
 
Notice of Privacy Practices Policy and Acknowledgement of Receipt 

 

NOTICE OF PRIVACY PRACTICES 

“Davis Osteopathic Center” 

A registered trade name (assumed business name) of Authentic Health D.O., LLC 

Privacy Officer: Jennifer Davis, 317-576-3211 

Effective Date: February 15, 2026 

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. 

    We understand the importance of privacy and are committed to maintaining the confidentiality of your medical 
information.  We make a record of the medical care we provide and may receive such records from others.  We 
use these records to provide or enable other health care providers to provide quality medical care, to obtain 
payment for services provided to you as allowed by your health plan and to enable us to meet our professional 
and legal obligations to operate this medical practice properly. We are required by law to maintain the privacy 
of protected health information, to provide individuals with notice of our legal duties and privacy practices with 
respect to protected health information, and to notify affected individuals following a breach of unsecured 
protected health information. This notice describes how we may use and disclose your medical information.  It 
also describes your rights and our legal obligations with respect to your medical information.  If you have any 
questions about this Notice, please contact our Privacy Officer listed above. 

We are required by law to: 

●​ Make sure that your health information is protected; 
●​ Give you this Notice describing our legal duties to protect your privacy; 
●​ Follow the terms of the Notice that is currently in effect; and 
●​ Notify you in the event of a breach of your unsecured protected health information (PHI) as required by 

law. 

You have a right to receive a copy of and discuss this Notice with our Privacy Office at the number or address 
listed at the end of this Notice. 
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This medical practice collects health information about you and stores it in a chart on a computer in an 
electronic health record/personal health record, which may include paper copies or supplements pending your 
access to electronic devices.  This is your medical record.  The medical record is the property of this medical 
practice, but the information in the medical record belongs to you.  The law permits us to use or disclose your 
health information for the following purposes: 

1.​ Treatment.  We use medical information about you to provide your medical care.  We disclose medical 
information to our employees and others who are involved in providing the care you need.  For example, 
we may share your medical information with other physicians or other health care providers who will 
provide services that we do not provide.  Or we may share this information with a pharmacist who needs it 
to dispense a prescription to you, or a laboratory that performs a test.  We may also disclose medical 
information to members of your family or others who can help you when you are sick or injured, or after 
you die. 

2.​ Payment.  We use and disclose medical information about you to obtain payment for the services we 
provide.  For example, we give your health plan the information it requires before it will pay us.  We may 
also disclose information to other health care providers to assist them in obtaining payment for services 
they have provided to you 

3.​ Health Care Operations / Business Associates and Service Providers:  We may use and disclose medical 
information about you to operate this medical practice.  For example, we may use and disclose this 
information to review and improve the quality of care we provide, or the competence and qualifications of 
our professional staff.  Or we may use and disclose this information to get your health plan to authorize 
services or referrals.  We may also use and disclose this information as necessary for medical reviews, legal 
services and audits, including fraud and abuse detection and compliance programs and business planning 
and management.  We may also share your medical information with our "business associates," such as our 
billing service, that perform administrative services for us.  We have a written contract with each of these 
business associates that contains terms requiring them and their subcontractors to protect the 
confidentiality and security of your protected health information in accordance with U.S. and international 
laws, including the Health Insurance Portability and Accountability Act (HIPAA).  These measures include 
implementing appropriate safeguards to protect the privacy and security of your information. We may also 
share your information with other health care providers, health care clearinghouses or health plans that 
have a relationship with you, when they request this information to help them with their quality assessment 
and improvement activities, their patient-safety activities, their population-based efforts to improve health 
or reduce health care costs, their protocol development, case management or care-coordination activities, 
their review of competence, qualifications and performance of health care professionals, their training 
programs, their accreditation, certification or licensing activities, or their health care fraud and abuse 
detection and compliance efforts. We may disclose your protected health information to medical or nursing 
students and other trainees for review and learning purposes. 

 



 

4.​ Health Information Exchange (HIE). We may participate in an electronic Health Information Exchange 
(“HIE”) to facilitate the sharing of your protected health information for treatment purposes. An HIE is a 
network in which providers participate in exchanging patient information in order to facilitate health care. 

5.​ Appointment Reminders.  We may use and disclose medical information to contact and remind you about 
appointments.  If you are not home, we may leave this information on your answering machine or in a 
message left with the person answering the phone. 

6.​ Sign In Sheet/Form.  We may use and disclose medical information about you by having you sign in when 
you arrive at our office.  We may also call out your name or call you when we are ready to see you. 

