THI'S NOTI CE DESCRI BES HOW MEDI CAL | NFORVATI ON ABOUT YOU NAY BE
USED AND DI SCLOCSED AND HOW YOU CAN GET ACCESS TO TH S | NFORVATI ON.
PLEASE READ | T CAREFULLY.

NOTI CE OF PRI VACY PQLI CY

Effective: , 2013

The following is the privacy policy (“Privacy Polic y”) of
WATSON HEARING AID CENTER, LLC d/b/a RIVERSIDE HEAR ING AID SERVICE
(“Covered Entity”) as described in the Health Insur ance
Portability and Accountability Act of 1996 and regu lations
promulgated thereunder, commonly known as HIPAA. H IPAA requires
Covered Entity by law to maintain the privacy of yo ur personal
health information and to provide you with notice o f Covered
Entity’s legal duties and privacy policies with res pect to your
personal health information. We are required by la w to abide by

the terms of this Privacy Policy.
Your Personal Health Information

We collect personal health information from you thr ough
treatment, payment and related healthcare operation s, the
application and enrollment process, and/or healthca re providers or
health plans, or through other means, as applicable . Your
personal health information that is protected by la w broadly
includes any information, oral, written or recorded , that is
created or received by certain health care entities , including
health care providers, such as physicians and hospi tals, as well
as health insurance companies or plans. The law sp ecifically
protects health information that contains data, suc h as your name,
address, social security number and others, that co uld be used to
identify you as the individual patient who is assoc iated with that

health information.
Uses or Disclosures of Your Personal Health |Information

Generally, we may not use or disclose your personal health



information without your permission. Further, once
permission has been obtained, we must use or disclo
personal health information in accordance with the
of that permission. The following are the circumst
which we are permitted by law to use or disclose yo
health information.

Without Your Consent

Without your consent, we may use or disclose your p
health information in order to provide you with ser
treatment you require or request, or to collect pay
services, and to conduct other related health care
otherwise permitted or required by law. Also, we a
disclose your personal health information within an
workforce in order to accomplish these same purpose
even with your permission, we are still required to
uses or disclosures to the minimal amount of person
information that is reasonably required to provide
or complete those activities.
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Exanpl es of treatment activities include: (a)the provision,

coordination or management of health care and relat
health care providers; (b) consultation between hea
providers relating to a patient; or (c) the referra

for health care from one health care provider to an

ed services by
Ith care

| of a patient
other.

Exanpl es of paynent activities include: (a)billing and

collection activities and related data processing;

a health plan or insurer to obtain premiums or to d
fulfill its responsibilities for coverage and provi
benefits under its health plan or insurance agreeme
determinations of eligibility or coverage, adjudica
subrogation of health benefit claims; (c) medical n
appropriateness of care reviews, utilization review
and (d) disclosure to consumer reporting agencies o
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relating to collection of premiums or reimbursement

Exanpl es of health care operations include:

(@) development of clinical guidelines;

(b) contacting patients with information about treat
alternatives or communications in connection with c
or care coordination;

(c) reviewing the qualifications of and training hea
care professionals;

(d) underwriting and premium rating;

(e) medical review, legal services and auditing func
and

() general administrative activities such as custom
service and data analysis.

As Required By Law

We may use or disclose your personal health informa
the extent that such use or disclosure is required
use or disclosure complies with and is limited to t

requirements of such law.

ment
ase management

Ith

tions;

er

tion to

by law and the
he relevant

Exanpl es of instances in which we are

required to disclose your personal health information include:

(&) public health activities including, preventing o
controlling disease or other injury, public health
investigations, reporting adverse events with respe
dietary supplements or product defects or problems
Drug Administration, medical surveillance of the wo
evaluate whether the individual has a work-related
injury in order to comply with Federal or state law

(b) disclosures regarding victims of abuse, neglect,
domestic violence including reporting to social ser
protective service agencies;

