
I I J I  J < C ~ I O I ~ ~ I  McaIcar Len le r  
Not icc of P~+ivacy Practices 

Y o l ~ r  Iuformat io~i .  Yoirl. Riglit<. Our Rcs[~onsif~il i t ics.  ~~k us lo correct your medical rccortl -- ---.A 

This notice describes how ~nedi:.;ll inl i lrn~n~io~i n b i l u ~  yo11 !nay You can ask us 10 correct hcaltl~ i l~formar jo ,~  about 

br t1sr.d a r ~ d  disclosed and !low you call get acczsl; to this jrou that you th ink  is inco!~c.cl inconiplete. ~ s k  us 
1!lfor~113tion. I ' l c ~ s u  I-c\'icw it C:II-efr~lly. how to do this. 

\\Je may say ''no'' 13 yuUt' tc,i]llc'Sf, h u t  \iy'll tell you 

Thiq  n c ~ ~ i c e  dcssribcs this facility's practices and that of i  all iyhy  in  wri~in:. u s u ~ l l y  within 60 dnys. 

rliysicians and hcalth care pracritioncrs who have cIinicaI 
pr ivi lc~cs;  liealth carc practitioner authorized to cntcr GP( fi l i s t  nrt[~osc with whom we've shal-cd i t ~ f o r m a t j ~ ~  

1nfonr1~11on ir~ro you1 medical rccord; all deparl~nents, units  or You can ask for a lisl (accounti~lg) of the tin7cs 

c l in ics  rlCllli5 fic~liry, urhetI~er located on the hospital campui ;hared your health information ~ O I -  six years prior to 

or 31 other locillio~is; any member of a ~ d u n k e r  gmup we fllc date you ask, ~ v h o  we shared il with, and why. 

allow to help you whilc you are in this facility; and all ih'c will include all the disclosures except for lllosr 

employees, staff a d  olhel- facility personnel. All these about treatment, payment, and health care operation,, 
persons, enlitics, sites and locations may share medical and ccrtain other disclosures ( sudl  as any you asked 
information with each othcr for treatment, payme):[ or us to make). We'll provide one accounting a year {br 

operations as described in rhis notice. frrc but will charge a reasonable, cost-based fee i f  
you ask Tor anothcr one within 12 months. 

Your Rights: 
File a cornplaint if  you fccl your rights arc violated 

Get a copy of this privacy noticc You can complain if )'OU recl wc have violated your 

You can ask for a paper copy of rhis notice at any time, even if rights by co~llacling the HIPAA Privacy Officer at 

you have agreed to rcccive ille nolice ~Iectronically. We will (229)353-7553 or submitting a written complaint to  

provide you with a paper copy promptly. kathy.alberson@tiftrcgional.com. 
You can file a conplaint with the U.S. Deparlment 

\!:hen it comcs to your health information, yuu have IIealth and Human Scrvices Office for CiviI Rights 

ccrt:~in rigl~ts. This section explains your rights and some of by sending a letter to 200 [ndependence Avenue, 
our responsibilities to help you. S.W., Washirigton, D.C. 2020 1 ,  calling 1-877-696- 

6775, or visiting: 

Itrqucst confideotial cornniunica(ions n~ww.hhs.gov/ocr /pr ivacylhipaa/comp 
You can ask us to contact you in a specific way (fnr We wiII not retaliate agaillst you for filing a 

example, home or office phone) or to send mail lo n complaint. 

differcnt address. We will say "yes" to all 
reasonable requests. Your Choices: 

Clioose somcone to  act for you 
If you have given someone medical powcr of 
attorney or if someone is your legal guardian, that 
person can cxer-cise your rights and make choices 
about your health i11rurrn3tion. 
We wiIl make sure IIle prrsun has this authority and 
can act for you hefol-c Irfe take any action. 

Ask us fo limit what IVC usc nr sharc 
You car1 ask  us nol  to use or share certair~ health 
infor~natjoll for trc2llncnt, payment, or our 
opcratlons. ii'e arc not rcquired to agree to your 
request, and we may say "no" i f  it would affcct your 
carc. 
I f  you pay for a service or health cale item out-of- 
pocket in full, you can ask us no1 ro share that 
i~iformation for the pulposc of payment or OUI 

opcrai~ons with your health insuicr. \ i re  \ r i l l  
"yes" unless a law requires us to s l ~ ~ t r  thaI 
informatio~~. 