7.​ Notification and Communication With Family. Unless you tell us not to, we will disclose your health 
information with anyone involved in your health care, such as a friend, family member or any individual 
you identify. If you are unable to agree or object, for example, if you are not present or are unconscious, or 
if an emergent situation exists, we may disclose protected health information as necessary if we determine 
that it is in your best interest based on our professional judgment. Additionally, we may disclose 
information about you to your legal representative, including, in the event of your death, to the Personal 
Representative of your estate. 

8.​ Marketing.  Provided we do not receive any payment for making these communications, we may contact 
you to give you information about products or services related to your treatment, case management or care 
coordination, or to direct or recommend other treatments, therapies, health care providers or settings of 
care that may be of interest to you. We may similarly describe products or services provided by this 
practice and tell you which health plans this practice participates in. We may also encourage you to 
maintain a healthy lifestyle and get recommended tests, participate in a disease management program, 
provide you with small gifts, tell you about government sponsored health programs or encourage you to 
purchase a product or service when we see you, for which we may be paid. Finally, we may receive 
compensation which covers our cost of reminding you to take and refill your medication, or otherwise 
communicate about a drug or biologic that is currently prescribed for you. We will not otherwise use or 
disclose your medical information for marketing purposes or accept any payment for other marketing 
communications without your prior written authorization. The authorization will disclose whether we 
receive any compensation for any marketing activity you authorize, and we will stop any future marketing 
activity to the extent you revoke that authorization.  

9.​ Sale of Health Information. We will not sell your health information without your prior written 
authorization. The authorization will disclose that we will receive compensation for your health 
information if you authorize us to sell it, and we will stop any future sales of your information to the extent 
that you revoke that authorization. 

10.​ Required by Law. We will disclose protected health information about you when required to do so by 
federal, state, and/or local law. This includes, however, and is not limited to, disclosures to mandated 
patient registries, including reporting adverse events with medical devices, food, or prescription drugs to 
the Food and Drug Administration. We may also disclose protected health information to health oversight 
agencies for activities authorized by law. This includes but is not limited to the U.S. Department of Health 
and Human Services, accrediting agencies, auditors, and public health activities when preventing disease, 
helping with product recalls and reporting adverse reactions to medications, reporting suspected abuse, 
neglect, or domestic violence.   We may also disclose health information for law enforcement purposes as 
required by law or in response to a valid subpoena, warrant, summons, court order or similar purpose. If we 
are permitted to do so by the law, subpoena, warrant, or court order, we will make reasonable efforts to 
notify you of the request for your health information in accordance with this Section 10. We will provide 
your health information if we notify you and you have not objected or if your objections have been 
resolved by a court or administrative order. 

 



 

11.​ Special Situations. We will disclose information, without notifying you, in the following special situations: 

A.​ Disaster Relief. We may use or disclose your health information with an authorized public or private 
entity to assist in disaster relief efforts and to coordinate uses and disclosures to family or other 
individuals involved in your health care. 

B.​ Coroners, Funeral Directors, and Organ Donation. We may disclose health information about you with 
organ procurement organizations.  We may also disclose health information with a coroner, medical 
examiner, or funeral director when an individual dies. 

C.​ Workers’ Compensation and Other Government Requests. We may use or disclose health information 
about you for workers’ compensation claims or other government benefit programs which require 
disclosure. For example, to the extent your care is covered by workers' compensation, we will make 
periodic reports to your employer about your condition.  We are also required by law to report cases of 
occupational injury or occupational illness to the employer or workers' compensation insurer. 

D.​ National Security and Intelligence Activities. 
a.​ Public Safety: We may, and are sometimes required by law, to disclose your health information 

to appropriate persons in order to prevent or lessen a serious and imminent threat to the health 
or safety of a particular person or the general public. 

b.​ Specialized Government Functions.  We may disclose your health information for military or 
national security purposes or to correctional institutions or law enforcement officers that have 
you in their lawful custody. 

c.​ Military. If you are a member of the armed forces, domestic (United States) or foreign, we may 
disclose protected health information about you to the military authorities as authorized or 
required by law. 

d.​ Protective Services for the President of the United States and Others: We may disclose 
protected health information about you to authorized federal officials for intelligence, 
counterintelligence, and other national security activities as required by law. 
 

12.​ Public Health.  We may, and are sometimes required by law, to disclose your health information to public 
health authorities for purposes related to:  preventing or controlling disease, injury or disability; reporting 
child, elder or dependent adult abuse or neglect; reporting domestic violence; reporting to the Food and 
Drug Administration problems with products and reactions to medications; and reporting disease or 
infection exposure.  When we report suspected elder or dependent adult abuse or domestic violence, we 
will inform you or your personal representative promptly unless in our best professional judgment, we 
believe the notification would place you at risk of serious harm or would require informing a personal 
representative we believe is responsible for the abuse or harm. 

