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Spémsh Peaks

Regional Health Center

Welcome to the Spanish Peaks Clinic Family. Our mission is To Improve the Lives We Touch and

it is our privilege to provide your healthcare.

We are asking you to bring the following information to your appointment so we can give you the best quality of care and
attention. If you are unable to provide this information, we may need to reschedule your appointment.

Please arrive twenty minutes before your scheduled appointment with your completed paperwork. If your paperwork
is not complete, please arrive 30 minutes early.

Please bring your medication(s) with you to your first visit in the original containers.
Please bring your driver’s license or other legal identification.
Please bring your insurance card(s). We collect insurance co-payments at the time of service.

Please fill out the information on the attached forms and sign your name on each form.

There is some additional information we will provide to you at your appointment that include the following:

®
0'0

Patient Portal — Providing us with your email will allow you to access your medical records.

Conditions of Service — Signing this form authorizes us to take care of you. It also notifies you that:
» We have Financial Assistance available and for which you may apply upon request.
» We will provide our Notice of Privacy Practices Overview and the full Notice of Privacy Practices upon
request.
» We will explain and provide a copy of your Patient Rights and Responsibilities upon request.
» Price Transparency: I have been advised that I can ask for an estimate for my services and that the prices
are only an estimate. Actual services are based on my physician’s order and individual healthcare needs.

Release of Information — Signing this form authorizes us to obtain medical records from other physicians or
hospitals that have provided your healthcare. We need one for each entity.

Medicare Secondary Payer Questionnaire (Medicare Patients Only, All Clinics) — Medicare requires this form to
ensure that they are responsible for payment for your visit and is required each time you have an appointment.

We look forward to working with you and providing you with excellent care. Thank you for

choosing the Spanish Peaks Clinic Family for your healthcare.

Spanish Peaks Family Clinic Spanish Peaks Outreach Spanish Peaks Family Clinic Spanish Peaks
Walsenburg and Women'’s Clinic La Veta Specialty Clinic
23400 Highway 160 23450 US HWY 160 908 South Oak 23450 Highway 160
Walsenburg, CO 81089 Walsenburg, CO 81089 La Veta, CO 81055 Walsenburg, CO 81089
719-738-4590 719-738-5200 719-738-4590 719-738-4588
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Spanish Peaks
Regional Health Center
La Veta Family Clinic
908 S. Oak Street
La Veta, CO 81055

Outreach Clinic
23450 US HWY 160
Walsenburg, CO 81089

Specialty Clinic
23450 Highway 160
Walsenburg, CO 81089

Family Clinic
23400 Highway 160
Walsenburg, CO 81089

(719) 738-4588 (719) 738-4590

Personal Information

Last Name:

First Name: Mil:
Address:

PO Box:

City:

State: Zip Code:

Can we leave a message at any of these numbers:
Home Phone: _Yes|:|No
Cell Phone: [ | YesDNo
Work Phone: YesDNo

Email Address:

Responsible Party
| am the Responsible Party / Self

Name:
Date of Birth:
Soc. Sec. Num.:

Phone Number:

Email:

Insurance - Bring insurance card to the front desk.
Patient Soc. Sec Num.:

Insurance Company:

Policy Number:
Date of Birth:

Relationship:
Do you receive VA Benefits? I:IYes I_l No

Preferred Language
]:[ English

]:[ Spanish

]:[ Indian

]:[ Russian

Preferred Pharmacy

What pharmacy do you use on a regular basis to pick up prescriptions?

(719) 738-4590 (719) 738-5200

Date:
Primary Care Doctor:
Date of Birth:
Sex: DMaIe Female I_—_lTransgender
Marital Status: Married  |__]Divorced
| Single || Partner
| Widowed Legal Separation

Mother’s First Name:

Employer Name:

Emp. Status: E Full Time DPart Time
Retired DUnemponed

Student Status: B Yes, full time student

No, not a student

Can information be released to
Emergency Contact this person? Yes |:|No
Same as Responsible Party

Name:

Relationship:
Address:

City/State/Zip:
Phone Number:

Secondary Insurance
Patient Soc. Sec Num.:

Insurance Company:

Policy Number:

Date of Birth:

Relationship:

Race |:|_ Decline to answer
J:l White |:|_ Native American
J:[ Asian |:|_ African American
]:[ Hispanic |:|_ Other:
Ethnicity D Decline to answer
]:l Hispanic/Latino |:|_Not Hispanic/Latino
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Spanish Peaks

Spanish Peaks Clinics -- New Patient Health History

Patient Date of Birth

If you are NOT here to establish care today, what is your reason for visit?

