
 
SPRING PARK SURGERY CENTER, L.L.C.  
Notice of Privacy Practices  Form 7.20 

This notice describes how medical information about you may be used and disclosed, and how you can gain access to this information.  Please 
review it carefully. 

Protected health information (PHI), about you, is maintained as a written and/or electronic record of your contacts or visits for 
healthcare services with our practice.  Specifically, PHI is information about you, including demographic information (i.e., name, 
address, phone, etc.), that may identify you and relates to your past, present or future physical or mental health condition and 
related healthcare services. 

Our practice is required to follow specific rules on maintaining the confidentiality of your PHI, using your information, and disclosing 
or sharing this information with other healthcare professionals involved in your care and treatment.  This Notice describes your 
rights to access and control your PHI.  It also describes how we follow applicable rules and use and disclose your PHI to provide 
your treatment, obtain payment for services you receive, manage our healthcare operations and for other purposes that are 
permitted or required by law. 
 
Your Rights Under The Privacy Rule 
Following is a statement of your rights, under the Privacy Rule, in reference to your PHI.  Please feel free to discuss any questions 
with our staff. 

You have the right to receive, and we are required to provide you with, a copy of this Notice of Privacy Practices - We are 
required to follow the terms of this notice.  We reserve the right to change the terms of our notice, at any time.  Upon your request, 
we will provide you with a revised Notice of Privacy Practices if you call our office and request that a revised copy be sent to you 
in the mail or ask for one at the time of your next appointment.  The Notice will also be posted in a conspicuous location within the 
practice, and if such is maintained by the practice, on it’s web site. 

You have the right to authorize other use and disclosure - This means you have the right to authorize any use or disclosure of PHI 
that is not specified within this notice.  For example, we would need your written authorization to use or disclose your PHI for 
marketing purposes, for most uses or disclosures of psychotherapy notes, or if we intended to sell your PHI.  You may revoke an 
authorization, at any time, in writing, except to the extent that your healthcare provider, or our practice has taken an action in 
reliance on the use or disclosure indicated in the authorization. 

You have the right to request an alternative means of confidential communication – This means you have the right to ask us to 
contact you about medical matters using an alternative method (i.e., email, telephone), and to a destination (i.e., cell phone 
number, alternative address, etc.) designated by you.  You must inform us in writing, using a form provided by our practice, how 
you wish to be contacted if other than the address/phone number that we have on file. We will follow all reasonable requests.   

You have the right to inspect and copy your PHI - This means you may inspect, and obtain a copy of your complete health 
record.  If your health record is maintained electronically, you will also have the right to request a copy in electronic format.  We 
have the right to charge a reasonable fee for paper or electronic copies as established by professional, state, or federal 
guidelines. 

You have the right to request a restriction of your PHI - This means you may ask us, in writing, not to use or disclose any part of your 
protected health information for the purposes of treatment, payment or healthcare operations.  If we agree to the requested 
restriction, we will abide by it, except in emergency circumstances when the information is needed for your treatment.  In certain 
cases, we may deny your request for a restriction.  You will have the right to request, in writing, that we restrict communication to 
your health plan regarding a specific treatment or service that you, or someone on your behalf, has paid for in full, out-of-pocket.  
We are not permitted to deny this specific type of requested restriction. 

You may have the right to request an amendment to your protected health information - This means you may request an 
amendment of your PHI for as long as we maintain this information.  In certain cases, we may deny your request. 

You have the right to request a disclosure accountability - This means that you may request a listing of disclosures that we have 
made, of your PHI, to entities or persons outside of our office. 

You have the right to receive a privacy breach notice - You have the right to receive written notification if the practice discovers 
a breach of your unsecured PHI, and determines through a risk assessment that notification is required. 

 
If you have questions regarding your privacy rights, please feel free to contact our Privacy Manager.  Contact information is 
provided on the following page under Privacy Complaints. 
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How We May Use or Disclose Protected Health Information 

Following are examples of uses and disclosures of your protected health information that we are permitted to make.  These 
examples are not meant to be exhaustive, but to describe possible types of uses and disclosures. 

Treatment - We may use and disclose your PHI to provide, coordinate, or manage your healthcare and any related services.  This 
includes the coordination or management of your healthcare with a third party that is involved in your care and treatment.  For 
example, we would disclose your PHI, as necessary, to a pharmacy that would fill your prescriptions.  We will also disclose PHI to 
other Healthcare Providers who may be involved in your care and treatment.   

Special Notices - We may use or disclose your PHI, as necessary, to contact you to remind you of your appointment.  We may 
contact you by phone or other means to provide results from exams or tests and to provide information that describes or 
recommends treatment alternatives regarding your care.  Also, we may contact you to provide information about health-related 
benefits and services offered by our office, for fund-raising activities, or with respect to a group health plan, to disclose information 
to the health plan sponsor.  You will have the right to opt out of such special notices, and each such notice will include instructions 
for opting out. 