(c) health oversight activities including audits, ci
administrative or criminal investigations, inspecti
or disciplinary actions, or civil, administrative o
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proceedings or actions, or other activities necessa
appropriate oversight of government benefit program

(d) judicial and administrative proceedings in respo
an order of a court or administrative tribunal, a w
subpoena, discovery request, or other lawful proces

(e) law enforcement purposes for the purpose of iden
or locating a suspect, fugitive, material witness,
person, or reporting crimes in emergencies, or repo

ry for

S,

nse to
arrant,
S,

tifying
or missing

rting a death;

(H disclosures about decedents for purposes of cada veric
donation of organs, eyes or tissue;

(g) forresearch purposes under certain conditions;

(nh) to avert a serious threat to health or safety;

() military and veterans activities;

() national security and intelligence activities,
protective services of the President and others;

(k) medical suitability determinations by entities t hat are
components of the Department of State;

(I) correctional institutions and other law enforcem ent
custodial situations;

(m) covered entities that are government programs pr oviding
public benefits, and for workers’ compensation.

All Other Situations, With Your Specific Authorizat ion :

Except as otherwise permitted or required, as descr ibed
above, we may not use or disclose your personal hea Ith information
without your written authorization. We may not use or disclose
your personal health information if it involves psy chotherapy
notes, or for marketing communication, fundraising or sales of
public health information without your prior writte n

authorization. Further, we are required to use or
personal health information consistent with the ter
authorization. You may revoke your authorization t
disclose any personal health information at any tim
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the extent that we have taken action in reliance on such

authorization, or, if you provided the authorizatio nasa
condition of obtaining insurance coverage, other la w provides the
insurer with the right to contest a claim under the policy.

Miscellaneous Activities, Notice

We may contact you to provide appointment reminders or
information about treatment alternatives or other h ealth-related
benefits and services that may be of interest to yo u. We may
contact you to raise funds for the Covered Entity, but you have
the right to opt out of receiving such communicatio ns by written
request.

Your Rights Wth Respect To Your Personal Health Information

Under HIPAA, you have certain rights with respect t 0 your
personal health information. The following is a br ief overview of
your rights and our duties with respect to enforcin g those rights.

Right To Request Restrictions On Use Or Disclosure

You have the right to request restrictions on certa in uses
and disclosures of your personal health information about
yourself. You may request restrictions on the follow ng uses or

di scl osures:
(@) to carry out treatment, payment or healthcare

operations;

(b) disclosures to family members, relatives or clos e
personal friends of personal health information dir ectly relevant
to your care or payment related to your health care , Or our

location, general condition, or death;
(c) instances in which you are not present or your
permission cannot practicably be obtained due to yo ur incapacity
or an emergency circumstance;
(d) permitting other persons to act on your behalf t 0 pick
up filled prescriptions, medical supplies, X-rays, or other
similar forms of personal health information; or

5



(e) disclosure to a public or private entity author
law or by its charter to assist in disaster relief

We are required to agree if you request that we res
or disclosure of your personal health information f
payment or health care operation if the requirement
disclosure to a health plan for payment or health c
purposes, if this disclosure is not otherwise requi
if the personal health information at issue pertain
health care item or service for which payment has b
full by you or a third party other than the health

While we are not otherwise required to agree to any
restrictions, if we agree to a restriction, we are
use or disclose your personal healthcare informatio
of such restriction, except in certain emergency si
will not accept a request to restrict uses or discl
otherwise required by law.

