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CORPORATE COMPLIANCE/HIPAA 
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70 OVEROCKER ROAD

POUGHKEEPSIE, NEW YORK 12603

TEL:  845-485-9803

FAX: 845-473-1270

NOTICE OF PRIVACY PRACTICES

PRIVACY ACKNOWLEDGEMENT

Name of Consumer:______________________

Date sent:________________

Participating Program:____________________

Our notice of Privacy Practices provides information about how we may use and disclose protected health information about you. You have the right to review our notice before signing this acknowledgement. As provided in our notice, the terms of our notice may change. If we change our notice, you may obtain a revised copy by calling 845-485-9803. 
By signing below, I acknowledge that I have been provided a copy of the REHAB Programs, Inc., Notice of Privacy Practices and have therefore been advised of how medical information about me may be used and disclosed by REHAB Programs, Inc. and how I may obtain access to this information.
Consumer signature: ________________________

Date:  ___________________

Parent/Legal Guardian/

Personal Representative ______________________
Date:  ___________________
Print consumer’s name: ___________________________________________________
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REHAB PROGRAMS, INC.

70 OVEROCKER ROAD

POUGHKEEPSIE, NEW YORK 12603

TEL:  845-485-9803

FAX: 845-473-1270

APPROPRIATE CONDUCT OF EMPLOYEES & VOLUNTEERS
1)
Staff* shall not engage in any activity that constitutes abuse of any kind toward any individual**.
2)
There shall be no discrimination toward any individual for any reason, including race, religion, HIV status, national origin, creed, sexual orientation, gender, ethnic background, marital status, developmental disability, age or other handicap.

3)
Staff shall not distribute, sell, possess, purchase or consume illegal substances or alcohol while at the work place or while performing in a work-related capacity. Staff shall not come to work, or work, if their ability to perform their job is impaired due to the use of alcohol, a controlled substance, an illegal substance, or prescribed medication or health related concern as noted by dept. nurse or supervisor.

4)
Staff shall follow all safety standards including universal precautions.

5)
Participants shall not carry out the duties of staff unless such tasks are described in the participant's plan of services for the purpose of increasing skills.

6)
No firearms or other weapons may be stored or brought to any facility or grounds of this agency.  

7)
Staff shall model appropriate and acceptable behavior.

8)  
Staff shall follow Corporate Compliance Standards including maintaining accurate documentation for both participant and personnel records. (i.e. progress notes, trip sheets, home visits, time sheets, injury forms, etc.)

9)
Staff shall treat ALL information as confidential and utilize such information in a professional manner at all times as required by New York State and Federal Laws and Regulations.

10)
Participant-Staff Relations: Staff should strive to keep relations on a level that is above question of any kind.  The guidelines are as follows:


a.
There shall be no personal financial transaction between staff and a participant which may be construed as exploitation or result in greater benefit to the employee or volunteer than the participant. This includes accepting gifts of obvious significant value and lending or borrowing money under most normal circumstances.


b.
Family contact should be in the context of business and during a business day.


c.
Staff should not include participants as guests in their home or take them on personal outings unless approved by their program director.


d.
During conversations and treatment, discretion should be exercised in sharing the details of staff private life.

e. Sexual Contact of a participant by staff is prohibited. Contact for hygiene, weather or


medical incidents permitted only.  (see sexual harassment policy).


f.
Dating participants in not appropriate at any time or under any circumstance.


g.       Staff who are assigned, through their job description, the duties and responsibilities of                 counseling are the only authorized persons to carry out this function.

11.
Adheres to agency Code of Legal and Ethical Behavior which requires all employees, consultants, board members, volunteers, and affiliates to perform their responsibilities according to ethical and legal standards with honesty, integrity, fairness, good faith, and respect for others and the law.

In addition to the regulations listed above, other rules of staff conduct must be maintained in order for employees to work efficiently and amicably together in an organization such as REHAB Programs, Inc. Those regulations are summarized below and further addressed in the Collective Bargaining Agreement.  If you do not observe these rules, you will be subject to disciplinary measures, including possible termination.

Violations of these rules include: 

Habitual absenteeism or lateness.

Failure to properly notify your supervisor when late or absent.

Failure to perform assigned duties as directed.

Insubordinate, unlawful or disorderly conduct.

Verbal or physical altercations with other individuals.