Payment - Your PHI will be used, as needed, to obtain payment for your healthcare services.  This may include certain activities 
that your health insurance plan may undertake before it approves or pays for the healthcare services we recommend for you 
such as, making a determination of eligibility or coverage for insurance benefits. 

Healthcare Operations - We may use or disclose, as needed, your PHI in order to support the business activities of our practice.  
This includes, but is not limited to business planning and development, quality assessment and improvement, medical review, legal 
services, auditing functions and patient safety activities.  

Health Information Organization - The practice may elect to use a health information organization, or other such organization to 
facilitate the electronic exchange of information for the purposes of treatment, payment, or healthcare operations. 

To Others Involved in Your Healthcare - Unless you object, we may disclose to a member of your family, a relative, a close friend 
or any other person, that you identify, your PHI that directly relates to that person’s involvement in your healthcare.  If you are 
unable to agree or object to such a disclosure, we may disclose such information as neceesary if we determine that it is in your 
best interest based on our professional judgment.  We may use or disclose PHI to notify or assist in notifying a family member, 
personal representative or any other person that is responsible for your care, of your general condition or death.  If you are not 
present or able to agree or object to the use or disclosure of the PHI, then your healthcare provider may, using professional 
judgment, determine whether the disclosure is in your best interest.  In this case, only the PHI that is necessary will be disclosed. 

Other Permitted and Required Uses and Disclosures - We are also permitted to use or disclose your PHI without your written 
authorization for the following purposes:  as required by law; for public health activities; health oversight activities; in cases of 
abuse or neglect; to comply with Food and Drug Administration requirements; research purposes; legal proceedings; law 
enforcement purposes; coroners; funeral directors; organ donation; criminal activity; military activity; national security; worker’s 
compensation; when an inmate in a correctional facility; and if requested by the Department of Health and Human Services in 
order to investigate or determine our compliance with the requirements of the Privacy Rule. 
 
 
Privacy Complaints 
 
You have the right to complain to us, or directly to the Secretary of the Department of Health and Human Services if you believe 
your privacy rights have been violated by us.  You may file a complaint with us by notifying the Privacy Manager at: 
 
Spring Park Surgery Center, L.L.C.  (563) 355-6236 
 
We will not retaliate against you for filing a complaint. 
 
 
 
 
 
 
  Effective Date:  08/20/14   
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Spring Park Surgery Center, L.L.C. – Notice of Privacy Practices 
Effective Date: August 2014 

 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED 
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY. 

 
Spring Park Surgery Center, L.L.C., Group Medical Plan 
(the “Plan”), which includes medical and flexible spending 
account coverages offered under the Spring Park Surgery 
Center, L.L.C., Plans, are required by law (under the 
Administrative Simplification provision of the Health 
Insurance Portability and Accountability Act of 1996 
HIPAA’s privacy rule) to take reasonable steps to ensure 
the privacy of your personally identifiable health 
information.  This Notice is being provided to inform you 
of the policies and procedures Spring Park Surgery 
Center, L.L.C., has implemented and your rights under 
them, as well as under HIPAA.  These policies are meant 
to prevent any unnecessary disclosure of your health 
information. 
 
Use and Disclosure of Your Health Information by the 
Plan that Do Not Require Your Authorization: 
The plan may use or disclose your health information 
(that is protected health information (PHI), as defined by 
HIPAA’s privacy rule) for: 
 
1. Payment and Health Care Operations: In order to make 
coverage determinations and payment (including, but not 
limited to, billing, claims management, subrogation, and 
plan reimbursement).  For example, the Plan may provide 
information regarding your coverage or health care 
treatment to other health plans to coordinate payment of 
benefits.  Your health information may also be used or 
disclosed in order for the Plan to carry out its own 
operations regarding the administration of the Plan and 
provide coverage and services to the Plan’s participants.  
For example, the Plan may use your health information to 
project future benefit costs, to determine premiums, 
conduct or arrange for case management or medical 
review, for internal grievances, for auditing purposes, 
business planning and management activities such as 
planning related analysis, or to contract for stop-loss 
coverage. Pursuant to the Genetic Information Non-
Discrimination Act (GINA), the Plan does not use or 
disclose genetic information for underwriting purposes. 
 
2. Disclosure to the Plan Sponsor: As required, in order to 
administer benefits under the Plan.  The Plan may also 
provide health information to the plan sponsor to allow the 
plan sponsor to solicit premium bids from health insurers, 
to modify the Plan, or to amend the Plan. 
 