Right To Receive Confidential Communications

You have the right to receive confidential communic
your personal health information. We may require w
requests. We may condition the provision of confid
communications on your providing us with informatio
payment will be handled and specification of an alt
address or other method of contact. We may require
contain a statement that disclosure of all or a par
information to which the request pertains could end
may not require you to provide an explanation of th
your request as a condition of providing communicat
a confidential basis. We must permit you to reques
accommodate reasonable requests by you to receive ¢
of personal health information from us by alternati
alternative locations.

ized by

efforts.

trict use
or treatment,
is to restrict
are operation
red by law, and
s solely to a
een paid in
plan.

requested
bound not to
n in violation
tuations. We
osures that are

ations of
ritten
ential
n as to how
ernative
that a request
t of the
anger you. We
e basis for
ions to you on
t and must
ommunications
ve means or at



Right To Inspect And Copy Your Personal Health Info rmation

Your designated record set is a group of records we maintain
that includes Medical records and billing records a bout you, or
enrollment, payment, claims, adjudication, and case or medical

management records systems, as applicable. You hav
access in order to inspect and obtain a copy of you
health information contained in your designated rec
for:

(@) psychotherapy notes;

(b) information compiled in reasonable anticipation
for use in, a civil, criminal, or administrative ac
proceeding, and

(c) health information maintained by us to the exten
which the provision of access to you would be prohi

We may require written requests. We must provide y
access to your personal health information in the f
requested by you, if it is readily producible in su
format, or, if not, in a readable hard copy form or
form or format. We may provide you with a summary
health information requested, in lieu of providing
personal health information or may provide an expla
personal health information to which access has bee
you agree in advance to such a summary or explanati
the fees imposed for such summary or explanation.
you with access as requested in a timely manner, in
arranging with you a convenient time and place to i
obtain copies of your personal health information o
copy to you at your request. We will discuss the s
and other aspects of your request for access as nec
facilitate timely access. If you request a copy of
health information or agree to a summary or explana
information, we may charge a reasonable cost-based
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copying, postage, if you request a mailing, and the
preparing an explanation or summary as agreed upon
reserve the right to deny you access to and copies
personal health information as permitted or require
will reasonably attempt to accommodate any request
health information by, to the extent possible, givi
to other personal health information after excludin
information as to which we have a ground to deny ac
denial of a request for access or request for infor
provide you with a written denial specifying the le
denial, a statement of your rights, and a descripti
may file a complaint with us. If we do not maintai
information that is the subject of your request for
know where the requested information is maintained,
you of where to direct your request for access.

Right To Amend Your Personal Health Information
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You have the right to request that we amend your pe
health information or a record about you contained
designated record set, for as long as the designate
maintained by us. We have the right to deny your r
amendment, if:

(@) we determine that the information or record that
subject of the request was not created by us, unles
reasonable basis to believe that the originator of
is no longer available to act on the requested amen

(b) the information is not part of your designated r
set maintained by us;

(c) the information is prohibited from inspection by
or

(d) the information is accurate and complete.

We may require that you submit written requests and
reason to support the requested amendment. If we d
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request, we will provide you with a written denial
basis of the denial, your right to submit a written
disagreeing with the denial, and a description of h

a complaint with us or the Secretary of the U.S. De
Health and Human Services (“DHHS”). This denial wi
a notice that if you do not submit a statement of d

you may request that we include your request for am
denial with any future disclosures of your personal
information that is the subject of the requested am
Copies of all requests, denials, and statements of

will be included in your designated record set. If
request for amendment, we will make reasonable effo
and provide the amendment within a reasonable time
identified by you as having received personal healt

of yours prior to amendment and persons that we kno
personal health information that is the subject of

and that may have relied, or could foreseeably rely
information to your detriment. All requests for am

be sent to Ernest A. Watson, Watson Hearing Aid Cen
Riverside Hearing Aid Service, 1 Albany Avenue, Kin
12401.
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Right To Receive An Accounting Of Disclosures Of Yo ur
Personal Health Information

Beginning April 14, 2003, you have the right to rec eive a
written accounting of all disclosures of your perso nal health
information that we have made within the six (6) ye ar period
immediately preceding the date on which the account ing is
requested. You may request an accounting of disclo sures for a
period of time less than six (6) years from the dat e of the
request. Such disclosures will include the date of each

disclosure, the name and, if known, the address of
person who received the information, a brief descri
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information disclosed, and a brief statement of the purpose and

basis of the disclosure or, in lieu of such stateme nt, a copy of
your written authorization or written request for d isclosure
pertaining to such information. W are not required to provide

accountings of disclosures for the foll ow ng purposes:

(@) treatment, payment, and healthcare operations;

(b) disclosures pursuant to your authorization;

(c) disclosures to you;

(d) for a facility directory or to persons involved in your
care;

(e) for national security or intelligence persons;

()  to correctional institutions;

(g) with respect to disclosures occurring prior to 4 /14/03.

