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NOTICE OF PRIVACY PRAC RIS
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THIS NOTICE DESCRIBES HOw MEDICAL INFORMATION ABOUT YOU MAY BE USED

AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW T CAREFULL Y.

1. What this s

This Notice describos the privacy practices of University Urelogy  Associates, Dr, Jed
Kaminetsky M.D, and Dr. John Provet, M.D.

. Our Privacy Obligations

We are required by faw to maintain the privacy of medicai and health information nbout VO
("Protected Health Information” or “PHI™) and (o provide you with this Notice of aur legal duties and
privacy praclices with respect fo PHI. When we use o disclose PHI, we are Fequired 1o abide by the
leimns of this Notice (or other notice in effect at the time of the use or disclosure).

1. Permissible Uses and Disclosures Without Your Written Antlrorization

Al Uses and Disclosures For Treatment, Payrent and Health Care Operations. We may use
and disclose PHI in erder to treat you, obtain payment for service
“health cave operalions™ (c.g.. internal administration, qualily
detailed below:

$ provided 1o you and conduct ooy
mprovement and customer service) as

» Treatment. We use and disclose PHI (o provide treatment and other services (0 you--fo
diagnose and (reat your imjury or illness. 1In addition, we may contact you to provide appoiniment
reminders o information about treatment alternatives or other health-related benefits and services fhat
may be ol interest fo you., We may also disclose PHI to other providers involved in your treatnient

rexample, to

= Payment. We may use and disclose PHI (o obiain bayment for services {hat we provide Lo you--lor

example. disclosures {o claim and ablain payment from your healih insurer. HMO. or other company
that arranges or pays the cost ol'some or all of your heallh care ("Your Payor™), or (o verify thal Your
Payar will pay for health care.

»  Health Care Operations. We may use and disclose PHI for our heal(h care aperations, which inciude
internal administration and planning and various aclivities {hat improve the quality and cost
elfectiveness of the care that we deliver to you. For example, we may use PHI to evaluate the quatity
and competence of our physicians, nurses and other health care workers., We may disclose PHI {o owr

office manager in order (o resolve any complaints you may have and ensure that you have a pleasant
visitwith us. i ' :




We may also disclose PHf to your other health care Providers when such PH] is required for them
1o treat vou, recejve payment for serviceg they render to You, or conduet certain health care operalions,

such as qualily assessment and improvement aclivities, reviewing the quality and competence of health

care professionals, or for health care fraud and abuse detection or compliznee,

B. Disclosure (o Relalives Close Friends and Other Categivers. We may use or disciose 1]
@ a family member. ofher relative, a cloge personal friend or any other person identificd 1
are present for, or otherwise avallable prior lo, the disclosure.
please notify the Qffice ivianager.

Y YOU wlen vy
ITvou abject (o such uses Or disclosures,

I you are not Present, you are incapacitated. ot 1 an emergency circumstance. we may
CXEICISE our professional Judement (o determine whether a disclosure is in your best inferests, Jf we
disclose information (o a family member, other relative or a close persanal fiien I, we wauld discloge anly
mformation (hat ig divectly relevani to the person’s involvement witly your health care or rayment relaied

to your health care. We may also disclose PHJ in order to notily (or assisl in notifying) such persons of
your location, general condition or death,

C. Public Heallh Activitics, We may disclose P for ihe following public health activifics:
(1) o report healih mformation 1o public healih authorities for the pumpase of preventing or conlrailing
disease, njury or disability; (2) 1o report child abuse apd neglect to public health authovities or alher
govemmen( anthorities authorized by law (o receive such reports; (3) (o repart information sbout nroducts
and services under (he jurisdiction of {he U.S. Food and Drug Administration: (4} to alert a person whe
may have been ex|_)oséd 10 a communicable disease or may otherwise be at risk of conlracling or

spreading a disease or condifion; and (5) (o reportinformation (o you employer as required under fiws
addressing work-elaied ilinesses and Injuries or warkplace medical survelllance,

D, \f'ic{ims_gf_f\buse, Negiect or Domestic Violence. 1{ we reasonably believe vou are o
victim of abuse, neglect or domestic violence, we may disclose PHI (o a governmental authoriy,
mehiding a sacial service or proteclive services agency, authorized by law to receive reports of such
abuse, neglect, or domestic violence.

. Health Oversigh Aclivities. We may disclose PHT ta a healil oversight agency that
oversees the health care system and is charged with responsibility for ensuing compliance with the rules
of government health programs such as Medicare or Medicaid.

. Judicinf@‘cj‘f\dminislrative Proceedings. We may disclose PHT in the course of a judicial
or adiministralive proceeding in response (o a legal order or other law [l process.