Medication Allergies

No known drug allergies llergic to:

Current Medications

Medication Dose / Frequency Date Begun
Your preferred pharmacy:
Specialists Seen in the Past Year
Provider Name Type of Specialty Last seen
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Patient

Current Health Issues

Date of Birth

Heart / Circulation Lungs Metabolism
[ ] Anemia [_]copD []Diabetes—type 1 / type 2
|:| Atrial fibrillation |:|Asthma |:|Thyroid issue
] Heart failure (CHF) [Jother []Gout

[] Heart disease (CAD) []Osteoporosis

|:| High Blood Pressure Nervous System

[_] High Cholesterol [ Ne.uropat.hy Digestive

[] Peripheral arterial disease [seizure disorder ) [Acid Reflux

] Venous stasis I:lN}Jrlr_lbness ___(location) []Stomach ulcer

[]Dizziness / Vertigo []Diverticulosis
Mental Health |:| Frequent falls |:| Enlarged prostate (BPH)

[] Depression

I:l Anxiety Muscles/.k?ints Incontinence

I:l PTSD |:|Ar.thr|t|s. (location) |:|Bowel

I:l Addiction (type) |:|Jomt pain : (location) DBIadder

I:l Other DMuscIe pain (location) Dlrritable bowel (IBS)

Autoimmune
] (write in)
O (write in)
Important Previous Issues
History of heart attack History of stroke History of cancer (type)
Surgeries
Type Location (Hospital, state if not CO) Date
Vaccinations done in []Colorado  []0ther State:
Vaccinations you know you need:
Alcohol: D None I:' Some use: (how much, how often—beer, wine, liquor)
Cigarette smoking: [INever smoker  [_JFormer smoker. Total years smoked:  Packs perday:
[] current smoker: Packs perday: __ Total years smoked:
Vaping / E-cigarettes: [INever smoker [_]Former smoker. Total years smoked: __ Amount perday:
[Jcurrently: Amount per day: ____ Total years smoked:

Cannabis: [_INever []Former regular use
] Currently.D smoking: Amount per day:
Street Drugs: D Never |:| Former regular use
[] currently. [ JHeroin[_]Meth[_]Cocaine [_JFentanyl[_JEcstasy/MDMA Other:

[ledibles: Amount per day:
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Patient Date of Birth

Last basic blood work: Last EKG:
Last screening for sexually-transmitted infections: Want to be screened [_lves [INo
Last colonoscopy: (date) Results:
Last DEXA scan (bone density): (date) Results:
Screening for lung cancer: (date) Screening for AAA: (date)
Biologic Females, please complete:
Last Mammogram: Even had an abnormal mammogram DYes (year)|:| No
Last PAP Smear: Even had an abnormal PAPDYes (year)DNO
Last menstrual cycle: Started (date) Lasted days
Postmenopausal: (date)
Current Form of Birth Control:
Pregnancy:Dnone. # abortions # live births # stillbirths # miscarriages

Family Health History

family history unknown (as in adoption)

Diabetes | High Stroke / TIA | Heart attack | Mental | Cancer *type*
Blood *age* *age* Iliness
Pressure
k
Mother Unknown | Unknown gon.lgnown gg Snown Unknowr
Father Unknown | Unknown gg.';nown g(;l;nown Unknowr
Sibling 1 Unknown | Unknown g(r;l;nown ggl;nown Unknowr
Sibling 2 Unknown | Unknown gg.lgnown ;nglgnown Unknowr
. . T U k
Sibling 3 Unknown | Unknown gg.snown gg.l;nown Unknowr
. . T U k

Sibling 4 Unknown | Unknown gg.l;nown 9Cr;.snown Unknowr
Mother’s Unk | " Unknown Unknown «
mother nknown | Unknown 90's 90's Unknowr
Mother’s Unknown Unknown

father Unknown | Unknown 90's 90's Unknowr
Father’s Unknown Unknown

mother Unknown | Unknown 90's 90's Unknowr
Father’s Unknown Unknown

father Unknown | Unknown 90's 90's Unknowr
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i ~
i A g b
T LR . T «a E—

Spanish Peaks

Regional Health Center

Spanish Peaks Family Clinic / Spanish Peaks Family Clinic La Veta
Spanish Peaks Outreach and Women’s Clinic / Spanish Peaks Specialty Clinic

REQUEST FOR RESTRICTIONS ON THE USE AND DISCLOSURE OF MEDICAL INFORMATION:

| REQUEST THE FOLLOWING RESTRICTIONS:

IMPORTANT AUTHORIZATION:
| authorize the Spanish Peaks Clinic staff to communicate my private health information to the following people involved in my
healthcare: (This list remains in effect indefinitely and can be changed or updated by me at any time.)