>cl nri electronic ot- paper copy of your mcdical ~ . ~ c o r c I  
You can ask to see or get an elcc~runic or p p z r  copy 
crf your medical rccord and oihcr Iicaltti i t i i b r~na l~o~ l  
w e  1 1 3 ~ ~ '  aL30~if yuu. Ask US I I O ~ C '  IO JO this. 
\\;I: \\ 111 171-~7\ idc ;1 copy or a summaly of your hc,alrl~ 
illformatiot~, usually 1vitI11n 30 days of your request. 
\Ve Inny chal-gc a I-cssonablc, cost-based fee. 

For certain health information, you can [ell us your 
choices about what we share. Ii you have a clear preference 
filr how wc share your information in thc situations described 
bclow, talk to us. ?'ell us what you want us 10 do, and tkc \ t~i l ]  
follow your ins11 uctiol~s. 
Unless you tell us otIlerwise: 

Wc may share information with your famil!, close 
friejlds, or orhers involved in your care or payment 
for J our c a w  
In the  even1 of a disaster, we may share iniorn-iation 
to 3 disaster zclief urganizalion 
\tlc nlny include your information in a hospital 
d~rcc:ary 

Ifyr,?, ~ r w  t ~ o t  ~ d l u  10 lcll us your preference, for exalllp/e 
cfjec)ll (rt  c I I ~ I L ~ C ) ~ I . ~ C - ~ O ; ~ S ,  we mqv go ahead and share your 
i r $ ~ t t t ~ l ~ / l o ~ ~  !/' 1 1 ' ~ ~  bzlir~.c 11 is it? yorir best it~ter-PSI H/p 

may nlso slrare your i~flormalion whcn needed ro lesserj u 

scriou.~ ond iiiinlincnt threcrt 1 0  hcnIrh or sujep 
111 II~ese cases we never share your informati011 unless you 
give us written per~nissiotl: 

Marketing p u ~  poses 
Sale of your inrormation 
Most sharing oCpsychothr-rapy ~iotcs 

111 the case of rundraising: 
we n ~ a y  contact you for f u n d r a i s ~ ~ ~ g  efforts< but you 
can tell 11s rlot lo conIac1 you a g ~ i n .  



H o w  do we typically use or  share your tlcaltll in for~~la l ioa? 
Wc l'.pically use or sharc your hcalth infomration in 111r 
followine ways. 

7'rcat you 
Wc con use your Iicalrh i n f o n ~ ~ i o n  and share it  \+,irh 
orher professionals who are treating you. 
l<.~nl-m~~ple.' A d ~ c i n r  Irentiug youjilr on i~lj~ry usks uizull?c~- 

I L ~ O I ,  ahour your overull healrh cotlditio~ 

R I I ~  our orgar~ization 
Wc can use and shal-e your heaIt11 infor~r~ation ri ,  run our 
hcilitq, iniprovc your cart, and corl(act you ~vhen 
necessary. 
&u~r~p/c: W:t. use ileolth infarnlufion (ibuut ?.on 10 mrir>riize 

your freatment and srrvices. 

Bill for your scrviccs 
We car1 use and share your health i~lfcrrmarion to  hill and 
get payment from I~ealtll plans or otl~er enliries. 
Exanlple: We give inforn~ntiotr lrborit yotr 10 your lrealfh 
irlsurance plan so il will pq~.-for-,vnnr scrviccs. 

Iiow else can we usc or share your health information? 
We are allowed or required to share your information in 
other ways - usually in ways that contribute to the public 
good, such as public health and research. Wc have lo mcel 
marly conditions in the law before we can share your 
infonnalion for these purposes. For more information see: 
w w w . h l ~ s , ~ o v / o c r l p r i v a c y ~ ~ i p a a / u n d e r s r a ~ ~ ~ p ~ ~ ~ e r ~  
iindex.html. 