13.​ Health Oversight Activities.  We may, and are sometimes required by law, to disclose your health 
information to health oversight agencies during the course of audits, investigations, inspections, licensure 
and other proceedings, subject to the limitations imposed by law. 

14.​ Proof of Immunization. We will disclose proof of immunization to a school that is required to have it 
before admitting a student where you have agreed to the disclosure on behalf of yourself or your 
dependent. 

15.​ Change of Ownership.  In the event that this medical practice is sold or merged with another organization, 
your health information/record will become the property of the new owner, although you will maintain the 
right to request that copies of your health information be transferred to another physician or medical group. 

16.​ Breach Notification. In the case of a breach of unsecured protected health information, we will notify you 
as required by law. If you have provided us with a current e-mail address, we may use e-mail to 

 



 

communicate information related to the breach. In some circumstances our business associate may provide 
the notification. We may also provide notification by other methods as appropriate.  

17.​ Psychotherapy Notes. We will not use or disclose your psychotherapy notes without your prior written 
authorization except for the following: 1) use by the originator of the notes for your treatment, 2) for 
training our staff, students and other trainees, 3) to defend ourselves if you sue us or bring some other legal 
proceeding, 4) if the law requires us to disclose the information to you or the Secretary of HHS or for some 
other reason, 5) in response to health oversight activities concerning your psychotherapist, 6) to avert a 
serious and imminent threat to health or safety, or 7) to the coroner or medical examiner after you die. To 
the extent you revoke an authorization to use or disclose your psychotherapy notes, we will stop using or 
disclosing these notes. 

18.​ Substance Use Disorder (SUD) Treatment Information. If we receive or maintain any information about 
you form a SUD treatment program that is covered by 42 CFR Part 2 (a “Part 2 Program”) through a 
general written consent which you have provided to the Part 2 Program to use and disclose the SUD record 
for purposes of treatment, payment or health care operations, we may use and disclose your SUD records 
for treatment, payment or health care operations as described in this Notice.  If we receive or maintain your 
SUD record through specific consent you provide us or another third party, we will use and disclose your 
SUD record only as expressly permitted by you in your written consent as provided to us. In no event will 
we use or disclose your SUD record, or testimony that describes the information contained in your SUD 
record, in any civil, criminal, administrative or legislative proceedings by any Federal, State or local 
authority against you, unless authorized by your consent or court order (after you are notified of the court 
order). 

19.​ Artificial Intelligence or AI. We may utilize AI technology to support operational functions and 
recommendations about your treatment or care, including but not limited to scheduling, documenting care, 
supporting clinical assessments, treatment recommendations, creating a care plan, and billing.  AI 
technology may use your information to train and improve AI technology’s functionality.   

20.​ Research. We may use and disclose your protected health information for certain research purposes in 
compliance with the requirements of applicable. federal and state laws.  All research projects, however, are 
subject to a special approval process, which establishes protocols to ensure that your protected health 
information will continue to be protected, when required, we will obtain a written authorization from you 
prior to using or disclosing your protected health information for research. 

21.​ Fundraising. We may contact you to raise funds and provide information about our activities, including 
fundraising programs and events. You may request to “opt-out” of fundraising communications if you do 
not wish to be contacted. If you do not want to receive these materials, notify the Privacy Officer listed at 
the top of this Notice of Privacy Practices and we will stop any further fundraising communications. 
Similarly, you should notify the Privacy Officer if you decide you want to start receiving these solicitations 
again.  

B.​ When This Medical Practice May Not Use or Disclose Your Health Information 

Except as described in this Notice of Privacy Practices, this medical practice will, consistent with its legal 
obligations, not use or disclose health information which identifies you without your written authorization.  If 
you do authorize this medical practice to use or disclose your health information for another purpose, you may 
revoke your authorization in writing at any time. 

C.​ Your Health Information Rights 

 



 

1.​ Right to Request Special Privacy Protections / Restrictions.  You have the right to request restrictions on 
certain uses and disclosures of your health information by a written request specifying what information 
you want to limit, and what limitations on our use or disclosure of that information you wish to have 
imposed.  If you tell us not to disclose information to your commercial health plan concerning health care 
items or services for which you paid for in full out-of-pocket, we will abide by your request, unless we 
must disclose the information for treatment or legal reasons. We reserve the right to accept or reject any 
other request, and we will notify you of our decision. 