1. Relationship: Phone:
2. Relationship: Phone:
3. Relationship: Phone:

*Past Medical Records Locations*®

A valuable piece in providing you excellent care is being able to review your past medical records. With these records we can get a big
picture of your overall health and plan not only on how to further manage any chronic conditions but how to structure your wellness
and preventative services.

Please check the boxes below if you have seen or are currently seeing the listed specialist. List their name and the dates you were last
seen by them.

SPECIALTY NAME DATE

Primary Care Provider
Urologist (bladder, kidney doctor)
Cardiologist (heart doctor)
Pulmonologist (lung doctor)
Gastroenterologist (stomach, bowel, colonoscopy)
Oncologist (cancer doctor)
Orthopedist (bones joints)
Gynecology (female issues)
Pain Specialist
Other

Other

I

We will give you a record release for EACH of the above to complete so that we may obtain your records. Once completed please return
the forms to the admissions clerk. Thank you.

Patient Signature

By electronically typing my signature, | agree to the authorized items above.
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Spanish Peaks

Regional Health Center

Spanish Peaks Family Clinic / Spanish Peaks Family Clinic La Veta
Spanish Peaks Outreach and Women'’s Clinic / Spanish Peaks Specialty Clinic

Patient Portal

Access your own personal Patient Portal online:
(see attached pamphlet)

Patient:

(Please print clearly)

Yes, | would like to be web enabled.

Personal Email Address:

(Please print clearly)

No, | would not like to be web enabled

| do not have email

| do not want to share my email
Other:

Signature: Date:

By electronically typing my signature, | agree to the authorized items above.

* The Patient Portal is secured by Secure Sockets Layer, SSL, which is the standard security technology for creating an encrypted link
between a web server and a browser. This ensures that all data passed between you, and your provider remains private and integral.

* Please note emailed appointment reminders will be sent in an encrypted manner and contain no personal health information.
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Spamsh Peaks

Regional Health Center

Specialty Clinic Family Clinic La Veta Family Clinic Outreach Clinic
23450 Highway 160 23400 Highway 160 908 S. Oak Street 23450 US Highway 160
Walsenburg, CO 81089 Walsenburg, CO 81089 La Veta, CO 81055 Walsenburg, CO 81089
(719) 738-4588 (719) 738-4590 (719) 738-4590 (719) 738-5200
Fax: (719) 585-2521 Fax: (719) 585-2521 Fax: (719) 585-2521 Fax: (719) 585-2521

AUTHORIZATION TO RELEASE AND/OR OBTAIN PATIENT INFORMATION

Release by: Release to:

Facility: [ spanish Peaks Family Clinic, Walsenburg
Address: [ spanish Peaks Family Clinic, La Veta
City/State/Zip: ] Spanish Peaks Outreach and Women’s Clinic
Telephone/Fax: [ Spanish Peaks Specialty Clinic

Patient’s Date of Birth:

Patient Name
Patient’s last 4 Digits of SSN:

Mailing Address
Email Address:

Facility: |:| Fax |:| Mail

City State Zip

Phone Fax

INFORMATION TO BE COPIED AND RELEASED (CHECK ALL THAT APPLY):
Date(s) of Service:
Primary Care Progress Notes (last 3) D Last 2 Years of X-Rays

D Current Medication List D Last Pulmonary Testing

[] current Problem List l:l Last Mammogram

D Current Surgical List D Last Consult Note from a Specialist
D Last 2 Years of Lab/Pathology Results

D All CT, MRI, EGD, Colonoscopy D Other (specify):

I DO l:l or| DO NOT D consent to release of information relating to psychiatric or psychological testing or treatment, alcohol, and/or drug
abuse diagnosis, prognosis and treatment, and/or HIV (AIDS) testing and/or results, genetic testing/results, sickle cell anemia testing/results.
***¥*NOTE: If this section is not completed, then records of this type, if they exist for this patient, will not be released.***

