
NOTICE OF PRIVACY PRACTICES  

HIPPA POLICY   

Your Information. Your Rights. Our Responsibilities.   

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.   

Your Rights   

When it comes to your health information, you have certain rights. This section explains your rights and some of our 

responsibilities  to help you.   

Get paper copy of your medical record   • You can ask to see or get paper copy of your medical record and other health information we have about you. Ask us how 
to  do this.   • We will provide a copy or a summary of your health information, usually within 30 days of your 

request.  Request confidential communications   • You can ask us to contact you in a specific way (for example, home or office phone) or to send mail to a different address.  •We will say “yes” to all reasonable requests.   

Choose someone to act for you   • If you have given someone medical power of attorney or if someone is your legal guardian, that person can exercise 
your  rights and make choices about your health information.   • We will make sure the person has this authority and can act for you before we take any action.   

Our Uses and Disclosures   

How do we typically use or share your health information?   

We typically use or share your health information in the following ways.   

Treat you   

We can use your health information and share it with other professionals who are treating you.   

Example: A doctor treating you for an injury asks another doctor about your overall health condition.  

Run our organization   

We can use and share your health information to run our practice, improve your care, and contact you when 

necessary.  Example: We use health information about you to manage your treatment and services.   

Bill for your services   

We can use and share your health information to bill and get payment from health plans or other entities.  
Example: We give information about you to your health insurance plan so it will pay for your services.   

Correspondence 

I consent and state my preference to have my audiologist, Dr. Shaina Stapleton and other staff at Better Hearing Rehabilitation 

Center communicate with me by email or standard SMS messaging regarding various aspects of my care, which may include, but 

shall not be limited to, test results, appointments, and billing. I understand that email and standard SMS messaging are not 

confidential methods of communication and may be insecure. I further understand that, because of this, there is a risk that email 

and standard SMS messaging regarding my medical care might be intercepted and read by a third party. 

Our Responsibilities   • We are required by law to maintain the privacy and security of your protected health information.  • We will let you 
know promptly if a breach occurs that may have compromised the privacy or security of your information.  • We must 



follow the duties and privacy practices described in this notice and give you a copy of it.  • We will not use or share your 
information other than as described here unless you tell us we can in writing. If you tell us we  can, you may change your 

mind at any time. Let us know in writing if you change your mind.   

Changes to the Terms of this Notice   

We can change the terms of this notice, and the changes will apply to all information we have about you. The new notice 

will be  available upon request, in our office, and on our website.  

 

 

 

Signature: ______________________________________________________________________     Date: _________________________________  

 