™
i A
officiais as required or penitied or permitted by faw or in campliance with a court order or a grand jury
or administrative subpoena,

Gq. Law Enforcement Officials. We may disclose PHI (o the police

I-1. .Del:EC{E‘-]][S. We may diSC]OSC PHI 10 & coroncer or medical examiner as authorized hv\f Taw,
=k olila
L. O['gan and T iSSUC § I'ocurement. We may diSCIOSE PHI Y Ol'gﬂﬂiZﬂ(iOHS that facilitate

Orsan, eye or tissue procurement, banking or transplantation,

1 Rescarch.  We may vuse or disclose PHI without yowr consent ov authorization il an
Institutional Review Board/Privacy Boayd approves a-waiver of authorization for disclosure.
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K. Health or Safct).". We may vse oy disclose PHT (o Prevent or Jessen a serious and Immineng
threat 1o g person’s or the public’s healih or safety,

L. 'SpCCiﬂIIIZGd Golemmcnl__Ennctions. We may use and disclose P o units of the
govemment will specigl functions, such ag the U5 miitary or (he g Department of Staie uinder certaim
clreumslances required by law.

I, Workers® C‘onupemﬁLiQ. We may disclose PHI ag authorized by ang to the extent
hecessary o comply with Jaws relaling 1o workes' vompensation or ather simila programs,

N, As mgug‘_cg_@f_kg\j_ We may use and disclosc PH]J when required 1o do so by any other
law nat already referred (o in the preceding calegories.

[A Use and Disclosyres Requiring Your Written Authorization

A, Use or Disclosure with Vour Authorization. For any pitmpose other than the ones
described in Section I we only iy vse or disclose PHI whey (1) you give us your authorization on our
authorization form ("“Vour Ani’horizntion”). For instance, You will need (0 execy(e an autherization form
belore we can send your PRI to your life insurance tompany, to your childs camp or schoal, or o (he
aftorney representing the other party m litigation in which You are involved.

B. Special ALilI101'iZ&_[@. Confidential HIV-related nformalion (Tor example, mformation
regavding whether you have ever been the subject of an H1V test, have v mlection, HiV-rclated iliness
or AIDS, or any information which could indicate (fay you have cver heep notentially exposed ta HIVG
Will never he ysed or disciosed io any person withoyt YOUr specific writien authovization, excepl fo certam
other persans who peed to know such mformation iy connection with your medical care, and, in certain
limited circumslances, (o public health or other soveriment officials (as required by law), (o persons
speeified in a special cour order, (o insurers as necessary for payment for YOUr care ot trealment, or 1o
certain persons with whom you have hag sexual contact or have shared needles or syringes (in accordance
with a specified precess set forth in New York State law), This speciat written authorizatian ("Your
Special Auﬂmriznﬁon“) 1s a New York State approved form which ig g Separate document from Yoyr
Authorization.

There ig only one type of disclosure of confidential HIV related mformation which is
perntitted with Your Authorization, as opposed to Your Special Authorization: disclosures (o a (hirg
Party payor for any reason other than oblaining payment for health cape services rendered (o you.

. Marketing Communications, We must also obtain your writien authorization
“Your Mavketing Authorization™) prior to using your PHI (o send you any marketing materials (We
can, however, provide you with marketing materials i a face-to-face encounter, without abtaining Your
Marketing Authorizalion, We are also permitted to give you g rromotional gift of nominal value, il we so
choose, without eblaining Your Marketing, Amhorization.) I addition, we hay communicate with yay
aboul products or services relating to your treatment, case management or care coordination, or allernative
treatments, therapies. providers ar care seltings. We may use or disclose PHI (o identify health-related
services and products that may be beneficial to your healtth and then contact you aboul the services and
products,




D In addition, Dy, Kaminetsky angd Dr. Provel are nvolved as 5 study site and serve ag researchers i
connceclion with certajn clinical trials. Oy participation in the advancement of science and medicine may
be a benefit to You as our cliniciang often arc aware of certain medical (reatments th
here and otfier selec] inslilutions, bul which are not widely gy
provide you with uselul inf :

at may be avajlable
atlable elsewherc, However in arger o
onnation conceming (he availability (o you il these lreatments, we may review
yowr medical vecord fram me (o time (o determine whelyer you may be cligible 1o participate i cerlain
studies in whicl Yoturwould then have aceess o cerfain CXpenmental treatments. 1y cerlmn instances. we
believe it g consistent with ouy teatment of yoy (g constder (hese kinds of options In conneetion with
your care. Only our clinicians, tmployees ot other members of our workforee will review your medicy)
records these reviews and none of your protecled Lealth mformation wii| be disclosed g third parties
without youy specific authorizatioy it s preliminary determined (hai You may be eligible for such
reatment and that suel; treatment may be beneficial for YOU, your doctor or a4 member ol our steff wiy)
comtact vou with further miormation.