THE PURPOSE FOR RELEASE
E Continuity of Medical Care D Damage/Claim Information D Personal Use D Legal
Other:

AUTHORIZATION: | hereby give the releasing facility permission to disclose my individually identifiable health information as listed above. |
understand once this information is disclosed, it may no longer be protected. | understand this authorization is voluntary, that further treatment
cannot be conditioned upon my signing this authorization. | acknowledge incomplete forms cannot be processed and there may be a cost to
copy their records.
| understand this consent expires one year from the date of my signature unless otherwise specified as follows: N
understand | can take back permission to release my medical records at any time, except to the extent that action has already been taken to
comply with it. | understand | must provide notice in writing if | choose to revoke this authorization before the date/event of expiration, and the
written revocation must be signed and dated with a date that is later than the date on this authorization. A copy, fax or scan of this form is to be
considered as valid as the original. Please retain a copy of your records for your personal use.

~v~~~pPLEASE ALLOW 10 BUSINESS DAYS FOR YOUR RECORDS REQUEST TO BE PROCESSED~~~~~~

Signature of Patient/Representative Date/Time Signature of Witness Date/TIme
Name of Staff person who released medical records: Date:

OFFICE USE ONLY: Proof of Identification:

Number of pages released: Completion date: Delivery Method:

Name of individual who received request: Date Received:

Patient Medical Record / Account Number: REV/MARCH 2021




Spanish Peaks

Regional Health Center

Spanish Peaks Family Clinic Patient Responsibilities

The preferred way to communicate
with providers is through the patient
portal. We encourage all patients to
sign up and use this portal to contact
providers and review lab/imaging
results and upcoming appointments.
Remember you must log into your
portal periodically to check for
messages.

Lab orders automatically go to Spanish
Peaks Regional Health Center (SPRHC).
You must inform us at the time of the
visit if labs need to be sent elsewhere.
Lab orders expire after 60 days, so
please be sure to get your labs done as
soon as you can unless otherwise
instructed by your provider.

Threatening or abusive behavior will
not be tolerated. Perpetrators will be
asked to leave and may be fired from
the clinic.

Forms for providers to sign must be
filled out completely before being
brought to the provider. Notify the
front desk if you have any paperwork
the provider must review or sign. A
separate visit may be required, and we
request 7-10 days to complete any
paperwork.

Medication Refills: Please contact your
pharmacy and ask them to send us an
electronic refill request. Be sure to
request refills at least 5-7 days in
advance to allow processing time.
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We kindly request 48 hours’ notice for
cancellations.

Arrive 20 minutes early for every
appointment to complete the check-in
process.

After two (2) missed visits without prior
notice, the patient’s next visit must be
done at a walk-in clinic basis only. Once
a patient has made the effort to be
seen at the walk-in clinic, they may
again schedule visits.

We ask that if you are experiencing any
respiratory symptoms, you wear a mask
during your visit.

Copays are due at the time of service.

Bring your medication bottles to every
appointment.

Notify the front desk of any pharmacy
changes.

A new patient is not fully established
with our clinic until we have received
and reviewed records from the previous
primary care provider.

Medication injections, (Prolia for
example), are ordered through SPRHC
pharmacy and are given at the
Outpatient Nursing and Infusion Center.

After hours and Saturday clinics are
available, see attachment for details.



Spanish Peaks

Spanish Peaks Family Clinic Patient Responsibilities, continued

Patients need to be seen once a year at
minimum to have medication refills
considered.

Any patient that has not been seen at
the clinicin 2 years is considered a new
patient and must reestablish, this does
include completing the new patient
paperwork so that any changes in
health or medications can be
documented and the appropriate
medical records requested.

For minors (younger than 18 years),
they cannot be alone at their visits
unless it is for a mental health, sexual
health, or addiction-related issue. If a
minor is brought in by a person other
than their parent/guardian, we require
a written note from the
parent/guardian. The note needs to
state the name and relationship of the
other adult coming with the minor and
acknowledge that this person may
make medical decisions on their behalf.
We do have a standard form for this
available at the front desk.
These permissions are valid for 1
year and need to be renewed annually.

There is time in a visit to cover only 1
issue. Please have your questions

written down to help ensure they are
addressed at the visit.