Destruction, theft or misappropriation of agency property.

These guidelines are not meant to restrict day-to-day relationships.  They are general guidelines of behavior in the course of your job performance.  If any questions should arise, please discuss the situation with your program director.

I have been advised and received a copy of the above.

_______________________________
__________


___________________

Signature of Employee/Volunteer





DATE

_________________________________________

Print Name

* Staff:
employee, volunteer, consultant, etc.

** Individual:
participant, employee, volunteer, consultant, etc.
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REHAB PROGRAMS, INC.

70 OVEROCKER ROAD

POUGHKEEPSIE, NEW YORK 12603

TEL:  845-485-9803

FAX: 845-473-5234

AUTHORIZATION TO RELEASE INFORMATION

(To be used when REHAB Programs, Inc. requests information from an 

outside agency and no release form is available)

Name of person whose information is to be released:___________________________________

Because we understand that information about you and your health is personal, we are committed to protecting the privacy of that information. Therefore, we must obtain your special authorization before we may use or disclose your protected health information for the purposes described below.  This form provides that authorization and helps us make sure that you are properly informed of how this information will be used or disclosed.  Please read the information below carefully before signing this form.

I, the undersigned, hereby authorize the following person/entity to disclose the health information identified below to REHAB Programs, Inc. 

Print name, address, and telephone number of the person/agency to release  the information: 

__________________________________________________________________________________

__________________________________________________________________________________

Information to be released (please describe in as much detail as possible): 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

This protected health information is being used or disclosed for the following purposes: ___________

__________________________________________________________________________________

This authorization shall be in force and effective until:    

_____Specific date or event:_____________________________________   

_____One year from signature below

By signing this form, I authorize the use or disclosure of my protected health information as described above.  This information may be redisclosed if the recipient(s) described on this form is not required by law to protect the privacy of the information, and in that event, such information may no longer be protected by the federal HIPAA regulations.

For information to be disclosed from HIV/AIDS related records a separate consent (form DOH-2557) is required. 

I understand that I have the right to revoke this authorization, in writing, at any time, (except to the extent that REHAB Programs, Inc. has already taken action based upon my authorization) by sending such written notification to the Privacy Officer at REHAB Programs, Inc., 70 Overocker Rd., Poughkeepsie NY 12603.  

I understand that I have the right to inspect or copy the protected health information to be used or disclosed as permitted under federal law. 

Further, I understand that I have the right to refuse to sign this authorization. 

I have read this form and all of my questions about this form have been answered. By signing below, I acknowledge that I have read and accept all of the above.

__________________________________________________________________________________

Signature of Client/Legal Guardian or Personal Representative


Date

__________________________________________________________________________________

Print Name of Client/Legal Guardian or Personal Representative

__________________________________________________________________________________

Address and Telephone number or Client/Legal Guardian or Personal Representative

__________________________________________________________________________________

Description of Personal Representative’s Authority.

THE CONSUMER OR HIS/HER PERSONAL REPRESENTATIVE WILL BE 

PROVIDED WITH A COPY OF THIS FORM AFTER IT HAS BEEN SIGNED.
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REHAB PROGRAMS, INC.

70 OVEROCKER ROAD

POUGHKEEPSIE, NEW YORK 12603

TEL:  845-485-9803

FAX: 845-485-5234

AUTHORIZATION TO RELEASE INFORMATION

(To be used when an outside agency requests information from REHAB Programs, Inc.)

Name of person whose information is to be released:_______________________________________

Program person is/was enrolled in:  _____________________________________________________

Because we understand that information about you and your health is personal, we are committed to protecting the privacy of that information. Therefore, we must obtain your special authorization before we may use or disclose your protected health information for the purposes described below.  This form provides that authorization and helps us make sure that you are properly informed of how this information will be used or disclosed.  Please read the information below carefully before signing this form.

I, the undersigned, hereby authorize REHAB Programs, Inc. or its agent thereof, to disclose the health information identified below to the following individual or entity:

Print name, address, and telephone number of the person/agency to receive the information: 

__________________________________________________________________________________

__________________________________________________________________________________

Information to be released (please describe in as much detail as possible): 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

This protected health information is being used or disclosed for the following purposes: ___________

__________________________________________________________________________________

This authorization shall be in force and effective until:    

_____Specific date or event:_________________________________________   

_____One year from signature below

By signing this form, I authorize the use or disclosure of my protected health information as described above.  This information may be redisclosed if the recipient(s) described on this form is not required by law to protect the privacy of the information, and in that event, such information may no longer be protected by the federal HIPAA regulations.