Hclp with puhlic lacalth a ~ l d  safcty issucs 
We can share health infotmation about you for certain 
si~uations such as: 

Preventing disease - Hclping xvitI1 product rccalls 
Reporting adverse reactions to mcdicalio~is 
Repofling suspecred abusc, ntglccr, 01- doinestic 
violence 
P~,evcnti~lg or r cduc in~  a serious tlueal to anyone's 
health or safely 
Sharing immu~lization records with educnriondl 
institutions 
Evaluating workplace ir?jurics or illnesses 

Do research 
Wc c:ln use or share your information Tor hcallh research. 

Cornply with the law 
ik'e will share information about you if state or i'ederal 
I:jir.s require it, includi~lg with the Department of Ilealtb 
and Iluman Services if it wants to see that we're 
complying with fedcral privacy law. 

Rcspond to  trrg:!tl and lissuc donatiori rcqucsts 
\I1c ~ 3 n  shLlrc hcalth information about you with orgar1 
p~ ocurunicrlt org311jziltio11~. 

\l'crrk wit11 n r~ic(lic;ll c~a lu incr  or fui~cl-a1 dit-ector- 
U'c cnu st~arc health i11Sormatio11 with a corul~er, lncdji,ll 
cxami~ler,  or i i ~ ~ ~ e r a l  direclor whcn an individual dies. 

Addrcss tvorlters' c o ~ ~ i ] ~ c ~ l s ; ~ t i ( ~ [ l ,  law ~ [ ~ r o r c c r ~ ~ c r l t ,  ; ~ n d  
ollier gorrcl-nrrlct~t I-cqucsls 

We can use  01. sharc Ilealth in fbm~a t~cm a b o u ~  you: 
workers' c o ~ ~ ~ p e n s a l  ion claim5 

For law enrol-ccmenl purposes or i v i ~ l l  a I J \ ~  
enforcement official 
With health oversight ayencics fol- a c ~ i v i ~ i c ~  
authorized by law 
For special government i u n c ~ i ~ n s  such as milll;3rl., 
11aiionaI securiiy, and presidential prorccrive scrvlccs 

Rcspond to  lawsuits a n d  Icgal actions 
We can share health information about you in response to 
a court or administralive order, or in response to a 
subpoena. 

Our Responsibilities: 
We are requircd by law ta maintain the privacy and 
security of your protected health ~ l f o m a t i o n .  
Wc will Ict you know promptly i f  a breach occurs 
Ihat Inay have cornpromis~d rhc privacy or securi~y 
of youi- information. 
We must follcw thc duties and privacy practices 
drjcribrd in this ~ ~ o t i c e  and give you a copy of it. 
We will ~ o t  us? or sharc you: in formarion other than 
as dcsrribcd hcre unless SOU re11 us we can in writing. 
If you tell us WE can,  you may change your mind zt 
any time. Let us k~lorv in wriring if you changc your 
mind. 

For more informa~ion you may corltact Our HIPAA Privacy 
Officcr at (229) 353-7553 or email 
kathy.a1bersan@tiflr~gi~nal.co~n Or SOU may visit 
w~~~.hhs.Eov/ocr/privacy/hipaa~understandin~/consumers/~~~~i 
ceppPhlml. 

Changes tu fhc Terms of this Notice 
We can change thr: ternis uf this notice, and the changes will 
apply to all infornlstion we Ilavc about you. The new ~ ~ o t i c c  
will hc nvsilnhle upon request, in our facilities, and on O U T  

wcb site. 

Other Tcrrus 
l ' l ~ i q  facillry and the phyGcians and other health cale providers 
13 hn havc c l ~ n ~ c a l  pritilcgrs/functions at this facility work 
tl>gether in  an organwed llenllh care a~rangemenr to  p ~ o v ~ d c :  
medical servlces to you when you are a patient of rhls f ~ c i [ ~ ~ y .  
This facility a11d such physicians a11d othcr tiea[tli care 
prauidcrs will share mcdical inforn-iation that they collect fru111 
you at this facility as necessay to  can! oul I i ca tn~cn l ,  

paq'me~~t, healthcare operations relatirlg 10 thr p~ovisior~ of 
care to patients at this L?cility. 

