
                                                  

                                               

 
NOTICE OF PRIVACY PRACTICES (CHILD) 

 

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.  The privacy of your medical information is 

important to me. 
  
My Duties 
Your protected health information (“PHI”) includes records that I create and obtain when I provide you 
care, such as a record of your symptoms, examination and test results, diagnoses, treatments, and referrals 
for further care.  It also includes payment information that I maintain related to your care.  The law 
requires me to keep your PHI private in accordance with this Notice Of Privacy Practices (“Notice”), as 
long as this Notice remains in effect.  I am also required to provide you with a paper copy of this Notice, 
which contains my privacy practices, my legal duties, and your rights concerning your PHI. 
  
From time to time, I may revise my privacy practices and the terms of my Notice as permitted or required 
by applicable law.  Such revisions to my privacy practices and my Notices may be retroactive.  My Notice 
will be updated and made available to my patients prior to any significant revisions of my privacy 
practices and policies. 
  
Permitted Uses and Disclosures 
Under federal law, I may use and disclose your PHI without authorization for treatment, payment, or 
health care operations.  Examples of such potential uses or disclosures are provided below: 

• Treatment: Your PHI may be used by or disclosed to any physicians or other health care 
providers involved with the medical services provided to you. 

• Payment: Your PHI may be used or disclosed in order to collect payment for the medical services 
provided to you. 

• Health Care Operations: Your PHI may be used or disclosed as part of my internal health care 
operations.  Such health care operations may include, among other things, quality of care audits 
of my affiliates, conducting training programs, accreditation, certification, licensing, or 
credentialing activities. 

  
Other Uses and Disclosures Without Authorization 



                                                  

                                               

While the following disclosures can be made without your consent or authorization, whenever feasible I 
will inform you promptly that I have made such a disclosure or that I intend to do so.  I will exercise my 
professional judgment in deciding whether or not to make such a report within the requirements of state, 
federal, or local law, and professional ethics. 
 
 

• Abuse, Neglect, or Domestic Violence: As required by law, I may disclose your PHI to report 
suspected abuse, neglect, or domestic violence. 

 
 
 
 

• Judicial and Administrative Proceedings: I may disclose your PHI in the course of a judicial or 
administrative proceeding, in accordance with my legal obligations. 

• Minors: If you are an un-emancipated minor under Maryland law, there may be circumstances in 
which I disclose your PHI to a parent, guardian, or other person acting in loco parentis, in 
accordance with my legal and ethical responsibilities. 

• Notification: I may use or disclose your PHI to notify a family member or other person 
responsible for your care about your location, about your general condition, or about your death.  
If you are available, I will provide you an opportunity to object before disclosing any such 
information.  If you are unavailable because, for example, you are incapacitated or because of 
some other emergency circumstance, I will use my professional judgment to determine what is in 
your best interest and whether a disclosure may be necessary to ensure an adequate response to 
the emergency circumstances. 

• Parents: If you are a parent of an un-emancipated minor, and are acting as the minor’s personal 
representative, I may disclose health information about your child to you under certain 
circumstances.  For example, I am legally required to obtain your consent as your child’s personal 
representative in order for your child to receive care from me.  In some circumstances, I may not 
disclose health information about an un-emancipated minor to you.  For example, if your child is 
legally authorized to consent to treatment (without separate consent from you), consents to such 
treatment, and does not request that you be treated as his or her personal representative, I may not 
disclose your child’s PHI to you without your child’s written authorization. 

• Personal Representative: If you are an adult or emancipated minor, I may disclose your PHI to a 
personal representative authorized to act on your behalf in making decisions about your health 
care. 

• Public Safety: Consistent with my legal and ethical obligations, I may disclose your PHI based on 
a good faith determination that such disclosure is necessary to prevent a serious and imminent 
threat to the health or safety of a person or the public. 

• Required by Law: I may be required by Federal, State, or Local law to disclose your PHI. 
 
Patient Rights 



                                                  

                                               

You have certain rights with respect to your PHI. 
  

• Requesting Restrictions: You may ask me to limit my use or disclosure of your PHI.  I am not 
required to agree to your request, but if I agree to it, I will abide by your request except as 
required by law, in emergencies, or when the information is necessary to treat you.  Your request 
must: 1) be in writing; 2) describe the information that you want restricted; 3) state if the 
restriction is limited to my use or disclosure; and 4) state to whom the restriction applies. 

• Confidential Communications: You may ask that I communicate with you in a particular way, or 
at a certain location, to maintain your confidentiality.  Your request must be in writing and must 
tell me how you intend to satisfy your financial responsibility and specify an alternate way that I 
can contact you confidentially.  You do not have to give a reason for your request. 

• Inspect and Copy: You may request to review, or to receive a copy of your PHI that is maintained 
in my files.  If I am unable to satisfy your request, I will tell you in writing the reason for the 
denial and your right, if any, to request a review of the decision.  I may charge you a fee for this 
service. 

• Amendment: You may ask me to amend your health information if you believe that it is incorrect 
or incomplete.  Your request must be in writing and must include a reason to support the 
amendment.   

 
 
• Your request may be denied if I believe that the information is complete and accurate, if the 

information is not part of the medical information that you would be permitted to inspect or copy, 
or if I did not create the information.   

• Accounting of Disclosure:  Under federal law, you may request a list of disclosures that I have 
made of your medical information over the previous six (6) years.  This right applies to 
disclosures other than treatment, payment, or healthcare operations as described in this Notice of 
Privacy Practices.  Your first request within a 12-month period is free, but I may charge for 
additional lists within the same 12-month period. 

• Paper Copy of This Notice: You are entitled to receive a paper copy of my Notice of Privacy 
Practices by using the contact information supplied on the first page. 

 
 

• File a Complaint: If you believe that I have violated your privacy rights, you may file a complaint 
directly with me using the contact information on the first page.  You may also file a complaint 
with the Secretary of the Department of Health and human Services.  You will not be penalized 
for complaining. 

• Provide an Authorization for Other Uses and Disclosures: I will not disclose your PHI for any 
reason except those described in this Notice, unless you provide me with a written authorization 
to do so.  I may request such an authorization to use or disclose your PHI for any purpose, but 
you are not required to give me such an authorization as a condition of your treatment.  Any 
written authorization from you may be revoked by you in writing at any time, but such revocation 
will not affect any prior authorized uses or disclosures. 

  
	



                                                  

                                               

	
______________________________________	
Parent	or	Legal	Guardian	Signature	
	
	
	
	
______________________________________	
Physician	Signature	

 
 
 
                                   
 
 