Well child checks have a specific
format: they are annual wellness exams
for kids. This is not the time to address
specific complaints or ilinesses;
providers will ask you to make a
separate visit to discuss other issues or
you may change the well child check to
a sick visit then reschedule the well
child check to another time when the
child is well. This focus allows better
care.

Medicare Wellness visits are limited
assessments done once a year covering
preventive care ONLY. No acute health
issues can be addressed, and no
physical exam is performed. This is for
patients with traditional Medicare
insurance only.

Annual exams for patients not insured
with traditional Medicare are also done
on an annual basis. The visit covers
preventive care and is more inclusive,
based on needs determined by patient
and provider at the time. Refills and
labs can be completed at this time.

We appreciate your partnering with us in your healthcare.

—Spanish Peaks Family Clinics
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Spanish Peaks

Spanish Peaks Family Clinic Hours

Walsenburg Clinic

Monday through Thursday 8:00am-5:00pm
Friday 8:00am-4:30pm
(excluding holidays and other posted closures)

Late Clinics for walk in appointments:
Mondays and Wednesdays 5:00pm to 7:00 pm

Saturday Clinics for walk-in appointments:
The 2" and 4™ Saturday of the month
9:00am to 3:00pm

La Veta Clinic

Tuesday and Thursday
8:00am-4:30pm
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Spanish Peaks

Regional Health Center

PATIENT RIGHTS AND RESPONSIBILITIES

Spanish Peaks Regional Health Center supports the rights of all patients. These rights may be exercised
through you, the patient, or through your surrogate decision maker/legal representative.

You have the right to:

Be informed of your patient rights in advance of receiving or discontinuing care when possible. You
may appoint a representative to receive this information.

Receive care, treatment and visitation regardless of disability, national origin, culture, age, color,
race, religion, gender identity or sexual orientation.

Give informed consent for all treatment, procedures, and /or production of recordings, films or other
images when used for other than identification, diagnosis or treatment.

Personal privacy, comfort and security to the extent that is possible during your stay.

Have access to pastoral/spiritual care.

Have the right to choose a visitor who may visit you, including but not limited to, a spouse, a
domestic partner (including a same sex domestic partner), another family member, or a friend and
your right to withdraw or deny such choice at any time. You have the right to an identified “support
person” who can make visitation decisions should you become incapacitated.

Have a family member or representative of your choice and your physician promptly notified of your
admission to the hospital upon request.

Know the names, professional status and experience of your caregivers.

Be examined, treated, and, if necessary, transferred to another facility if you have an emergency
medical condition or are in labor, regardless of ability to pay.

Considerate and respectful care provided in a safe environment, free from all forms of abuse, neglect,
harassment, exploitation, seclusion or restraints imposed as a means of coercion, discipline,
convenience or retaliation by staff.

Request and receive, prior to the initiation of non-emergent care or treatment, the charges (or estimate
of charges) for routine, usual, and customary services and any co-payment, deductible, or non-
covered charges as well as the facility’s general billing procedures including receipt and explanation
of an itemized bill. The right is honored regardless of source of payment.

According to state law, to accept or refuse medical or surgical treatment and be informed of the
medical consequences of such a decision.

Receive information about Advance directives and have them followed. May designate a surrogate
decision-maker (legal representative) as permitted by law and as needed.

Be informed about your health status/prognosis, course of treatment, outcomes of care (including
unanticipated outcomes), and your prospects for recovery in terms you understand.

Participate in all areas of your care plan, treatment, care decisions and discharge plan. Participate in
decision- making regarding ethical issues, personal values and beliefs. May request medically
necessary and appropriate care and treatment.
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e Ifhospitalized, may designate a post discharge caregiver who will assist you with basic tasks
following your discharge and along with you or your authorized surrogate decision maker, provide
consultations on your discharge plan. Designating a post discharge caregiver does not mean the
person you have designated is obligated to care for you. Consent to or refuse to participate in
teaching programs.

e Have appropriate assessment and communication regarding treatment of pain.

e Experience confidentiality of all communication and clinical records related to your care. Receive a
copy of our Notice of Privacy Practices to inform you of how your personal medical information can
be used and disclosed and your rights related to your medical information.

e Have access to your clinical records within a reasonable timeframe.

e Have access to telephone calls, mail, etc. Any restriction to access will be discussed with you and
you will be involved in the decision when possible.

e Have access to protective services (i.e. guardianship, advocacy, child/adult protective services).

e Leave the hospital even against the advice of your physician.

e Be communicated with in a manner that you can understand which is tailored to your age, language,
understanding and ability including, but not limited to, access to interpreter services and
communication aides at no cost.

e Be informed of the hospital’s complaint and grievance procedure, and whom to contact to file a
concern, complaint or grievance. Our priority is for you to have an exceptional patient experience.