Not ice eiYeclive datc: September 23, 20 13 

You niay Contact the 1JIPAA Privacy Officer, j72u)7.53-75.i3, 
ka~hy.albcrson@t iftregior~al .co~n.  



TlFT REGIONAL MEDICAL CENTER 
Consen? to Medical Treat~~nL a r ~ d  Hosn/ta/ ~ d t - n i ~ s i o ~ ~  

ACKITO'IYX.P,UCI~,MF~~~'~ 0 k'. I0 INT NOTTQ; ---- ----- 
01: VACY ~ ' R A C ' ~ I C E S  

PRlhlTED NAIVE OF P.4TlENT SIGNATURE PAT~ENT/REPRESENTATIVE 

- 
REPRESENTATIVE RELATIONSHIP TO PATLENT 

( i f  applicable) 

9 A T E  TIME 

? z : i e ~ t  15 vnablr !o s;gn written ccrlsefit far I:~ltld! rrearmegt b;:: gives vrrbat consent 

g ~ a t l ~ n :  Is unable to  slg~; or glve verbal  consent, 

WlTNESS " 

DATE TIME 



Affinity pediatrics 
IndividualEatnilY History Data 

Child's Name: Birth Date: -- 

Address: Phone: -- 

ParentlGuardian Name: Relationship to Patient: 

PERSONAL HISTORY 

BIRTH HISTORY HEALTH HISTORY HOSPITALIZATIONS/SURGEKIES 

Hospital Allergies, Specify: 

Home 

Other 

Delivery Type: 

Vaginal C Section 

length of Pregnancy 

Condition a t  Birth: 

Weight Length 

Jaundice: Y N Unknown 

Drugs 

Foods 

Vaccines 

Insects Accidents: - 

Other 

Anemia -- 

Asthma Current  tiealtk Problems: 

Ear Infection (Specrty Condrt~on & Sourtc o i  Trealmen~) 

Heart Trouble 

Birth Defects: Y N Unknown Kidney/Dladder Infection 

Breath~ng Prob: Y N Unknown Manarche 

Metabolic Screening: Y N Unknown Respiratory Disease 

Result Rheumatic Fever Current Medication & Dosages: 

Hgb Electrophoresis: Y N Scarlet ~ever/Strep 

Results Serzures 

Hearing: Pass Fail Vaccine Prevent D~sesse 

Other, Specify: Vision Color Test Date 

Comments: Other, Specify _ Priniary Care Provider: 

Comments: _ 



qffl r) i t y  Pediatrics 
Individua IlFamilY ff istory Data 

FAMILY HISTORY 

Alcohol Abuse Heart Condition Sickle Cell Disorder 

Allergies Hypertension Srnoking 

Birth Defects 

Blood Diso~ derjAnemia 

Kidney Disease Stroke 

Liver D~sease Tuberculosis 

Cancer Men tdl Illness Vision Loss 

Diabetes Mental Retardation Other 

Drug Abuse Multiple Births 

Hearing Loss Neurornuscular - 

{Childhood) Seizures -- 

TUBERCULOSIS RISK ASSESSMENT QUESTIONAIRE: 

Any answer indicates child is high r ~ s k  and should receive a TB skin test (Mantoux). 

1) Is the child a close contact p e w e r a o n  with infectious tuberculosis? 

2) Does the child have HIV infection or i s  hejshe considered a t  risk for HIV i n f ~ r t i o n ?  

3) Is the child f o r e i ~ n  born (especially Asian, African, Latin ~rner ican) ,  a refugee or  a migrant? 

4)  Is the child in contact with an i n c a w p e r s o n  who was incarcerared in the past five 151 years? 

5 )  Is thc child exposed to  the following individuals: (HIV i n f e c t e m  user, homeless, nursing home 

resident, institutionalized or incarcerated adult/adolescent, or a mip,rant farm-worker? 

6 )  Does the child have a medical condition or treatment of a medical condition which suppresses the 

immune system? 