2.​ Right to Request Confidential Communications.  You have the right to request that you receive your health 
information in a specific way or at a specific location if we are reasonably able to do so.  For example, you 
may ask that we send information to a particular e-mail account or to your work address.  We will comply 
with all reasonable requests submitted in writing which specify how or where you wish to receive these 
communications. 

3.​ Right to Inspect and Copy.  You have the right to inspect and copy your health information, with limited 
exceptions.  To access your medical information, you must submit a written request detailing what 
information you want access to, whether you want to inspect it or get a copy of it, and if you want a copy, 
your preferred form and format.  We will provide copies in your requested form and format if it is readily 
producible, or we will provide you with an alternative format you find acceptable, or if we can’t agree and 
we maintain the record in an electronic format, your choice of a readable electronic or hardcopy format. 
We will also send a copy to any other person you designate in writing. We will charge a reasonable fee 
which covers our costs for labor, supplies, postage, and if requested and agreed to in advance, the cost of 
preparing an explanation or summary. We may deny your request under limited circumstances.  If we deny 
your request to access your child's records or the records of an incapacitated adult you are representing 
because we believe allowing access would be reasonably likely to cause substantial harm to the patient, 
you will have a right to appeal our decision.  If we deny your request to access your psychotherapy notes, 
you will have the right to have them transferred to another mental health professional.   

4.​ Right to Amend or Supplement.  You have a right to request that we amend your health information that 
you believe is incorrect or incomplete.  You must make a request to amend in writing, and include the 
reasons you believe the information is inaccurate or incomplete.  We are not required to change your health 
information, and will provide you with information about this medical practice's denial and how you can 
disagree with the denial.  We may deny your request if we do not have the information, if we did not create 
the information (unless the person or entity that created the information is no longer available to make the 
amendment), if you would not be permitted to inspect or copy the information at issue, or if the 
information is accurate and complete as is.  If we deny your request, you may submit a written statement of 
your disagreement with that decision, and we may, in turn, prepare a written rebuttal. All information 
related to any request to amend will be maintained and disclosed in conjunction with any subsequent 
disclosure of the disputed information. 

5.​ Right to an Accounting of Disclosures.  You have a right to receive an accounting of disclosures of your 
health information made by this medical practice, except that this medical practice does not have to 
account for the disclosures provided to you or pursuant to your written authorization, or as described in 
paragraphs 1 (treatment), 2 (payment), 3 (health care operations / business associates and service 
providers), 7 (notification and communication with family) and 11 (special situations) of Section A of this 
Notice of Privacy Practices or disclosures for purposes of research or public health which exclude direct 
patient identifiers, or which are incident to a use or disclosure otherwise permitted or authorized by law, or 
the disclosures to a health oversight agency or law enforcement official to the extent this medical practice 
has received notice from that agency or official that providing this accounting would be reasonably likely 
to impede their activities. 

 



 

6.​ Right to a Paper or Electronic Copy of this Notice.  You have a right to notice of our legal duties and 
privacy practices with respect to your health information, including a right to a paper copy of this Notice of 
Privacy Practices, even if you have previously requested its receipt by e-mail. 

7.​ Right to Choose Someone to Act for You. If you have given someone healthcare power of attorney, 
designated a health care representative, or otherwise delegated the authority to make health care decisions 
on your behalf, or if someone is your legal guardian, that person may exercise your rights and make 
choices about your health information in accordance with their authority.  We will use our best efforts to 
obtain documentation that the person has this authority and can act for you before we take action or 
disclose information. 

If you would like to have a more detailed explanation of these rights or if you would like to exercise one or 
more of these rights, contact our Privacy Officer listed at the top of this Notice of Privacy Practices 

D.   Email/Text/Digital Communication Policy 

Per our Consent to Use Virtual Care Tools policy, the practice may use electronic communication avenues 
including email or text to communicate or share information, depending on your authorization to use it. We use 
HIPAA-compliant encryption when emailing or texting you, and you can request that we send you an encrypted 
email so that you can use the built-in, “To reply to this email encrypted, you may click here”. It is not a 
requirement that you email us using HIPAA-compliant encryption; however, we seek to ensure the protection of 
your data to the best of our abilities. 

Email or other digital avenues such as text should not be used in an emergent situation.  

By providing your phone number and opting in to services, you agree to receive text messages from us. 
Message and data rates may apply. Message frequency varies. You may opt-out at any time by replying STOP. 
We never share or sell your information to third-party advertisers. 

