NOTICE OF PRIVACY PRACTICES

DOCERE: NATUROPATHIC WELLNESS AND SAMANTHA LE VINE, ND

This notice describes how medical information about you may be used and disclosed, and how you can access this information.  Please review carefully.
USES and DISCLOSURES
Treatment:  Your health information may be used by Dr. LeVine or disclosed to other healthcare providers for the purpose of evaluating your health, diagnosing medical conditions, and providing treatment.
Payment:  Your health information may be used to seek payment from your health plan or other third party payors.  For example, your health plan may request and receive information of dates of service, the services provided, and the medical condition being treated.
Healthcare Operations:  Your health information may be used as necessary to support day to day activities and management of Docere: Naturopathic Wellness.  For example, information on the services you received may be used to support budgeting and financial reporting, and activities to evaluate and promote quality.
Law Enforcement:  Your health care information may be disclosed to law enforcement agencies to support government audits and inspections, to facilitate law enforcement investigations, and to comply with government mandated reporting.
Public Healthcare Reporting:  Your health information may be disclosed to public health agencies as required by law.  For example, we are required to report certain communicable diseases to the state public health department.
All other uses and disclosures require your authorization.
ADDITIONAL USES
Appointment Reminders:  Your health information may be used to send you appointment reminders.

Information on Treatment:  Your health information may be used to send you additional information on the treatment and management of your medical condition.  We may also send you information on other health-related products that we believe may interest you.

YOUR RIGHTS UNDER THE FEDERAL PRIVACY STANDARD INCLUDE
· The right to request restrictions on the use and disclosure of your health information

· The right to receive confidential communications regarding your medical condition and treatment
· The right to inspect and copy your health information

· The right to amend or submit corrections to your protected health information

· The right to receive an accounting of how and to whom your protected health information has been disclosed

· The right to receive a copy of this notice

OVER

NOTICE OF PRIVACY PRACTICES (cont.)

DOCERE: NATUROPATHIC WELLNESS AND SAMANTHA LE VINE, ND

REQUESTS TO INSPECT PROTECTED HEALTH INFORMATION
You may generally inspect and copy the health information records we maintain under your name.  As permitted by federal standards, we require that requests be submitted in writing.  Your request will be reviewed and will generally be approved unless there are legal or medical reasons to deny the request.

RIGHT TO REVISE PRIVACY PRACTICES
As permitted by law, we reserve the right to amend or modify our privacy policies and practices.  These changes may be required by changes in federal and state laws and regulations.  Upon request, we will provide you with the most recently revised notice on any office visit.  The revised policies and practices will be applied to all protected health information we maintain. 
COMPLAINTS

If you would like to submit a comment or complaint regarding our privacy policies and practices, or believe your privacy rights have been violated, you may do so by sending a letter outlining your concerns to:  
Samantha LeVine, ND
Docere: Naturopathic Wellness
2256 N. Albina St.  Suite 179

Portland, OR  97227

If you have any questions about this notice, please contact Samantha LeVine, ND.

This notice is effective May 2003.
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
I have received and reviewed a copy of the notice of privacy practices for Docere: Naturopathic Wellness, the office of Dr. Samantha LeVine.
___________________________________                             __________________

Name of Patient                                                                            Date

___________________________________

Signature of Patient or Patient Representative