7) Does the child live in a communitv in which it has been established that a high risk exists for 

Tuberculosis? 

8) Other? 

UPDATE AND INDICATE ANY CHANGES AT EACH VISIT USE THIS PAGE FOR ADDITIONAL INFORMATION AND NOTEA 



Tifl Rcgional Physician Serviscs 
Abbevllle Pr~nia~y Carr - A f i n ~ i )  Cl~nic - Afhnily Pedimrlcs. Af[in!!j Hopstial hled~cinz Tra~~sition Clin~c 

Allure Plaslir: and Rccirnstruc[rvc Surger) - Ashbum Primary Cart - An hr l t i ~  and Ostcuporor~s - En7ployee Medical I Iomc. 
Cook Primary CarcCuuk Family Pract~ce- lrwn Primar; Cclrc - tdashvillc Prtmar, Care - Ucalla P r w n w ,  Cart 

Sylvrsler Family Pracilce - 'rift Fnmlly Medtc,nr and WoundCerc Ccnrcr - ' T i t !  Keglollat Ancslherta Pam ~ k a ~ e r n e n t  
'drdrr~l  Rrcards Drparlmcnt 

2225 H w y  41 Yorth Tinon, GA 31794 
Phonc t229.I 191 -4160 Fax (229)  391419: 

AUTt3OKIZATION TO OBT.jIP: PROTECI'EI> HFAJ.TH INFORMATION 

Patient Name Medical K e ~ o r d  Numhcr: -- 

D a h  of Birth: - Social Scclir~ry P - 

I .  I hereby aiftIiori7e the usi: or  disclocurc of  he above nanicd ~ndividual 's health ~niorrr~ation as described below, 
i s  authur17cd to make the disclosure o f  l t l c  I'ollowing jnlbrmation as ~ ~ ~ d i c a i c d  

(check all that apply) 

2 problem list ' . most recent di~charge sumrnx)' 
2 med~calion list ~ n o s l  recrnr h ~ s t o r y  and physical 
. physician orders :. pl~ysic~an progrzbs notes 

laboralor) rcsutts from date to dalc . 
i: x-ray I rrnaglng repofls from dale to date 

x - ray  films from date to dal t  - 
. consultation reports Crom (doctor's name) .- 

i enlire record limited 10 from da~c  .- .- ID dale 

2.  I unitersrand t h r x  recurds may conlain information concerning sexually tral>haiirtcd disease, acquired 
rmmunodcficicncy syndrome (AIDS),  human immunodeficicnc~ \ irus (HIV), drug :ibusz, aluoholism, ~ ~ u k l c  
cell anemia. and behavior or mcnral hev tth scrvices. 

3. This information may br. disctoszd to and used by thz folto*.vjng ~ndivldual or orgmi7311on. 

4 .  For thz idlowing purpose: ( c h e d  all that apply) 

' I,egal Issue . insurance Claitn r I'ersonal Usc 
! I Continuing Care , Othcr (explain). - 

5 .  1 understand that this authorization. cxccpr Ibr actlon already L1l;~n. may be revoked by rnc rn any time. 1 
unders~and that if I rcvuke this author17ahun. 1 must do so in wri~lng and p m r n t  rn) written revmalion 10 Ihr 
I iealth Information Manayernent Ilcparlmznt. Unless otherwise t c~oLed,  this aud1ori7~tion will expire onc 
(I) year from loday's dale and must post dare ,my dale of service brag requested. 

0. 1 undtrstarjd that TRMCmifl Kcgional Physician Services will onl condition treatment, paymtnl, cnrolln~enl. 
or eligibility for benefi~s concerning my tlratth carr on whcrher 1 sign or  refuse to sign th~s avrhonzation. 

7. I undersund ilia1 authorizing ttie disclosurz o l t l~ is  hcaith ~nrornlation is vvluntary and (ha1 d~sclosure of such 
informarion carries wirh ir the pr>tcntial for unnu:horlccd rc-disclosure. 

-.- - -, -- 

S~gn~lurc  of Patient or I,egal Represenlalr ve Uarr Signed 

- - 
Print Name Kelationship lo Pa!ialt Signature of Wit ncss 