Our Consent to Use Virtual Care Tools policy, which is one of our forms at intake that is included in your 
medical record, outlines details of the following:  

“A written agreement must be employed documenting patient informed consent for the use of patient-physician 
e-mail. The agreement must be discussed with and signed by the patient and included in the medical record. The 
agreement must include the following terms: 

1.​ Types of transmissions that will be permitted, such as: (A) prescription refills; (B) appointment 
scheduling; and  (C) patient education. 

2.​ Fees, if any, that will be assessed for on-line consultations or other electronic communication. 
3.​ Under what circumstances alternate forms of communication or office visits must be utilized. 
4.​ A statement that physician-patient e-mail/text is not to be used in emergency situations. 
5.​ Instructions on what steps the patient should take in an emergency situation. 
6.​ Security measures, such as encrypting data, password protected screen savers and data files, or utilizing 

other reliable authentication techniques, as well as potential risks to privacy. 
7.​ Hold harmless clause for information lost due to technical failures.  
8.​ Requirement for express patient consent to forward patient-identifiable information to a third party. 
9.​ Patient's failure to comply with the agreement may result in the physician terminating the e-mail/text 

relationship. 

E.   Changes to this Notice of Privacy Practices 

 



 

We reserve the right to amend this Notice of Privacy Practices at any time in the future.  Until such amendment 
is made, we are required by law to comply with the terms of this Notice currently in effect.  After an 
amendment is made, the revised Notice of Privacy Protections will apply to all protected health information that 
we maintain, regardless of when it was created or received.  We will keep a copy of the current notice posted in 
our reception area, and a copy will be available at each appointment. We will also post the current notice on our 
website. 

F.​ Complaints 

Complaints about this Notice of Privacy Practices or how this medical practice handles your health information 
should be directed to our Privacy Officer listed at the top of this Notice of Privacy Practices. 

If you are not satisfied with the manner in which this office handles a complaint, you may submit a formal 
complaint to:  

Office for Civil Rights 
U.S. Department of Health and Human Services 
233 N. Michigan Ave., Suite 240 
Chicago, IL 60601 
 
Customer Response Center: (800) 368-1019 
Fax: (202) 619-3818 
TDD: (800) 537-7697 
Email: ocrmail@hhs.gov 
 
The complaint form may be found at www.hhs.gov/ocr/privacy/hipaa/complaints/hipcomplaint.pdf.  You 
will not be penalized in any way for filing a complaint. 
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Acknowledgement of Receipt of Notice of Privacy Practices 

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (“HIPAA”), I have certain rights to 

privacy regarding my protected health information. I understand that this information can and will be used to: 

●​ Conduct, plan and direct my treatment and follow-up among the multiple health care providers who may be 

involved in that treatment directly and indirectly. 

●​ Obtain payment from third-party payers. 

●​ Conduct normal health care operations such as quality assessments and physician certifications. 

I have received, read and understand the Notice of Privacy Practices document containing a more complete description 

of the uses and disclosures of my health information. I understand that Davis Osteopathic Center (“Davis Osteopathic 

Center”) has the right to change its Notice of Privacy Practices from time to time and that I may contact this 

organization at any time at the address below for a current copy of the Notice of Privacy Practices document. 

Do we have your permission to: 

Leave a voicemail / a message on your answering machine? Select One:    YES          NO 

Confirm appointments by leaving messages or speaking with family? Select One:    YES          NO 

Leave pre-medication reminders (if applicable)? Select One:    YES          NO 

Speak to household members concerning your care? Select One:    YES          NO 

Text with you / leave messages via text messaging?* 

 

Reminder: By providing your phone number and opting in to services, you agree to 

receive text messages from us. Message and data rates may apply. Message frequenc

varies. You may opt-out at any time by replying STOP. We never share or sell your 

information to third-party advertisers. 

Select One:    YES          NO 

Email you / leave messages via email?  Select One:    YES          NO 

Accept electronic signatures instead of handwritten signatures from you? 

*If NO, please print out all intake forms and sign by hand.  

Select One:    YES          NO 

 

Patient name: ________________________  Signature: __________________________ Date: ____________ 

(If Other than Self) Name of Patient Representative/Relationship to Patient: ________________________   

Signature of Patient Representative: __________________________ Date: ____________ 

 

For Office Use Only  

Practice provided the above-referenced patient with the Practice’s Notice of Privacy Practices and this Acknowledgment of Receipt of 

Notice of Privacy Practices, but could not obtain a signed acknowledgment form because: 
  

●​ Patient or guardian refused to sign 

●​ Emergency situation  

●​ Other: ______________________________________________________________________ 

 