v, Yonr Individual Rights

A, For Further Information: Com laints. IT you desire further mformation about YOUur privacy
rights, are concerned that we have viplateg YOUr privacy rights or disagree with 3 decision that we made
abouf access to PHI, you May contact our Office Manager. Yoy may also file wriffen complaints willy the
Director, Office for Civil Rights of tie U.S. Department of Health and Human Services. Upon reques.
the Office Manager wil provide you with (e correct address for (he Divector.  We wil nol retahate
agamst yon i you file a complaint with us o the Director.

B Right {0 Request Additionai Restrictions. Yoy May request restrictions on ouwr yse and
disclosure of PHI (1) for treatment, Payment and health care Qperations, (2) (o mdividuals {such as a
Tamily member, othey relative, close persona] friend or any ofher person identified by you) involved with
YOur care ar wih paynient related (o your care, or (3) 1o notify or assist in the nolification of such
individuals regarding your location and general condition All requests for such restrictions must he nyade
in writing, While we will consider aj] requests for additionaj resirictions carefully, we are not required to
agree (o a requested restriction. If you wish {0 request additional restrictions, please obtair a request form
from our Office Manager and submi the completed forn, to the Office Manager. We wijl] send you a
wrillen vespanse,

C. Right 1o Receive Confidentjal Communicatjons. You may requesl, and we il
accommodate, any reasonable  wril{en fequest for vou (o receive P by alternative means  of

Communication ar g allemative locations.

D. Right 1o Inspect and Copy Your Health Information You may request access (o youy

medical record file apd billing records mamntained by us in order to mspect and request copics of the
vecords. All requests for access nust be made in writing. Under limited clrcumstances, we may deny you
4CCess o your records, i you desire acoess to your recards, please obtain a record request form from the
Oflice Manager and subinit the completed form (o the Office Manager. ¢ yau request copies. we wilj
charge vau $0.75 for cach page.

You should take note that, if you are 3 parent or legal guardian of o minar, certain portions of {e
Minot's madical recard will not be accessible to you (for example, records relating to venereal disease,
abartion, or care and trealment to which the ninor js permitied to cangen( himsetf/herself (without your
consent) such as HIV testing, sexvally {tansmitted disease diagnosis and reatment, chemical dependence
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treatment, prenatal care. care received by g married minoy

» and contraception and/or family planning
services).

E. - Right to Revoke Your Authorization. Yoy may revoke Yaur Authorization, Your Special
Autharization, or Your Marketing Au[horzzahon, except (o the extent that we have taken action i ithance
upon i, by defivering a written revocation statemen (o the Office M

lanager identifed helow. [A form of
Wititen Revoeation i available upon request Mo the Office Manager,|

F. Righi to Amend Your Records.  You have (he right to reques! that we amend PHJ
maintained in vowr medica] record [ife or billing recorgs. Il you desire 10 amend your records. please
oblaim an amendmen( request form from the Office Manager and submsit (e completed form (o the Office
Manager. Al requests for amendments must be in writing, We will comiply with your request unless we

believe that the information (hat would be amended g aecurate and complete o ather special
cireumslances apply.

G. Right (0 Receive An Accounting of Disclosures, Upon wrilten request, you may obtain an
accounting of certain disclosures of PHI made by ys during any period of (e prior to the dale of your

request provided such period does not exceed six years and does not apply to disclosures thai occuired
prior to April 14, 2003 If you request an accounting more than onee duting a twelve (12) montl; period,
we will charge you $0.75 per page of the accounting statement

I Right to Recejve Paper Copy of this Notice. Upon wriften request, you imay oblain a paper
T B LAPEL Lopy of this Noljce

copy of this Notice, even il you agreed to receive such notice elcclromcall_\n

VI, Effective Date and Duration of This Notice

Al Effective Date. This Notice 15 effective on April 14, 2003.
B. Right to Change Terms of this Notice, We may change the terms of this Notice at any

time. If we change this Notice, we may make {he new notjce terms effective for all PH (ha we maintain,
meluding any mformation created oy received prior 1o issuing the new nolice. [If we change this Notice,

we Will post (he revised notice m waiting areas of the Practice. You may also oblain any revised nolice
by contacting the O(fjce Manager.

VII. Office Manager

You may confact the Office . b (212) 686-9015
University Urology Associates
Dr. Jed Kaminetsky, M. D,
Yr. John Provet, M.D,
215 Lexington Ave.
NY NY 10016
(212) 686-9015
FAX (212) 686-8607