For information to be disclosed from HIV/AIDS related records REHAB will require a separate consent (form DOH-2557).

I understand that I have the right to revoke this authorization, in writing, at any time, (except to the extent that REHAB Programs, Inc. has already taken action based upon my authorization) by sending such written notification to the Privacy Officer at REHAB Programs, Inc., 70 Overocker Rd., Poughkeepsie NY 12603.  

I understand that I have the right to inspect or copy the protected health information to be used or disclosed as permitted under federal law. 

Further, I understand that I have the right to refuse to sign this authorization. 

I have read this form and all of my questions about this form have been answered. By signing below, I acknowledge that I have read and accept all of the above.

__________________________________________________________________________________

Signature of Client/Legal Guardian or Personal Representative


Date

__________________________________________________________________________________

Print Name of Client/Legal Guardian or Personal Representative

__________________________________________________________________________________

Address and Telephone number or Client/Legal Guardian or Personal Representative

__________________________________________________________________________________

Description of Personal Representative’s Authority.

THE CONSUMER OR HIS/HER PERSONAL REPRESENTATIVE WILL BE 

PROVIDED WITH A COPY OF THIS FORM AFTER IT HAS BEEN SIGNED.
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70 OVEROCKER ROAD

POUGHKEEPSIE, NEW YORK 12603

TEL:  845-485-9803

FAX: 845-473-5234

AUTHORIZATION TO RELEASE INFORMATION

(Employee/Third Party/Insurance)

Name of person whose information is to be released (employee): _______________________________

Because information about you and your health is personal, we are committed to protecting the privacy of that information. Therefore, we must obtain your special authorization before we may act as an intermediary to process or advocate on your behalf regarding any of the following accounts in your name:

____ Flexible Spending Account

____ Ing/Reliastar (term life insurance)

____ GHI




____ Life Ins purchased through Rehab)

____ MVP




____ Disability (short term)

____ Empire Health Choice


____ Disability (long term)

____ (Dental (Flexible Spending Systems)
____ Aflac

____ Workers Comp



____ Other (Specify:__________________)

REHAB Programs, Inc. is committed to processing protected health information in full compliance with HIPAA regulations.  Therefore, any information obtained from you for this express purpose will be shared only with those persons in positions required to process payment (in accordance with Treatment, Payment and Operations regulation). Your signature provides the necessary authorization and helps us make sure that you are properly informed of how this information will be used or disclosed.  Please read the information below carefully before signing this form.

I, the undersigned, hereby authorize REHAB Programs, Inc. to act as intermediary on my behalf in processing my account.  By signing this form, I authorize the use or disclosure of my protected health information as described above.  

This authorization shall be in force and effective until July 1, 2004     

I understand that I have the right to revoke this authorization, in writing, at any time, (except to the extent that REHAB Programs, Inc. has already taken action based upon my authorization) by sending such written notification to the Privacy Officer at REHAB Programs, Inc., 70 Overocker Rd., Poughkeepsie NY 12603.  

Further, I understand that I have the right to refuse to sign this authorization. 

I have read this form and all of my questions about this form have been answered. By signing below, I acknowledge that I have read and accept all of the above.

______________________________________________________________________________

Employee Signature









Date

PLEASE MAKE A COPY OF THIS FORM FOR

YOURSELF AFTER IT HAS BEEN SIGNED.

SEND ORIGINAL TO HUMAN RESOURCES DEPARTMENT
REHAB PROGRAMS, INC.

70 Overocker Road

Poughkeepsie NY 12601

CODE OF ETHICAL AND LEGAL BEHAVIOR

COMPLIANCE CERTIFICATION

1. I have been provided with and read REHAB Programs’ “Code of Ethical and Legal Behavior,” and understand the contents as they apply to my job.  If I have any questions or concerns about the meaning of this document as it applies to my job responsibilities, I understand I should consult one or more of the following:  my supervisor, the Corporate Compliance Officer, or the REHAB Programs Helpline (845) 485-9803 x 299.  I have retained a copy of these documents for my guidance.