We reserve our right to temporarily suspend your ri ght to
receive an accounting of disclosures to health over sight agencies
or law enforcement officials, as required by law. We will provide
the first accounting to you in any twelve (12) mont h period
without charge, but will impose a reasonable cost-b ased fee for
responding to each subsequent request for accountin g within that
same twelve (12) month period. All requests for an accounting
shall be sent to Ernest A. Watson, Watson Hearing A id Center, LLC
d/b/a Riverside Hearing Aid Service, 1 Albany Avenu e, Kingston,
New York 12401.

Right To Receive Notice

We are required by law to notify affected individua Is
following a breach of unsecured personal health inf ormation.

Right to a Paper Copy of This Notice

You have the right to obtain a paper copy of this N otice upon
request, even if you have agreed to receive this No tice
electronically. You may obtain a paper copy of thi s Notice at any
of our facilities. [ You may also view this Notice on our website

at riversidehearingai ds.com]
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Conpl ai nts
You may file a Complaint with us and with the Secre

DHHS if you believe that your privacy rights have b
you may submit your Complaint in writing by mail or
to our privacy officer, Ernest A. Watson, Watson He
Center, LLC d/b/a Riverside Hearing Aid Service, 1
Kingston, New York 12401. A Complaint must name th
is the subject of the Complaint and describe the ac
believed to be in violation of the applicable requi
HIPAA or this Privacy Policy. A Complaint must be
or filed with the Secretary of DHHA within one hund
(180) days of when you knew or should have known th
omission complained of occurred. You will not be r
against for filing any complaint.

Amendnents to this Privacy Policy

We reserve the right to revise or amend this Privac
at any time. These revisions or amendments may be
for all personal health information we maintain eve
received prior to the effective date of the revisio
We will provide you with notice of any revisions or
this Privacy Policy, or changes in the law affectin
Notice, by mail or electronically within sixty (60)
effective date of such revision, amendment or chang
also post a copy of the current Notice at our facil

[and on our website at riversidehearingai ds.com ]

On- Goi ng Access to Privacy Policy

We will provide you with a copy of the most recent
of this Privacy Policy at any time upon your writte
Ernest A. Watson, Watson Hearing Aid Center, LLC d/
Hearing Aid Service, 1 Albany Avenue, Kingston, New
at the following website address:

watso@fairpoint.net
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further information regarding the privacy of your p
information, and for information regarding the fili
Complaint with us, please contact our privacy offic
Watson, at the address, telephone number or e-mail
above.

Acknow edgnent Form

| have received the Notice of Privacy Practices and
been provided an opportunity to review it. You wil
to print and sign your name along with the date (A
folder has been designated for this purpose).

The Privacy Rule portion of the HIPAA regulations r
our practice to submit a copy of the Privacy Notice
patient, both existing and new. If the patient ref
the Notice, this practice is not obligated to treat
By signing below, | acknowledge that | have receive
WATSON HEARING AID CENTER, LLC d/b/a RIVERSIDE HEAR
SERVICE'’S Notice of Privacy Practices and have been
| can request a copy of the Notice at any time eith
or by email. | have read and understand the Notice
an opportunity to ask questions about the use and d
health information, and other concerns regarding my
information.

Name:

ersonal health
ng of a

er, Ernest A.
address listed

| have
| be requested
section of your

equires
to each
uses to sign
the patient.
d a copy of
ING AID
informed that
er by hard copy
and | have had
isclosure of my
health

Signature:

Date:

If you have signed the section marked Notice of Pri
located in the front of your record folder, you do
complete the above.
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