Asthma & Allerey Clinie of Manin & SF Iur

Schuman Tam, M.D.,
1000 South Eliseo Dr. #101, Grccnbrac CA 94904  row (10 ,981-8909

6850 Geary Blvd, San Francisco, CA 94121 Ph# (415)751-6800

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THE INFORMATION.
PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

This notice takes effect on April 14, 2003 and remains in effect until we replace it.
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Law Requires us to:
1. Keep your medical information private.

2. Give you this notice describing our legal duties, privacy practices, and your rights regarding your medical information
3. Follow the terms of the notice that is now in effect.

We Have the Right to:
1. Change our privacy practices and the terms of this notice at any time, provided that the changes are permitted by law.
2. Make the changes in our privacy practices and the new terms of our notice effective for all medical information that we keep,

mcluding mformation previously created or received before the changes.

Notice of Change to Privacy Practices: o
1 ' ' ] ' Hee and make the new notice available

Before we make an mmportant change in our privacy practices, we will change this nof
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We nse and disclose health information about yon for treannem, payment, and healthcare operahons For example
< Treatment: We may use or disclose your health mfonnanon to a physician or other healthcare provider providing treatment

1o yon.

< Payment: We may use and disclose your health information to obtain payment for services we provide to you.

<+ Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations.
Healthcare operations include quality assessment and improvement activities, reviewing the competence or qualifications of
healthcare professionals, evalnating practitioner and prcmder performance, conducting training programs, accreditation,

certification, licensing or credentialing activities. '
<* Your Authorization: In addition to our use of your health information for treatment, payment or healthcare operations, you

may give us written authorization to nse your health information or to disclose it to anyone for any purpose. If you give us an
authorization, you may revoke it in writing at any time. Your revocation will not affect any use or disclosures permitted by
your authorization while it was in effect. Unless you give us a written anthorization, we canmot use or disclose your health
information for any reason except those described 1n this notice.
< To Your Family and Friends: We must disclose your health information to youw, as described in the Patient Rights section
of this notice. We may disclose your health mnformation to a family member, friend or other person to the e*:tent necessary to .
help with your healthcare or with payment for your healthcare, but only if you agree that we may do so.

<+ Persons Involved In Care: We may use or disclose your health information to notify, or assistin the notification of
(including identifying or locating) a family member, your personal representative or another person responsible for your care,
of your location, your general condition, or death. If yon are present, we will get your permission if possible prior to nse or
disclosure of your health information, or give you the opportunity to refuse permission. In the event of your incapacity or
emergency circumstances, we will disclose health information based on a determination nsing our professional judgment
disclosing only health information that 18 dlrecﬂy relevant to the person’s involvement in your healthcare. We will also nse
our professional judgment to make decisions in your best interest about allowing someone to pick up filled prescnptlons
medicine, medical supplies, x-ray or other similar forms of health information for you.

Marketing Health-Related Services: We will not use your health information for marketing communications without your

written authorization. :
Required by Law: We may nse or disclose your health information when required to do so by law.
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< Abuse or Neglect: We may use or disclose your health information to appropriate autharities if we reasonably believe that
yon are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may also nse or
disclose your health information to the extent necessary to avert a serious threat to your health or safety or the health or safety
of others. We may share medical information when necessary to help law enforcement officials capture a person who has
admitted to being pari of a crime or has escaped from legal custody.

< Health Oversight Activities: We may disclose your health information to an agency providing health oversight for oversight
activities anthorized by law, including andits, civil, administrative, or criminal investigations or proceedings, inspections,
licensure or disciplinary actions, or other anthorized activities. ;

< Workers Compensation: We may disclose your health information when authorized and necessary to comply with laws
relating to workers compensation or other similar programs. :

< Law Enforcement: Under certain circumstances, we may disclose your health information to law enforcement officials.

certaim subpoenas or court erders, repomnghmﬂedmfnnnanon concerning identification and location at the request of a law
enforcement official, reporting death, crimes-on our premises, and crimes in emergencies. '
< Appointment Reminders: We may nse or disclose your health informafion to provide you with appoim

(such as voicemail messages).
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You Have the Right to

»  Access: Yon have the right 1o look at or get copies of yonr health information. Yon may request that we provide copies in a
format other than photocopies. We will use the format you request unless we cannot practicably do so. Youn mnst make a
request in writing to obtain access to your health information. Yon may obtain a form to request access by using the contact
information listed at the end of the Notice. I yon request copies, we will ¢harge you $0.25 for each page, and postage if you
want the copies mailed to you. If you request an alternative format, we will charge a cost-based fee for providing your health

irformation in that format If yon prefer, we will prepare a summary or an explanation of your health information ($25 fee).

Contact us nsing the information listed at the end of this Notice for a full explanation of our fee strocture.

» Change of Records: Yon have the right to request that we change your medical information. (Yon must make arequestin
writing.) We may deny your request if we did not create the information you want changed or for certain other reasons. If we
deny your request, we will provide you a written explanation. You may respond with a statement of disagreement that will be
added to the mformation you wanted changed. Ifweacceptyour request to change the information, we will make reasonable
efforts to tell others, including people yon name, of the change and to inclnde the changes in any future sharing of that
information

» Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates disclosed
your health information for purposes, other that treatment, payment, healthcare operations and certain other activities, for the
past 6 years, but not before April 14, 2003. If you request this accounting more than once in a 12-month period, we may
charge you a reasonable, cost-based fee for responding to these additional requests.

> Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health
information We are not required to agree to these additional restrictions, but if we do, we will abide by our agreement
(except n an emergency). -

» Alternative Communication: You have the nght to request that we communicate with you about your health information
by alternative means or to alternative locations. (Youmnstmakeyonrrequestmwnnng) Your request must specify the
alternative means or location, and provide satisfactory explanation how payments will be handled under the alternative means
or location you request.

» Amendment: You have the right to request that we amend yonr medical information (Yourrequestmnstbe In writing, and it

! mnst explain why the information shonld be amended.) We may deny your request under certain circumstances.
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™ Ifyouhaveq‘umhonsorconcems plmecomactns‘
Ifyoua:rewnccmchWemayhavenolatcdyonrpnvacynghts,oryoudlsa,greevdthadecisionwemadeabomaccessto

your medical mformation or in response to a request you made to amend or restrict the nse or disclosure of your medical
imnformation or to have us commmnicate with you by elternative means or at altemative locations, you may complain to us using

~ the contact information listed at the end of the Notice. You also may submit a written complaint to the U.S. Department of Health
and Human Services. We will provide you with the address to ﬁlcyuur complmrnt with the U.S. Department of Health and
Human Services upon request
We support your right to the povacy of your health mfonnanon. We will not retaliate in any way if yon choose to file a
complaint with us or with the U.S. DepartmemeHealthandHnmanSemces "

Contact Officer: May C.¥ung ‘Telephone: (415)4@&'}703 (415) 7516800

1000 South Eliseo Dr. #101, Greenbrae, CA 94904 Phone (415) 461-8909
Address: " gg50 Geary Blvd, Szn Francisco, CA 94121  Phone (415) 751-6800
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These circumstances inclnde reporting required by certain laws (such as the reporting of certain types of wounds), pursuant 1o
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