Notice of

Privacy Practices

JOINT NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL
INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN ACCESS THIS
INFORMATION.

PLEASE REVIEW IT CAREFULLY

member of St. Joseph Health
System and Covenant Health System we, m_oj
with other affiliated members of St. Joseph Health
System and Covenant Health System, participate
in the St. Joseph Health and Covenant Health
Organized Health Care Arrangement (OHCA) in.
order to share medical information to manage joint
operational activities. A list of the OHCA's affiliated
members, also known as care partners (“Care
Partners”), is available at http: .stihs.or
i . A paper copy is also avallable
upon request. The privacy practices in this notice
will be followed by: ) .
+  Care Partners of the OHCA (i.e., hospitals,
skilled nursing facilities, community clinics and
hysician mac%mw.. ’
+ Physicians and allied health professionals
having staff privileges participating in the
OHCA, in connection with hospital-based
episodes of care (i.e. medical staff at hospitals).
« Al departments and units of a Care Partner
participating in the OHCA. )
+  Any member of a volunteer group thatis
m < %»._N& by a Care Partner participating in the
+ Allemployees, staff and other personnel of a
Care Parfner participating in the OHCA.
« Any business associate of a Care Partner with
whom members of the OHCA share medical
information.
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OUR RESPONSIBILITY

VEDICAL INFORMA ) ]

We understand that medical information about you is

personal. We are committed to protecting the privacy

of your medical information. In order to SSH% with
certain legal requirements, we are required to:

* Keep %oﬁ medical information private.

*Provide you with a copy of this notice.

* Follow the terms of this notice.

* Notify you if we are unable to agree to a restriction
that you have requested.

* Accommodate your reasonable requests to
communicate your medical information by
alternative means or at alternative locations.

* Notify you following a breach of your unsecured
medical information, as required by law.

HOW W\ - =
NFORMATION ABOU
We may disclose information when you request us to
wﬂ mo. but we may require you make the request in
ng.

. «.%B_ We may use and disclose medical

i jon about you for your treatment. For

example, a doctor ,.amﬁ_zm you for a broken leg

may need to know if you have diabetes because

diabetes may slow the :8_3_ process. We may

also disclose medical information about you to

wmohm. places and entities beyond our Care

artners who may be involved in your medical

care after you leave our facility. For example, we

may give your physician access to your medical

information to assist your physician in treating you.
° : We may use and disclose medica
information about you to obtain payment. For
example, we may give your health plan information
about a surgery you received so your health plan
will pay us or reimburse you for that surgery.
Health Care Operations: We may use and disclose
ation about you to support our health
care operations. For example, we may use medical
information to review our treatment and services
ﬂa evaluate the performance of our staff in caring

I you.

ROV WILL W
DISCLOSED
« Appointment Reminders: We may use your
edical information to contact you to remind you of
scheduled appointments.
reatment Aiternatives: may use ana aisclose
{i We d discl
iedical information about you to tell you about
or recommend womm_c_m treatment options or
alternatives that may be of interest to you.

:We ma
isclose your medical information to tell you
about our health-related products or services thal
may be of interest to you.
Fundraising Activities: We may use your medical
information to contact you to solicit support
for certain ea_,m_m_:ﬂma_éam related to our
operations. You will have an opportunity to opt-
out of receiving such communications.
ospital Directory: Unless you tell us otherwise,
we will list your name, location in the facility, general
condition, and religious affiliation in a hospita
directory, if applicable. This information may be
provided to members of the o_m_,ﬂ and, except for
religious affiliation, to other people who ask for you
by name, including members of the media. If you
would like to opt-out of being in the hospital
directory, please notify the admission staff.

i Friends: We may release medical
information about you to a family member, friend, or
any other person involved in your medical care. We
may also w?m information to those you identify as
responsible for payment of your care.

Health ion : We may participate

in one or more health information exchanges

(HIEs) and may electronically share your medical

information for treatment, payment and health

care operations purposes with other participants

in the HIEs. HIEs allow your health care providers

to efficiently access and use medical information

necessary for your treatment and other lawful
urposes. The inclusion of «o:.. medical
nformation in an HIE is voluntary and ucc__oﬂ

to mw:w._.%s. to oﬂ.o:. if you receive services

in the State of California. If you do not opt-

out of this exchange of information, we ma

provide your medical information in accordance

with applicable law to the HIEs in which we

participate. More information on any HIE in which

we participate and how you can exercise your right

to opt-out can be found at: hitp://www.stjhs

HIE or ht S€

oll-free at (844

may call us 34 E
e States of Texas or New

ou receive services in fi
Mexico, we will not include your medical information
in an HIE unless you specifically consent to us doing
so. If you opt-out, or do not consent to participatin
in the HIEs if you receive services in the States o
Texas or New Mexico, we will continue to use your
medical information in accordance with this notice
and applicable law, but will not make it available to
others through the HIE.