2. I agree to comply with the Code of Ethical and Legal Behavior as it applies to my job responsibilities.

3. I am in complete compliance with the requirements of the Code of Ethical and Legal Behavior as it applies to my job responsibilities, with the following possible exceptions:*

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4. I have not been excluded from, or sanctioned by, any government health care benefits program, including but not limited to Medicare and Medicaid.

Name: ________________________________
Position:______________________

Program: ______________________________

Signature: _____________________________
Date:_________________________

*  You should include a statement concerning any personal business situation, conflict   of interest, or other matter which you believe is or may involve a violation of the Code.
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REHAB PROGRAMS, INC.

70 OVEROCKER ROAD

POUGHKEEPSIE, NEW YORK 12603

TEL:  845-485-9803

FAX: 845-473-1270

CONFIDENTIALITY AND NON-DISCLOSURE AGREEMENT

Agency information that may include, but is not limited to financial, patient identifiable, employee identifiable, intellectual property, financially non-public, contractual, of a competitive advantage nature, and from any source or in any form (i.e. paper, magnetic or optical media, conversations, film, etc.), may be considered confidential. (Information's confidentiality and integrity are to be preserved and its availability maintained). The value and sensitivity of information is protected by law and by the strict policies of REHAB Programs, Inc.  The intent of these laws and policies is to assure that confidential information will remain confidential, and be used only as a necessary to accomplish the organization's mission.

As a condition to receiving a computer USERID and PASSWORD and allowed access to a system, and/or being granted authorization to access any form of confidential information identified above, I, the undersigned, agree to comply with the following terms and conditions:

1. My USERID / PASSWORD is equivalent to my LEGAL SIGNATURE and I will not disclose this code to anyone or allow anyone to access the system using my USERID / PASSWORD. This does not apply to computer system administrators who often must use an employee’s USERID / PASSWORD to work in the system.  System administrators should show identification of their position

2. I am responsible and accountable for all entries made and all retrievals accessed under my USERID / PASSWORD, even if such action was made by me or by another due to my intentional or negligent act or omission. Any data available to me will be treated as confidential information. 

3. I will not attempt to learn or use another's USERID / PASSWORD. (This does not apply to computer system administrators who must know passwords to work in the system.)

4. I will not access any on-line computer system using a USERID / PASSWORD other than my own. 

5. I will not access or request any information for which I have no responsibility. In addition, I will not access any other confidential information, including personnel, billing or private information. 

6. If I have reason to believe that the confidentiality of my User USERID/ password has been compromised, I will immediately change my password.

7. I will not disclose any confidential information unless required to do so in the official capacity of my employment or contract. I also understand that I have no right or ownership interest in any confidential information.

8. I will not leave a secured computer application unattended while signed on.

9. I will comply with all policies and procedures and other rules of REHAB relating to confidentiality of information as well as those listed in the REHAB MIS Policies document, dated 11/19/03.

10. I understand that REHAB systems are to be used for REHAB business only and that my use of the system will be periodically monitored to ensure compliance with this agreement.

11.  I will not email confidential documents outside the agency (e.g., a confidential report can not be emailed to your AOL userid so you can work on the report at home).
12. I agree not to use the information in any way detrimental to the organization and will keep all such information confidential.

13. I will not disclose protected health information or other information that is considered proprietary, sensitive, or confidential unless there is a need to know basis.

14. I will limit distribution of confidential information to only parties with a legitimate need in performance of the organization’s mission.

15. I agree that disclosure of confidential information is prohibited indefinitely, even after termination of employment or business relationship, unless specifically waived in writing by the authorized party.

16. The conditions of this agreement shall survive the termination, expiration, or cancellation of this agreement.

I further understand that if I violate any of the above terms, I may be subject to disciplinary action, including discharge, loss of privileges, termination of contract, legal action for monetary damages or injunction, or both, or any other remedy available to REHAB Programs, Inc.

User's Name 





(Please Print)  
Date:


___

User's Signature ____



        ______________ Dept/Unit: 
_________
This form should be provided to any consumer requesting an accounting of disclosures.  Please make sure the name/address of the PERSON it should be returned to is included).
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REHAB PROGRAMS, INC.