3. Requirements of Law: When required to do so by any 
federal, state or local law. 
 

4. Health Oversight Activities: To a health oversight 
agency for activities such as audits, investigations, 
inspections, licensure, and other proceedings related to 
the oversight of the health plan. 
 
5. Threats to Health or Safety: As required by law, to 
public health authorities if the Plan, in good faith, believes 
the disclosure is necessary to prevent or lessen a serious 
or imminent threat to your health or safety or to the health 
and safety of the public. 
 
6. Judicial and Administrative Proceedings: In the course 
of any administrative or judicial proceeding in response to 
an order from a court or administrative tribunal, in 
response to a subpoena, discovery request or other 
similar process.  The Plan will make a good faith attempt 
to provide written notice to you to allow you to raise an 
objection. 
 
7. Law Enforcement Purposes: To a law enforcement 
official for certain enforcement purposes, including, but 
not limited to, the purpose of identifying or locating a 
suspect, fugitive, material witness or missing person. 
 
8. Coroners, Medical Examiners, or Funeral Directors: For 
the purpose of identifying a deceased person, 
determining a cause of death or other duties as 
authorized by law. 
 
9. Organ or Tissue Donation: If you are an organ or tissue 
donor, for purposes related to that donation. 
 
10.Specified Government Functions: For military, national 
security and intelligence activities, protective services, 
and correctional institutions and inmates. 
 
11. Workers’ Compensation: As necessary to comply with 
workers’ compensation or other similar programs. 
 
12. Distribution of Health-Related Benefits and Services: 
To provide information to you on health-related benefits 
and services that may be of interest to you. 
 
Notice in Case of Breach 
Spring Park Surgery Center, L.L.C. is required maintain 
the privacy of your PHI; provide you with this notice of its 
legal duties and privacy practices with respect to PHI; and 
to notify you of any breach of your PHI. 
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Use and Disclosure of Your Health Information by the 
Plan that Does Require Your Authorization: Other than 
as listed above, the Plan will not use or disclose without 
your written authorization.  You may revoke your 
authorization in writing at any time, and the Plan will no 
longer be able to use or disclose the health information.  
However, the Plan will not be able to take back any 
disclosures already made in accordance with the 
Authorization prior to its revocation. The following uses 
and disclosures will be made only with authorization from 
the individual: (i) most uses and disclosures of 
psychotherapy notes (if recorded by a covered entity); (ii) 
uses and disclosures of PHI for marketing purposes, 
including subsidized treatment communications; (iii) 
disclosures that constitute a sale of PHI; and (iv) other 
uses and disclosures not described in this notice 
 
Your Rights with Respect to Your Health Information: 
You have the following rights under the Plan’s policies 
and procedures, and as required by HIPAA’s privacy rule: 
 
Right to Request Restrictions on Uses and Disclosures: 
You may request the Plan to restrict uses and disclosures 
of your health information.  The Plan will accommodate 
reasonable requests; however, it is not required to agree 
to the request, unless it is for services paid completely by 
you of your own pocket.  If you wish to request a 
restriction, please send it in writing to HIPAA Privacy 
Officer, Spring Park Surgery Center, L.L.C., 3319 Spring 
Street, Suite 202A, Davenport, IA  52807; (563) 355-
6236. 
 
Right to Inspect and Copy Your Health Information: You 
may inspect and obtain a copy of your health information 
the Plan maintains.  The requested information will be 
provided within 30 days if the information is maintained 
on site or within 60 days if the information is maintained 
offsite.  A single 30-day extension is allowed if the Plan is 
unable to comply with the deadline.  A written request 
must be provided to HIPAA Privacy Officer Spring Park 
Surgery Center, L.L.C., 3319 Spring Street, Suite 202A, 
Davenport, IA  52807; (563) 355-6236.  If you request a 
copy of your health information, the Plan may charge a 
reasonable fee for copying, assembling costs and 
postage, if applicable, associated with your request. 
 
Right to Amend Your Health Information: You may 
request the Plan to amend your health information if you 
feel that it is incorrect or incomplete.  The Plan has 60 
days after the request is made to make the amendment.  
A single 30-day extension is allowed if the Plan is unable 
to comply with this deadline.  A written request must be 
provided to HIPAA Privacy Officer, Spring Park Surgery 
Center, L.L.C., 3319 Spring Street, Suite 202A, 
Davenport, IA  52807; (563) 355-6236.  Your request may 
be denied in whole or part and, if so, the Plan will provide 
you with a written explanation of the denial. 
 

