in very
limited circumstances related to obtaining insurance coverage). If you would like to
revoke your authorization, you may write us a letter revoking your authorization or fill
out an Authorization Revocation Form. Authorization Revocation Forms are available
from our Privacy Officer. If you revoke your authorization. we will follow your
instructlons except to the extent thal we have already relied upon your authorization
and taken some action.

The following uses and disclosures of medical information about you witl only be
made with your autharization (signed permission):

o Usesand disclosures for marketing purposes.

= Uses and disclosures that coristitute the sates of medical information
about you.
Most uses and disclosures of psychotherapy notes, if we maintain
psychotherapy notes.
3 Any other uses and disclosures not described In this Notice.

=]

YOU HAVE RIGHTS WITH RESPECT TO MEDICAL INFORMATION ABOUT YOU
You have several rights with respect to medical infarmation about you. This section
of the Notice will brlefly mention each of these rghts, If you would like to know
mare about your rights, please contact our Privacy Officer at: 828-692-428g.

1, Right to a Capy of ThisNdgice

You have a right to have a paper copy of aur Notice of Privacy Practices at any
time. In addition, a copy of this Natice wilt always be posted In our walting area, If
yout wotlld like to Have a copy of our Notice, ask the recaplionist for a copy or
contact our Privacy Officer at 828-6g2-428g.

2. Right of Access to Inspect and Gy

You have the right to Inspect (which means see or review) and recelve a copy of
medical information about you that we malintain In certain graups of records. If we
maintain your medical records in an Electronic Health Record (EHR) system, you



