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HIPPA - Page 2

YorJ have thg doht tq ,reguest a restricfion of vour oroteqted heilth infonna$oq. This means you may ask us not
to us6 or disclose any part of your protected health inficrmation for the purposes of treatment, payment or healthcare
operations. You may also request that any part of your protected heafth information not be disclosed to family membere
or friends who rnay be involved in your care oflor for notification purposes as described in this Notice of Privacy
Practims. Your request must state the specific restric{ion requested and to whom you want the restriction to apply.

Your physician is not required to agree to a restriction that you may request. lf physician believes it is in your best
interest to permit use and disclosure of your protected health information, your protected heatth information will not be
restricted. You then have the right to use another Healthcare Professional.

You haw the rioht fo lgguesj to.receive confidentla! pomFu[ic?tong from qs bv al,tematlve qe,ane gr,ilt an
altefnq$ve locAlion. Yoq ha\rs_thg rioht,to,obqin ? paoer copv of thjs n upon request, wen if you
have agreed to accept this notice altematively, i.e., electronically.

You mav have the risht to have your phvsician amend vour orotected health information. lf we deny your request
for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuftal to your
staternenl and will provide you with a copy of any sucfr rebuttal.

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have the
right to object or withdraw as provided in this notice.

9omplaints
You may complain to us or to the Secretary of Health and Human eervices if you believe your privacy rights have been
violated by us. You may file a camplaint with us by notifying our privacy contac{ of your complaint. li/e wilt no! retaliate
against vou for filino F comolaint.

Thie notic€ was published and becomes effective on/or before April 14, 2003.

We are requlred by law to maintain the pdvacy of, and provide individuals with, this notice of our legal duties and privacy
practices with respect to protected health information. lf you have any objections to this form, please ask to speak with
our HIPPA Compliance Offioer in person or by phone.

Signature below is only acltnowledgement that you have received this Notice of our Privacy Practices:

Print Name:

Signaturc / Date:
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MAR TE ATS C EIROPRAC TI C AND AC UP UATC TURE C E NTE R
7511 Lemont Road Suite 150

Darien.IL 60561
(630) 985-77A0

CANCELL,{TION & RE.SCIMDULING POLICY

We understand that there are times when you will need to cancel and/or re-sehedule vour
appointment. We are pleased to accommodate your needs.

It is ot'lf,olicy, however, that ail caneellations and/or re-scheduling be dcne at least24
hows prior to the date of your appointment.

A fee of '$50.00 wili be charged if your cancellation/re-scheduling is not done 24 hours
prior to the date of your appointment.

Thank you for your understanding.

Please sign here indicating that you understand and accept this policy:

Date:

7511 Lemont Road - Suite 150 Darien, IL 6A5fi P:630-985-7700 F: 630-9g5-Tg00
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