We ﬁw«_cwm or disclose medical information about
you without your prior authorization for several other
reasons. Subject to certain requirements, we may give
out medical information about you without your prior
authorization for the following purposes:

« Research: We may use and disclose medical
_=m§m=o= about you for research purposes. All
research projects are subject to a special approval

rocess through an <m%u_.ov=ma committee.

w: We may disclose medical
information when required by law, such as in
response to a request from law enforcement in
specific circumstances or in response to valid
udicial or administrative orders. i
lic Health: We may disclose your medical
information for public health activities. These
disclosures generally include the following:

+ to public health authorities to prevent or control
disease, injury, or disability;

+ to public health m_mmzo,mm. or other authorized
entities, as permitted by state law, that
maintain registries of certain information,
such as immunization am._,mamm. for purposes
of conducting public health surveillance,
public health investigations, and public health
interventions;

+ to report births and deaths; .

+ to report the abuse or neglect of children, elders,
and dependent adults;

+ o notify you of recalls of products you may be
using;

+ to 3%5 a person who may have been exposed
to a disease or may be at risk for contracting or
spreading a disease or condition; )

* to notify the appropriate government authority if

we believe a competent adult patient has been

the victim of abuse, neglect, or domestic violence |

(we will only make this disclosure if you agree or
when required by law).
0 Avert a oerio gat to reaith or sarety:
We may use and disclose medical information about
«%c when necessary to prevent a serious threat

ur health and safety or the health and safety
of the public or another person. Any disclosure,
however, would only be to someone able to help
revent the threat.

: We may disclose medical

information about you to law enforcement officials

upon their request:

* in response to a court order, subpoena, warrant,
investigative demand, or other similar process;

+ to help identify or locate a suspect, fugitive,
material witness, or missing person;

+ about the victim of a crime if, under certain

iy

limited circumstances, we are unable to obtain
the victim’s agreement;

+ about a death we believe may be the result of
criminal conduct;

+ about criminal conduct occurring on our
premises;

* In emergency circumstances to report a crime,
the location of the crime or victims, or the identity,
description, or location of the person who
committed the crime.

Hea rsight: We may disclose your medical

information fo health oversight agencies for

purposes of legally authorized health oversight
activities, such as audits and investigations
necessary for oversight of the health care system
and government benefit programs.

m__m m%mg ,Bmmmﬁmmu here are some services

wa. rough contracts that we have with

usiness associates. For mxma_.w_m St. Joseph

Health System and Covenant ealth System are

business associates of the OHCA, and we may

rovide your medical information to either in order
0 coordinate your care and for purposes of health
care operations. A company who bills insurance
companies on our behalf is also our business
associate, and we may provide your medical
information to such a company so the company can
help us obtain payment for the health care services
we provide. To protect your medical information we
uire our business associates to appropriately

wo%wncma your information through a written

%amama. .

%” We may use or disclose your

in tion to notify or assist in notifying a family
member, personal representative, or another person
responsible for your care, of your location an

eneral condition.

: We may disclose
to funeral directors, coroners or medical examiners
consistent with applicable law in order for them to
carry out their duties. )
i i s: If you are involved in
a lawsuit or dispute, we may disclose medical
information about you in response to a court or
administrative order. We may also disclose medical
information about you in response to a subpoena,
discovery request, or other lawful process by
someone else involved in the dispute, but only
if efforts have been made to tell you about the
uest (which may include written notice to you)
or to obtain an order protecting the information
requested.

|

n: Consistent with
app! aw, we may disclose medical information
to organ procurement organizations or other entities
for the purpose of tissue donation and transplant.
%“ If you are a member

of the a s, we may release medical
information about you as required by military
command authorities. We may also release medical
information about foreign military personnel to the

ropriate foreign military authority.
fm‘mﬁ%ﬁmﬁ We may release medical
about you to authorized federal officials

in

for intelligence, counterintell , and other

national security activities authorized b ws&&

Muitiaisc Pers : Ns.

disclose medical information to a multidisciplinary
rsonnel team relevant to the protection,

ﬂ_ﬂsssao:_ management or treatment of (i) an
abused child and the child's parents, or (ji) elder
abuse and neglect.

refative to reporting adverse events.