70 OVEROCKER ROAD

POUGHKEEPSIE, NEW YORK 12603

TEL:  845-485-9803

FAX: 845-473-1270

CONSUMER REQUEST FOR ACCOUNTING OF DISCLOSURES

You have a right to request an “accounting of disclosures” which is a list that provides information about certain ways we have disclosed your health information to persons or organizations outside of the agency.  Please see our Notice of Privacy Practices for a more detailed description of your rights to request this accounting list and the process we follow once we have received your request.  If you would like to request an accounting of disclosures after reading the information in our Notice of Privacy Practices, please complete and return the form below.

CONSUMER INFORMATION

Name:

_________________________________________________ (Last, First, MI)

Address:
_________________________________________________ (Street, Apt)



_________________________________________________ (City, State, Zip)

Telephone:
_________________________________________________ (Daytime)



_________________________________________________ (Evening)

E-Mail:
____________________________________________

REQUEST FOR ACCOUNTING LIST

I would like an accounting of all disclosures during the following period of time:  

FROM :_____/_____/_____  
TO:  _____/_____/_____    

From  the following programs:

___ At Home Res Hab
___ DTP and Day Hab
___ Medical Rehab Clinic


___ Service Coordination
___ Article 16 Clinic

___  Work Training Center


___ Residential Services
___ Integrated Employment Services (IES)

Please note that we may not be able to include disclosures that were made before April 14, 2003 because we were not required to collect this disclosure information until after that date.

POSSIBLE FEES  You are entitled to one free accounting list every 12 months.  If you have already requested an accounting list within the last twelve months, we may charge a reasonable fee to cover the costs of producing any additional lists you are requesting on this form.  We will notify you before any fee is charged, so that you may decide whether to continue with your request, modify your request to reduce the fee, or withdraw your request and pay no fee.

CONSUMER UNDERSTANDING AND SIGNATURE  By signing below, I am requesting that REHAB Programs, Inc. provide me with the accounting list described above.  I understand that I will be contacted if any fee will be charged for providing this accounting list and that I will have an opportunity to modify or withdraw my request if I do not want to pay this fee.

	________________________________________

Signature of Consumer or Personal Representative

_________________________________________

Print Name of Consumer or Personal Representative

_________________________________________

Date

_________________________________________

Description of Personal Representative’s Authority


	SEND COMPLETED FORM TO:

[Program Director __________________

REHAB Programs, Inc

Street Address

City, State Zip Code]


	For  REHAB Programs, Inc. Use Only:

Date Received:   (MO/DY/YR)   ____/____/____           Date Request Was Fulfilled/Completed:  (MO/DY/YR)   ____/____/____

Fee Charged For Fulfilling This Request (if applicable):  $ _________

Name of Staff Member Processing This Request:   ___________________________________



[image: image8.png]I .

ﬁ\ \;}7/ FOR PEOPLE |

=\~=~ WITH DISABILITIES
L





REHABP ROGRAMS, INC.

70 OVEROCKER ROAD

POUGHKEEPSIE, NEW YORK 12603

TEL:  845-485-9803

FAX: 845-473-1270

NOTIFICATION OF DELAY FOR ACCOUNTING REQUEST

[Date]

Jane Doe

[Street Address 1]

[Street Address 2]

[City, State  Zip Code]

Re:
Request For Accounting List

Dear Ms. Doe:

This letter responds to your request for an accounting list, which we received from you on ________________________.  

We have been working hard to produce the accounting list you have requested.  We are usually able to provide these lists within 60 days.  However, due to unusual difficulties retrieving the information for the list that you have requested, we need an additional 30 days to fulfill your request.      We expect to have the list available for you no later than  _______________________.

Please contact the program director [insert appropriate address and phone #] if you have questions or concerns about this delay.

Cordially yours,

_______________________

(Program Director)
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REHAB PROGRAMS, INC.

70 OVEROCKER ROAD

POUGHKEEPSIE, NEW YORK 12603

TEL:  845-485-9803

FAX: 845-473-1270

NOTIFICATION OF FEE FOR ACCOUNTING OF DISCLOSURE

[Date]

Jane Doe

[Street Address 1]

[Street Address 2]

[City, State  Zip Code]

Re:
Request For Accounting List

Dear Ms. Doe:

This letter responds to your request for an accounting list, which we received from you on ________________________.  

