
 
Dr. Eliot Kaplan    Mill Valley Optometry     HIPAA Notice of Privacy Practices 

 

         Effective Date: __________ 

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. 

 If you have any questions about this notice, please contact Dr.Eliot Kaplan.   

OUR OBLIGATIONS: We are required by law to:  

• Maintain the privacy of protected health information   

• Give you this notice of our legal duties and privacy practices regarding health 
information about you 

• Follow the terms of our notice that is currently in effect 

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION: 

The following describes the ways we may use and disclose health information that identifies you 
(“Health Information”).  Except for the purposes described below, we will use and disclose Health 
Information only with your written permission.  You may revoke such permission at any time by writing 
to our practice Privacy Officer.    

For Treatment.  We may use and disclose Health Information for your treatment and to provide you 
with treatment-related health care services.  For example, we may disclose Health Information to 
doctors, nurses, technicians, or other personnel, including people outside our office, who are involved 
in your medical care and need the information to provide you with medical care.   

For Payment.  We may use and disclose Health Information so that we or others may bill and receive 
payment from you, an insurance company or a third party for the treatment and services you 
received.  For example, we may give your health plan information about you so that they will pay for 
your treatment.   

Appointment Reminders, Recalls ,Treatment Alternatives and Health Related Benefits and 
Services.  We may use and disclose Health Information to contact you to remind you that you have 
an appointment with us.  We also may use and disclose Health Information to tell you about treatment 
alternatives or health-related benefits and services that may be of interest to you.   

Individuals Involved in Your Care or Payment for Your Care.  When appropriate, we may share 
Health Information with a person who is involved in your medical care or payment for your care, such 
as your family or a close friend.  

 

 

 

 



 

SPECIAL SITUATIONS: 

As Required by Law.   

Individuals Involved in Your Care or Payment for Your Care.  

YOUR WRITTEN AUTHORIZATION IS REQUIRED FOR OTHER USES AND DISCLOSURES 

YOUR RIGHTS: 

You have the following rights regarding Health Information we have about you: 

Right to Inspect and Copy.  You have a right to inspect and copy Health Information that may be 
used to make decisions about your care.  We may deny your request in certain limited circumstances.  
If we do deny your request, you have the right to have the denial reviewed by a licensed healthcare 
professional who was not directly involved in the denial of your request, and we will comply with the 
outcome of the review. 

Right to a Copy of Medical Right to Amend.  If you feel that Health Information we have is incorrect 
or incomplete, you may ask us to amend the information.  

Right to Request Restrictions.  You have the right to request a restriction or limitation on the Health 
Information we use or disclose for treatment, payment, or health care operations.  You also have the 
right to request a limit on the Health Information we disclose to someone involved in your care or the 
payment for your care, like a family member or friend 

Out-of-Pocket-Payments.  If you paid out-of-pocket (or in other words, you have requested that we 
not bill your health plan) in full for a specific item or service, you have the right to ask that your 
Protected Health Information with respect to that item or service not be disclosed to a health plan for 
purposes of payment or health care operations, and we will honor that request. 

Right to Request Confidential Communications.  You have the right to request that we 
communicate with you about medical matters in a certain way or at a certain location.  For example, 
you can ask that we only contact you by mail or at work.  To request confidential communications, 
you must make your request, in writing, to Dr. Eliot Kaplan.  Your request must specify how or where 
you wish to be contacted.  We will accommodate reasonable requests.  

Right to a Paper Copy of This Notice.  

 

Name Print ___________________________   

Signature  ____________________________ 

 

 

 


