










Required by Law: We may use or disclose your health information when we are required to do so by law.

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a
possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your health
information to the extent necessary to avert a serious threat to your health or safety or the health or safety of others.

National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain
circumstance. We may disclose to authorized federal officials health information required for lawful intelligence,
counterintelligence, and other national security activities. We may disclose to correctional institution or law enforcement official
having lawful custody of protected health information of inmate or patient under certain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such
as voicemail messages, postcards, or letters.)

PATIENT RIGHTS
Access: You have the right to inspect and obtain a copy of your protected health information, with limited exceptions. If you
request a copy of your information, we may charge you a fee for the costs of copying, mailing, or other costs incurred by us as
a result of complying with your request.  Requests for access to your protected health information must be made in writing.

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed your
health information for purposes, other than treatment, payment, healthcare operations and certain other activities, for the last 6
years, but not before April 14, 2003.  You must make your request in writing. If you request this accounting more than once in
a 12 month period, we may charge you a reasonable, cost-based fee for responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health
information. We are not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except
in an emergency). You must make your request in writing.

Alternative Communication: You have the right to request that we communicate with you about your health information by
alternative means or to alternative locations. (You must make your request in writing.) Your request must specify the alternative
means or location, and provide satisfactory explanation how payments will be handled under the alternative means location
you request.

Amendment: You have the right to request that we amend your health information. (Your request must be in writing, and it
must explain why the information should be amended.) We may deny your request under certain circumstances.

Right to Express Complaints: You have the right to express complaints to us and to the Secretary of the Department of Health
and Human Services if you believe that your privacy rights have been violated.  If you wish to complain to us, you must do so
in writing, and direct your complaint to the Privacy Leader.

Right to Obtain a Paper Copy of this Privacy Summary Notice as well as the full Privacy Notice.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices, or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or disagree with a decision we made about access to your
health information or in response to a request you made to amend or restrict the use or disclosure of your health information or
to have us communicate with you by alternative means or at alternative locations, you may complain to us using the contact
information listed at the end of this Notice. You also may submit a written complaint to the U.S. Department of Health and
Human Services. We will provide you with the address to file your complaint with the U.S. Department of Health and Human
Services upon request.

We support your right to the privacy of your health information.  You will not be penalized in any way if you choose to file a
complaint with us and/or with the U.S. Department of Health and Human Services.

Contact Officer:  Office Manager/ Privacy Leader
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REORDER FRMPAINMEDRX

PAIN MEDICATION AND PRESCRIPTION REFILL POLICY

1. I agree to allow 48 hours for prescription refills.

2. I understand that prescription refills requested after 4:00pm will not be received until the next
business day.

3. I understand that a follow-up visit may be required from my physician in order to obtain a refill.

4. I agree to take all medication exactly as instructed.  I am NOT allowed to change the dosage
amounts or alter the time schedule of taking the medication without first speaking to my physician.

5. Narcotics and non-narcotic medications will NOT be phoned in after hours or on the weekends.

6. Patients may be terminated from the practice with 30 days notice for noncompliance in the taking of
their medications.

7. Resurgens will NOT refill prescriptions that have been lost or misplaced. 

8. I must keep all appointments as recommended.

9. I will not give, trade or sell medications.

10. The following are conditions for immediate termination from the practice:
1)  Obtaining narcotics from any other physician while under Resurgens’ care.
2)  Altering or forging of a prescription.  This is a felony and will be reported.

11. I am aware that most of the manufacturers of drugs used to treat chronic pain recommend against
the operation of heavy equipment, which includes driving a motor vehicle.  Please be aware that if
you choose to drive a vehicle you could be charged with a DUI.

12. I will not combine any narcotic medications with the consumption of alcohol.

13. Only one pharmacy may be used for filling prescriptions.  My pharmacy’s name and location is:

. (Please notify us if you change
pharmacies.)

I have read, understand and agree to the policies above.  I understand that if I do not sign this
document, my physician may refuse to prescribe me pain medications.

Patient Name:
(Please Print)
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Privacy Notice Acknowledgement
I acknowledge that I have received a copy of the Summary Privacy Notice for Resurgens Orthopaedics.

Privacy Notice Revision Date: April 14, 2003

Patient or Personal Representative’s Name Printed Patient or Personal Representative’s Signature Patient’s Date of Birth

Personal Representative’s Relation to Patient Date

Documentation of Good Faith Effort
The patient identified above was provided with a copy of the Provider's Summary Privacy Notice on this date. A good faith effort
has been made to obtain a written acknowledgement of the patient's receipt of the Summary Privacy Notice. However,
acknowledgement has not been obtained because:

Patient refused to sign the Summary Privacy Notice Acknowledgement.

Patient was unable because:

There was a medical emergency. Provider will attempt to obtain acknowledgement as soon as practical.

Other reason, describe below: 
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Authorization to Release Protected Health Information
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health information to the following: (Please check and provide the name or specific entities to whom your protected health information may be given.)

Family members or friends: 

School or Employer: 

Other:

Patient or Personal Representative’s Name Printed Patient or Personal Representative’s Signature Date

There may be instances that your health care provider may wish to communicate some aspects of your protected health
information via electronic means, either to you and/or another health care provider that may be consulted regarding your
care or treatment. Resurgens cannot guarantee privacy for e-mail communications over the Internet. I understand and accept
this risk, and will allow Resurgens Orthopaedics to communicate my PHI electronically.

Yes No

This authorization shall be in effect (please check one).

no expiration date

expiration date of 

Patient or Personal Representative’s Name Printed Patient or Personal Representative’s Signature Date
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