If your concerns are not resolved after contacting your immediate caregiver, the charge nurse or department
manager, then the administrator may be contacted during normal business hours by calling (719) 738-5144
or, for after-hours call (719) 738-5150 to have the administrator-on-call paged.

You may also contact:

Huerfano County Ombudsman

(719) 738-2205

Colorado Department of Public Health and Environment

4300 Cherry Creek Drive South

Denver, Co. 80222-1530

(303) 692-2827

The Office of Civil Rights Department of Human Health and Services
999 18™ St., South Terrace, Suite 417

Denver, Colorado 80202

(303) 844-2024, (303) 844-3439 (TDD);

(303) 844-2025 (Fax)

Colorado Department of Regulatory Agencies (DORA)
303-894-7800

You also have the right to file a complaint with the Colorado Board of Medical Examiners, the State Board
of Dental Examiners and the Colorado Podiatry Board if you have concerns with your physician,

dental/podiatric patient care services, excluding fee disputes.

The facility Compliance Hotline number is 1-800-273-8452 for concerns or complaints of a compliance or
HIPAA nature.
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Patient Responsibilities:

You have the responsibility to ....
e Ask questions and promptly voice concerns.
e Give full and accurate information as it relates to your health, including prescription and non-
prescription medications.
e Report changes in your condition or symptoms, including pain, and request assistance of member of
the healthcare team.
e Educate yourself. Learn about the medical tests that are being performed and understand your
treatment plan. Follow the recommended treatment plan.
Be considerate of other patients and staff.
Secure your valuables.
Follow facility rules and regulations.
Respect property that belongs to the facility or others.
Understand and honor financial obligations related to your care, including understanding your
insurance coverage.

Discrimination is Against the Law

Spanish Peaks Regional Health Center complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, or sex. Spanish Peaks Regional
Health Center does not exclude people or treat them differently because of race, color, national origin, age,
disability, or sex.

Spanish Peaks Regional Health Center:

* Provides free aids and services to people with disabilities to communicate effectively with us, such
as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other
formats)

* Provides free language services to people whose primary language is not English, such as:
© Qualified interpreters
o Information written in other languages

If you need these services, contact the Ethics & Compliance Officer.

If you believe that Spanish Peaks Regional Health Center has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance with:

Ethics & Compliance Officer
23500 US Highway 160
Walsenburg, CO 81089
Phone: (719) 738-5100

Fax: (719) 738-5138
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Email: compliance@sprhc.org

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the Ethics &
Compliance Officer is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

ATTENTION: If you do not speak English, language assistance services, free of charge, are available to you.
Call 1-719-738-5100.
Espaiiol (Spanish) ATENCION: si habla espaiiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica.
Llame al 1-719-738-5100.
Tiéng Viét (Vietnamese) CHU Y: Néu ban no6i Tiéng Viét, co cac dich vu hd trg ngon ngit mién phi danh cho ban.
Goi s6 1-719-738-5100.
FEBTPIC (Chinese) 115« AN BB 3L, 180T LIGp B M A535 S R BUIRES . B2 1-719-738-5100,
$H20f (Korean) F2|: 320 ABBIAIE Z2, O0] X|Y MHAS REE 0|831A % YSLICH 1-
719-738-5100 HO 2 HGls FAA|L.
Pycckumii (Russian) BHUMAHMUE: Eciu Bel TOBOpUTE Ha PYCCKOM sI3bIKE, TO BaM OCTYIIHBI OECIUIATHBIC YCIYTH
nepeBoaa. 3Bonute 1-719-738-5100.
AMCT (Amharic) MNFOA: PG4T £I% ATICT NPT PHCTFIR ACSF ECERTE N1R APIHPT +HIE+PA: ML
MN+AD ¢MC L LMK 1-719-738-5100.
4u 1 (Arabic)

