NOTICE OF PRIVACY PRACTICES                                Effective Date: ________
Physical Therapy and Sport Services
1363 Veterans Memorial Hwy, Suite 30
Hauppauge, NY 11788
Phone:631-622-0150

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.

HOW WE MAY USE AND DISCLOSE YOUR HEALTH INFORMATION
We may use and disclose your protected health information (PHI) for the following purposes:
Treatment: To provide, coordinate, or manage your physical therapy care and related services.
Payment: To obtain payment from you, your insurance company, workers’ compensation, no-fault carrier, or other third parties.
Healthcare Operations: For practice operations such as quality assessment, staff training, licensing, accreditation, and administrative activities.
As Required by Law: When required by federal, state, or local law.
Public Health & Safety: To prevent or lessen a serious threat to health or safety, report abuse or neglect, or comply with health oversight activities.
Workers’ Compensation & No-Fault: As authorized by and necessary to comply with New York State laws.
Other uses and disclosures not described in this Notice will be made only with your written authorization.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION
You have the right to:
• Request restrictions on certain uses and disclosures
• Request confidential communications
• Inspect and obtain a copy of your records
• Request an amendment to your records
• Receive an accounting of disclosures
• Obtain a paper copy of this Notice upon request
Requests must be made in writing to our office.

OUR RESPONSIBILITIES
We are required by law to:
• Maintain the privacy of your protected health information
• Provide you with this Notice of our legal duties and privacy practices
• Abide by the terms of this Notice
• Notify you following a breach of unsecured protected health information when required by law
We reserve the right to change the terms of this Notice and make the revised Notice effective for all protected health information we maintain.

QUESTIONS OR COMPLAINTS
If you believe your privacy rights have been violated, you may file a complaint with our office or with the U.S. Department of Health and Human Services. You will not be retaliated against for filing a complaint.
Privacy Contact: __________________________________
Phone: ___________________

ACKNOWLEDGMENT OF RECEIPT
I acknowledge that I have received a copy of the Notice of Privacy Practices.
Patient Name (Print): _____________________________________________
Patient Signature: ________________________________________________
Date: __________________________
Parent/Guardian (if applicable): ___________________________________
