
NOTICE OF PRIVACY PRACTICES 

This no(ce describes how your medical informa(on may be used and disclosed. Please review it carefully.  

The Health Insurance Portability & Accountability Act of 1996 (“HIPAA”) is a federal program that 
requires that all medical records and other individually idenDfiable health informaDon used or disclosed 
by us in any form, whether electronically, on paper, or orally are kept properly confidenDal. The Act gives 
you, the paDent, significant new rights to understand and control how your health informaDon is used.  

As required by “HIPPAA,” we have prepared this explanaDon of how we are required to maintain the 
privacy of your health informaDon and how we may use and disclose your health informaDon.  

The following circumstances may require us to use or disclose your health informaDon: 
• To public health authoriDes and health oversight agencies that are authorized by law to collect 

informaDon. 
• Lawsuits and similar proceedings in response to a court administraDve order. 
• If required to do so by a law enforcement official. 
• When necessary to reduce or prevent a serious threat to your health and safety or the health 

and safety of another individual or the public.  We will only make disclosures to a person or 
organizaDon able to prevent the threat. 

• If you are a member of U.S. or foreign military forces (including veterans) and if required by the 
appropriate authoriDes. 

• To federal officials for intelligence and naDonal security acDviDes authorized by law. 
• To correcDonal insDtuDons or law enforcement officials, if you are an inmate or under the 

custody of a law enforcement official. 
• For Workers CompensaDon and similar programs. 

  
Our Uses and Disclosures 
We may also create and distribute de-idenDfied health informaDon by removing all references to 
individually idenDfiable informaDon. We may contact you to provide appointment reminders or 
informaDon about treatment alternaDves or other health-related benefits and services that may be of 
interest to you. Any other uses and disclosures will be made only with your wriUen authorizaDon. You 
may revoke such authorizaDon in wriDng and we are required to honor and abide by that wriUen 
request, except to the extent that we have already taken acDons relying on your authorizaDon.  

Your Choices 
• You can request that our pracDce communicate with you about your health and related issues in 

a parDcular manner or at a certain locaDon.  For instance, you may ask that we contact you at 
home, rather than work.  We will accommodate reasonable requests. 

• You can request a restricDon in our use or disclosure of your health informaDon for treatment, 
payment, or health care operaDons.  AddiDonally, you have a right to request that we restrict our 
disclosure of your health informaDon to only certain individuals involved in your care or the 
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involved in your care or the payment for your care, such as family members and friends.  We are 
not required to agree to your request; however, if we do agree, we are bound by our agreement 
except when otherwise required by law, in emergencies, or when the informaDon is necessary to 
treat you. 

• You have the right to inspect and obtain a copy of the health informaDon that may be used to 
make decisions about you, including paDent medical records and billing records, but not 
including psychotherapy notes.  You must submit your request in wriDng to: 

Restora>on Natural Medicine 
drtaylorpronozuk@gmail.com 

• Note: We must respond to this request within 30 days. 
•  You may ask us to amend your health informaDon if you believe it is incorrect or incomplete, 

and as long as the informaDon is kept by or for our pracDce.  To request an amendment, you 
request must be made in wriDng and submiUed to RestoraDon Natural Medicine.  You must 
provide us with a reason that supports your request for amendment.  

• Note: We must respond within 60 days. The Privacy Officer or the paDent’s doctor will usually do 
this.  If the doctor believes the informaDon is complete and accurate, the doctor can refuse to 
make any changes. 

• You are enDtled to receive a copy of this NoDce of Privacy PracDces.  You may ask us to give you 
a copy of this NoDce at any Dme.   

Our Responsibili>es 
We are required by law to maintain the privacy of your protected health informaDon and to provide you 
with noDce of our legal duDes and privacy pracDces with respect to protected health informaDon and to 
let you know promptly if a breach occurs that may compromise the privacy or security of your 
informaDon. We must follow the duDes and privacy pracDces described in this noDce and give you a copy 
of it. We will not share your informaDon other than described here unless you tell us in wriDng that we 
can. If you tell us we can, you may change your mind at any Dme, but please let us know in wriDng if you 
change your mind.  

Change to the Terms of the No>ce 
This noDce is effecDve as of 1/1/2019 and we are required to abide by the terms of the NoDce of Privacy 
PracDces currently in effect. We reserve the right to change the terms of our NoDce of Privacy PracDces 
and to make the new noDce provisions effecDve for all protected health informaDon that we maintain. 
We will upload, and you may request a wriUen copy of a revised NoDce of Privacy PracDces from this 
office.  

You have recourse if you feel that your privacy protecDons have been violated. You have the right to file 
wriUen complaint with our office, or with the Department of Health & Human Services, Office of Civil 
Rights, about violaDons of the provisions of this noDce or the policies and procedures of our office. To 
file a complaint with our office, please contact RestoraDon Natural Medicine. All complaints must be 
done in wriDng. We will not retaliate against you for filing a complaint. 
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ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY POLICY 

This document is to be signed by a person legally responsible for the pa>ent’s medical decisions 
rela>ve to the treatment situa>on. 

I ___________________________ (legal name), hereby acknowledge that RestoraDon Natural Medicine 
has provided me a copy of its NoDce of Privacy PracDces that describes how medical informaDon about 
me may be used and disclosed, and how I can access this informaDon.  

_________________________________   ______________________________ 
Signature of Pa(ent/Legal Guardian    Date  

_________________________________   ______________________________ 
Print Pa(ent Name (required)     Print Legal Guardian Name (if    
        necessary) 
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