You are entitled to one free accounting list every 12 months.  Our records indicate that you have already requested and received a free accounting list in the past 12 months.  That list was provided on _____________________.  If you ask us to proceed with your request for an additional accounting list, we will charge a fee of $ __________________ to recover the costs of providing the list.

We want you to know that you have the following options: 

· You may ask us to proceed with your request and pay the fee provided in this letter.

· You may modify your request for an accounting list and reduce the applicable fee. 

· You may withdraw your request and pay no fee.

Please contact the program director [insert appropriate address and phone #] to discuss your preferences and arrange for payment of any applicable fees.  If we do not hear from you within 60 days, we will assume that you have decided to withdraw your request.

Cordially yours,

__________________________________

(Program Director)
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REHAB PROGRAMS, INC.

70 OVEROCKER ROAD

POUGHKEEPSIE, NEW YORK 12603

TEL:  845-485-9803

FAX: 845-473-1270
CONSUMER REQUEST FOR AMENDMENT OF RECORDS
You have the right to request that we amend most information in our records that may be used to make decisions about you and your treatment for as long as we maintain the information in our records.  Please see our Notice of Privacy Practices for a more detailed description of your rights to request amendment of this information and the process we follow once we have received your request.  To request an amendment to your records, complete and return the following request form.

CONSUMER INFORMATION

Name:

_________________________________________________ (Last, First, MI)

Address:
_________________________________________________ (Street, Apt)



_________________________________________________ (City, State, Zip)

Telephone:
_________________________________________________ (Daytime)



_________________________________________________ (Evening)

E-Mail:
_________________________________________________

AMENDMENT REQUEST

Please answer the following questions.  You may attach a separate page if more space is needed.

What information would you like to amend? ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How do you believe the information should be amended?

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Why do you believe the information should be amended?  Your request may be denied if you do not provide a reason to support your request.  ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is this request being made because of an emergency or other urgent situation?  If so, please describe the nature of the emergency or urgency below and the date you need the information amended.  We cannot guarantee that we will meet your deadline, but we will do our very best to accommodate reasonable requests. 

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

CONSUMER UNDERSTANDING AND SIGNATURE

By signing below, I am requesting that REHAB Programs, Inc. amend my health information as I have explained above.

	Signature of Consumer or Personal Representative

Print Name of Consumer or Personal Representative

Description of Personal Representative’s Authority

Date  
___
	SEND COMPLETED FORM TO:

The Program Director or call

485-9803 for more info on where to send this form.


	For REHAB Programs, Inc. Use Only:                  Date Received:   ____/____/____

Disposition of Request:     ____  GRANTED  ____  DENIED   ____  PARTIALLY DENIED

Consumer  Notified  In  Writing  On  This  Date:      ____/____/____ 

Name of Staff member Processing This Request:   ___________________________________
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70 OVEROCKER ROAD

POUGHKEEPSIE, NEW YORK 12603

TEL:  845-485-9803

FAX: 845-473-1270

Sample letter indicating that REHAB cannot respond within 60 days

[Date]

Jane Doe

[Street Address 1]

[Street Address 2]

[City, State  Zip Code]

Re:
Request For Amendment Of Protected Health Information

Dear Ms. Doe:

This letter responds to your request that we amend your health information, which we received from you on ________________________.  We have been working hard to determine whether we can grant your request.  We are usually able to process requests for amendment of records within 60 days.  However, for the following reason, we need an additional 30 days to respond to your request.

· We are still working to access the information that you would like amended.

· We are still preparing the amendment you requested.

· We are working to verify whether the information is inaccurate and incomplete without the amendment you requested.

· We need more time because 

We expect to have a final answer for you no later than  ______________________.  If we need additional time, we will contact you again.  Please contact [insert name, address and phone number of responsible person or department] if you have questions or concerns about this delay.

Cordially yours,

___________________________

(Program Director)
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70 OVEROCKER ROAD

POUGHKEEPSIE, NEW YORK 12603

TEL:  845-485-9803

FAX: 845-473-1270

Sample letter agreeing to the request to amend PHI

[Date]

Jane Doe

[Street Address 1]

[Street Address 2]

[City, State  Zip Code]

Re:
Request To Amend Information

Dear Ms. Doe:

This letter responds to your request that we amend your health information, which we received from you on ________________________.  We agree to make the amendment that you have requested.  Your records will be updated accordingly.