%EB“ We may disclose
information necessary to comply with laws

relating to workers' compensation or other similar

rograms established by law.

a col
information necessary for your health and the health
and mmae of other individuals to the institution or its
agents,

ticipate in an Organized are
wwa_daaoa (OHCA), as described in the
umn_:a_..m%ﬁ this notice, with certain other health
care providers and may share medical information
with such other providers as necessary to carry out
treatment, payment and health care operations.

For essuﬁ your medical information may be
shared across the OHCA in order to assess quality,
effectiveness and cost of care.

Special Categories of Informat :J_& some -
circumstances, your medical information may
subject to _.mmi%o:m that may limit or preclude
some uses or disclosures described in this notice.
For example, there are special restrictions on
the use or disclosure of certain types of medical
information %m.m.. HIV test results, mental health
records, and alcohol and substance abuse
treatment records). Government health benefit

rams, may also limit the disclosure of

neficiary information for purposes unrelated to the

program and the care provided to the beneficiary.

: Should you be an inmate
onal institution, we may disclose medical

Z



n any other situation not covered by this notice, we
will ask you for your written authorization before using
or disclosing medical information about you. Specific
examples of uses and disclosures requiring ow.oE
authorization include: (i) most uses and disclosures of
psychotherapy notes (private notes of a mental health
professional kept separately from a medical record); Ms
subject to limited exceptions, uses and disclosures o

our medical information for marketing purposes; and
N.___ disclosures that constitute the sale of your medical
information. If you authorize us to use or disclose
your medical information, you can later revoke that
authorization by =o~_ﬂum us in writing of your decision,
except to the extent that we have taken action in
reliance on your authorization.

OUR RIC RE
INFORMATION ABOUT YOU
You have the following rights regarding medical
information we maintain about you:

+ To request in writing* a restriction on certain uses
or disclosures of your medical information for
treatment, payment or health care operations (e.g.,
a restriction on who may access your medical
information). Although we will consider your request,
we are not legally required to agree to a requested
restriction, except we must agree to your written
request that we restrict a disclosure of information
to a health plan if the information relates solely to
an item or service for which you have paid out of
pocket in full. We are required to abide by such a
request, unless we are required by law to make the
disclosure. It is your responsibility to notify any other

viders about this restriction.

+ To obtain a paper copy of this notice upon request,
even if you have agreed to receive this notice
electronically, by contacting the Admitting or
Registration Department.

+ To inspect and obtain a Su« of your medical
information, in most cases. If you request a
copy (paper or electronic), we may charge you a
reasonable, cost- based fee.

+ To request in writing* an amendment to your records

if you believe the information in your record is

incorrect or important information is missing. We
could deny your request to amend a record if the
information was not created by us, is not maintained

w« us, or if we determine the record is accurate.

If you receive services in the State of California,

you may appeal, in writing, a decision by us not to

amend your record. Even if we deny your request

for amendment, you have the right to submit a

written addendum with respect to any item or
statement in your record you believe is incomplete
or incorrect. .

+ To obtain an accounting of disclosures stating
who and where your medical information has
been disclosed for purposes other than treatment,
nm<3ma_ health care operations or where you

specifically authorized a use or disclosure in the
past six RMwmma. The request must be in writing*
and state the time period desired for the accounting.

After the first request, there may be a o:mﬁw for
m&w%:m_ requests made within a twelve (
riod.
* To request that medical information about you be
communicated to you in a certain way or at a certain
location. For example, m<.oc can ask that we only
contact you at work or by mail.

*All written requests or appeals should be submitted to
the applicable Privacy

cer listed below.

t fo change this notice at any time.
We have the right to make the revised notice effective
for any medical information we already have as well as
any information we receive in the future. If we make a
material change to this notice, we will post the revised
notice at our location where you receive services and
on our website and make the revised notice available
upon request.

mbsﬂb_zqm
u have any questions or would like additional

523&_8_o;<o:$__m<m<o=€a<mo< _._mﬁm :m<o
been violated, you can contact the Privacy Officer:

Roxie Winn 806-725-1307

<o: am_«_m_mo =_mm83v_m.5§=3:mc.m..om=3ma
of Health and Human Services Office of Civil Rights,
200 Independence Avenue, S. W., Washington, DC
20201. Filing a complaint will not negatively affect the
treatment or coverage that you receive.

Effective Date: 2014
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