 

 
Right to an Accounting of Disclosures: You may request 
a list of disclosures made by the Plan of your health 
information during the six years prior to your request (or 
for a specified shorter period of time), however, the list 
will not include disclosures made:    (1) to carry out 
treatment, payment or health care operations; (2) 
disclosures made prior to April 14, 2004; (3) to 
individuals about their own health information; and (4) 
disclosures for which you provided a valid authorization.   

 
A request for an accounting form must be used to make 
the request and can be obtained by contacting your 
HIPAA Privacy Officer Spring Park Surgery Center, 
L.L.C., 3319 Spring Street, Suite 202A, Davenport, IA  
52807; (563) 355-6236. The accounting will be provided 
within 60 days from your submission of the request 
form.  An additional 30 days is allowed if this deadline 
cannot be met. 
 
Right to Receive Confidential Communications: You 
may request that the Plan communicate with you about 
your health information in a certain way or at a certain 
location if you feel the disclosure could endanger you.  
You must provide the request in writing to your HIPAA 
Privacy Officer Spring Park Surgery Center, L.L.C., 
3319 Spring Street, Suite 202A, Davenport, IA  52807; 
(563) 355-6236.  The Plan will attempt to honor all 
reasonable requests. 

 
Right to a Paper Copy of this Notice: You may request 
a paper copy of this Notice at any time, even if you 
have agreed to receive this Notice electronically.  
Please contact your HIPAA Privacy Officer Spring Park 
Surgery Center, L.L.C., 3319 Spring Street, Suite 202A, 
Davenport, IA  52807; (563) 355-6236 to make this 
request. 

 
The Plan’s Duties: The Plan is required by law to maintain         
the privacy of your health information as related in this 
Notice and to provide this Notice to you of its duties and 
privacy practices.  The Plan is required to abide by the 
terms of this Notice, which may be amended from time to 
time.  The Plan reserves the right to change the terms of 
this Notice and to make the new Notice provisions 
effective for all health information that it maintains. 
 
Complaints and Contact Person: If you wish to exercise 
your rights under this Notice, communicate with the Plan 
about its privacy policies and procedures, or file a 
complaint with the Plan, please contact the HIPAA 
Contact Person, at  Spring Park Surgery Center, L.L.C., 
3319 Spring Street, Suite 202A, Davenport, IA  52807; 
(563) 355-6236. You may also file a complaint with the 
Secretary of Health and Human Services if you believe 
your privacy rights have been violated. 
 
Any questions/concerns should be directed to the 
HIPAA Privacy Officer, at Spring Park Surgery Center, 
L.L.C., 3319 Spring Street, Suite 202A, Davenport, IA  
52807; (563) 355-6236. 



 
 

 

 

 

SPRING PARK SURGERY CENTER, L.L.C.                                                 Patient Instructions for Form 7.31 
 
Limited Patient Authorization for Disclosure of Protected Health Information 
 
 
The Limited Patient Authorization will give our office the authority to provide the person or entity you designate on 
the form with access to your protected health information (PHI).  The Limited Patient Authorization is limited to 
accessing only the information that you designate and does not give any other rights to the person you have 
named on the form.  Use of this form will enable us to provide your health information to a person or entity that may 
be involved in your healthcare. 
 

The following outline will describe the information we will need on the form and its purpose.  Please address any 
questions you have with our staff. 
 

Patient Name - Print your name. 

Social Security Number and Date of Birth - This information is needed for identity verification and will be maintained 
in a confidential manner at all times. 

Entity Requested to Release information - This simply identifies who is to provide the information. 

Purpose of Request- To disclose your protected health information to an individual. 

Who will be authorized to receive information – Enter the name, address and phone number of the individual or 
entity that you are designating to receive the disclosure. 

Description of Information to be disclosed - The type and amount of health information that we disclose is 
determined by you.  We can disclose or provide access to all of your health information, or it can be limited to a 
specific item. 

Purpose of Disclosure - Regulations require that we identify the purpose for disclosing limited information.  You also 
have the right to keep the purpose to yourself by selecting “Patient Request.” 

Expiration or Termination - This authorization will expire at the end of the calendar year in which it was signed unless 
you specify an earlier termination.  The authorization must be renewed each year as a means of protecting your 
information by verifying your wish to continue the authorization for disclosure. 

Right to Revoke or Terminate - You may revoke or terminate the authorization at any time by submitting written 
notice to our Privacy Manager. 

Non-Conditioning Statement  - This simply states that our practice does not place conditions for treatment on the 
use of the authorization. 

Redisclosure Statement - We cannot be responsible for what the receiving entity does with your health information 
that we provide under this authorization.  The redisclosure statement simply informs you of this situation. 

Signature and Date - We will need your signature and date of the signature to make the authorization effective. 

Copies - We will provide you with a copy of this signed authorization upon request.
 

© Eagles Associates, Inc .          (800) 777-2337   
 