If you agree, we will also notify other persons or organizations about this amendment that may rely on the original (un-amended) information they currently have in a way that may negatively affect you.  In addition, we will notify other persons or organizations that you identify that may have the original (un-amended) health information.

Please contact [insert name, address and phone number of responsible person or department] if you would like us to notify these other persons or organizations for you.  As always, we are committed to helping you assure that the information about you is kept accurate.  Thank you for your assistance and patience in helping us achieve this goal.

Cordially yours,

________________________

(Program Director)
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70 OVEROCKER ROAD

POUGHKEEPSIE, NEW YORK 12603

TEL:  845-485-9803

FAX: 845-473-1270

Sample letter denying the request for amendment of PHI

[Date]

Jane Doe

[Street Address 1]

[Street Address 2]

[City, State  Zip Code]

Re:
Denial of Request To Amend Information

Dear Ms. Doe:

This letter responds to your request that we amend your health information, which we received from you on ________________________.  For the reasons stated below, we are denying your request.

· Your request was not in writing.

· Your request did not explain why you believe we should make the amendment.

· The information you would like to have amended is not available in records that we use to make decisions about you or your treatment.

· The information you would like to have amended was not created by our agency.  You may wish to ask the person or organization that created the information for an amendment.

The information you requested cannot be amended because you are not entitled to inspect this information.  The reason you are not entitled to inspect the information is ________________________________________________________

· We believe that the information is accurate and complete without the amendment you have requested.

You have the right to submit a statement explaining your disagreement with our decision to deny the amendment you requested.  This statement must be in writing, and should be no longer than ______ pages (typed or written).  We will include your statement, or an accurate summary of it, any time we disclose to others the protected health information that you think should have been amended.  However, we reserve the right to prepare a response to your statement of disagreement (called a “rebuttal statement”), which we may also include when we make future disclosures of the information that you think should have been amended.  If you wish to exercise this right, please send your statement of disagreement to [insert name, address and phone number of responsible person or department].  If you do not submit a statement of disagreement, we will include only your amendment request, and this denial notice, in any future disclosures of the information which you think should have been amended.

We hope that you will understand the reason that we have denied the amendment you requested.  However, if you believe that we have improperly handled your request, you may file a complaint with us or with the Secretary of the Department of Health and Human Services.  To file a complaint with us, please contact [insert name, address and phone number of responsible person or department].  No one will retaliate or take action against you for filing a complaint.

Cordially yours,

______________________

(Program Director) 
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REHAB PROGRAMS, INC.

70 OVEROCKER ROAD

POUGHKEEPSIE, NEW YORK 12603

TEL:  845-485-9803

FAX: 845-473-1270
OPT-OUT FORM: FUNDRAISING

We have sent you materials to raise funds for REHAB Programs, Inc.   If you do not want to receive fundraising communications in the future, please complete the following form and return it to the address provided below.  After we receive this form, we will make every reasonable effort to ensure that you will not receive such communications  in the future.

CONSUMER INFORMATION

Name:

_________________________________________________ (Last, First, MI)

Address:
_________________________________________________ (Street, Apt)



_________________________________________________ (City, State, Zip)

Telephone:
_________________________________________________ (Daytime)



_________________________________________________ (Evening)

E-Mail:
_________________________________________________

OPT-OUT INFORMATION

Do you want to stop receiving ALL fundraising materials that benefit REHAB Programs, Inc.? 

(Check One)

Yes _____
No  _____ 

If you answered No above, please describe what types of materials you do not want to receive:

__________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What is the title of the fundraising material we sent you? (Optional)  ___________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is there a reason that you do not want to receive future fundraising communications? (Optional)  

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	_________________________________________

Signature of Consumer or Personal Representative

_________________________________________

Print Name of Consumer or Personal Representative

_________________________________________

Personal Representative’s Authority

_________________________________________

Date
	SEND COMPLETED FORM TO:

[INSERT INFORMATION RE: CONTACT PERSON OR DEPARTMENT

NAME OF AGENCY

STREET ADDRESS

CITY, STATE ZIP CODE]


	For REHAB Programs Inc. Use Only:

Date Received:   (MO/DY/YR)   ____/____/____

Name of Fundraising Staff Member Processing This Form:   ___________________________________
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