0015-837-917 -1 @ s doil _Glanally cll 1 555 4, galll 3ac busall cladds Gl Aalll SO Caaai cuiS 1Y) 24k sl
Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfiigung. Rufnummer: 1-719-738-5100.
Francais (French) ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1-719-738-5100.
AUTEH (Nepali) & I8 dUTRd UTel Sledg=a HA dUTS ! MR HTHT TeTadT HaTg :3edh wuHl Suds
T | B e 1-719-738-5100 |
Tagalog (Filipino) PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong
sa wika nang walang bayad. Tumawag sa 1-719-738-5100.
BAEE (Japanese) TEFIE : HAFZHEINIER. BHOSHEXEEZCFAWEITET, 1-719-738-
5100 FT, BEHEICTITERCIZE,
Cushite ¢ Oroomiffa (Oromo) XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii,
kanfaltiidhaan ala, ni argama. Bilbilaa 1-719-738-5100.
Persian (o« (Farsi) b 280 oo aal i Led 510 80l & (Sl S0l i€ oa K3 o jld (L 40 ) 142 451-719-738-
5100 .35 il
Kru Bas3d-wudu-po-nyd (Bassa) Dé de nia ke dyédé gbo: O jui ké m [Basdd-wudu-po-ny3] ju ni, nii, a wudu ka
ko do po-pod béin m gbo kpda. Ba 1-719-738-5100
Igbo asusu (Ibo) Ige nti: O buru na asu Ibo asusu, enyemaka diri gi site na call 1-719-738-5100.

édé Yoruba (Yoruba) AKIYESI: Ti o ba nso ede Yoruba ofe ni iranlowo lori ede wa fun yin o. E pe ero ibanisoro yi
1-719-738-5100.
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NOTICE OF PRIVACY PRACTICES OVERVIEW

" We are required by law to inform you with our Notice of Privacy Practices of your rights of how medical information about you I
may be used and disclosed and how you can get access to this information. This document serves as an overview of the facility’s
Notice of Privacy Practices. If you would like a copy of this overview or our complete Notice of Privacy Practices document, =

= YOU may request one at any time from an Emergency Room, Admissions or Administration Staff Member. =

and will tell you about the ways in which the facility may use and disclose (release) medical information about you. If you do not
want your information used in any of the ways listed on this overview or on our Notice of Privacy Practices, you must notify us
® of your objection.

IThe Notice applies to medical information in all records of your care generated by the facility or physicians working in the facility, I

Unless you notify the facility of your objection, we will release general information about you while in the facility’s care ONLY if I

the visitor or caller can provide specific information about you (i.e., day and month of your birthday and they must ask for you by

name). Additionally, you authorize the facility to list you in the directory, and when asked for by name, an outside call may be
: directly transferred to your room. However, no additional information will be given.

IYou have the following rights regarding medical information we maintain about you:

] = Right to Inspect & Copy: To inspect and copy medical information from your health record, appropriate  *
= paperwork must be completed with the Health Information Management Department and a fee may be
charged. I
I = Right to Amend: If you feel medical information the facility has about you is incorrect or incomplete, you .
. may ask us to amend (not change) the information. To request an amendment, appropriate paperwork =
. must be completed with the Health Information Management Department.
= Right to Accounting of Disclosures: You may request a list of disclosures the facility made of medical I
I information about you excluding those made as part of your treatment, payment or healthcare operations. .

For example: We would be required to advise you of a disclosure made which was required by law.
= Right to Request Restrictions: You have the right to request a restriction or limitation on the medical
information the facility uses or discloses about you including information released to those involved in your I
I care. For example, you may wish to be listed as a “confidential” patient, and the facility will not release any
information about you to visitors or callers including family members, or even confirm you are in the
facility’s care. Or, you may not want information about a procedure you had, future care you may need, or

your condition released to a specific family member or friend. You have the right to request a restriction I

I on certain disclosures to your health plan if the disclosure is for carrying out payment or health care
operations and the requested restriction is for services paid out of pocket. .
= = Right to Confidential Communications: You have the right to request that the facility communicate with  *
= you about medical matters in a certain way or at a certain location. This information is to be provided on I
the facility’s consent form.
I = Right to a Paper or Electronic Copy of This Notice: You may request a paper or electronic copy of the .
- Notice of Privacy Practices at any time. .

Other uses and disclosures of medical information not covered by this notice or the laws that apply to the facility will I
be made only with your written permission. -
For more information regarding this notice, please contact our Compliance Officer at (719) 738-4547. .
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