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Please Print. Complete ALL Sections.*
MRN:________________

New Patient Registration Form 

 PATIENT INFORMATION

IN CASE OF AN EMERGENCY 

INJURY INFORMATION

Last Name: First Name: Middle Name:

Also Known As: Maiden Name: Relationship Status:
o Single  o Married	 o Divorced 
o Registered Domestic Partner 
o Significant Other	 o Widowed 
o Legally Separated	o Other

Social Security #:** Date of Birth: Age:

Sex Assigned at Birth:
o Male  o Female 
o Not recorded at birth 
o Uncertain  o Unknown

Gender Identity:
o Male  o Female   
o Transgender male 
o Transgender female

Legal/Administrative Sex:
o Male  o Female   
o Nonbinary 
o Unknown

Sexual Orientation:
o Straight  o Bisexual 
o Gay  o Lesbian  o Don’t know 
o Something else 
o Choose not to discuss

Race: �o Black/African American   o White/Caucasian   o Native Hawaiian/Other Pacific Islander 
o American Indian/Alaska Native   o Asian   o Unknown   o Other   o Prefer not to specify

Ethnicity: o Hispanic   o Non-Hispanic   o Prefer not to specify

Preferred Language: �o English   o Spanish   o Hmong   o Lao   o Punjabi   o Vietnamese   o Hearing Impaired/Sign 
o Other _ ____________________________________   o Prefer not to specify 

Preferred Phone #: o Home 
o Cell o Work  Second Phone #: o Home 

o Cell o Work  
Street Address: P.O. Box/Apt #:

City: State: Zip Code:

E-mail Address:

Employer: Phone #: 

Primary Care Physician: Phone #:

Preferred Pharmacy: Phone #:

Pharmacy Location/Cross Streets: 

Date of Injury: Work Related Injury: o Yes   o No

Emergency Contact: Relationship to Patient:

Home Phone #: Work Phone #:

*	 Missing information may result in charges billed directly to the patient.
**	�Community Health Partners’ electronic medical record system (EMR) requires your social security number as your unique identification 

number. Please help us provide you with the highest quality of care by sharing your social security number. This is very important because 
without your social security number as an identifier, your electronic medical record may not be complete or may contain inconsistencies. 
Please be confident your social security number is used only used for this purpose — it is never printed out. It is protected from misuse 
just as we protect your health information.
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INSURANCE INFORMATION  Please give your insurance card to the receptionist. 

PRIMARY INSURANCE

SECONDARY INSURANCE (IF APPLICABLE)

Last Name: First Name: Middle Name:

Guarantor Information: o Check here if same as patient 

Responsible Party: Date of Birth: 

Address (if different from patient): Home Phone #: 

Occupation: Employer: 

Employer Address: Phone #:

Insurance Company Name:

Subscriber’s Name: Subscriber’s SS #:

Date of Birth: Group #: Policy #:

Co-pay: $ Patient’s relationship to subscriber: �o Self-01   o Spouse-02    o Child-03  
o Other:_________________________________________________

Insurance Company Name:

Subscriber’s Name: Subscriber’s SS #:

Date of Birth: Group #: Policy #:

Patient’s relationship to subscriber: o Self-01   o Spouse-02    o Child-03   o Other:_________________________________

Is this a worker’s compensation claim: o Yes   o No 

Medicare Secondary Reason Code (Must check one if Medicare is Secondary): 

o 12 Working Aged Beneficiary or Spouse with Employer Group Health Plan 
o 13 End-Stage Renal Disease Beneficiary in the Mandated Coordination Period with an Employer’s Group Health Plan 
o 14 No-fault Insurance including Auto is Primary 
o 15 Worker’s Compensation 
o 16 Public Health Service (PHS) or Other Federal Agency (Government Research Program) 
o 41 Black Lung 
o 42 Veteran’s Administration 
o 43 Disabled Beneficiary Under Age 65 with Large Group Health Plan (LGHP—Employers with 50+ employees) 
o 47 Other Liability Insurance is Primary (Homeowners) 

What is your preferred method of communication for 
appointment reminders? 

o Phone   o Regular Mail   o Web Portal   o Email 
o Text Message   o Do Not Contact 
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Office Procedures and Consent 

Shared Electronic Medical Records 
We share an electronic medical records system with Community Medical Centers. 

Smoke Free Environment 
For the health of our patients, employees and visitors, smoking is not permitted at the Community Health Partners offices. 

Weapon Free Environment 
Weapons of any kind are not allowed at any of the Community Health Partners offices. 

No Show/Appointment Cancellation Policy 
We would like to provide you with outstanding service. This however requires your cooperation. If you are unable to keep 
a scheduled appointment, please call us at least 24 hours in advance so we can give this appointment to another patient. 
If you fail to keep an appointment or do not call at least 24 hours in advance, you are considered a “No Show” and a 
$35.00 charge may be billed directly to you since it is not covered by any insurance plan. 

External Forms Policy
Patients who request completion of external forms, forms not required by CHP, will be charged a flat fee of $35 which 
must be paid at the time the form is submitted. However, no fee will be charged for Medi-Cal members or for any patient 
submitting forms that support a claim or appeal for public benefit programs. Public health benefit programs include 
Medi-Cal programs, In-Home Supportive Services Program, California Work Opportunity and Responsibility to Kids 
Program, Social Security Disability Insurance benefits, Supplemental Security Income/State Supplementary Program 
for the Aged, Blind and Disabled (SSI/SSP) benefits, Federal veterans service-connected compensation and nonservice 
connected pension disability, CalFresh, Cash Assistance Program for the Aged, Blind and Disabled Legal Immigrants, 
and Government-funded housing subsidy or tenant-based housing assistance program. Patients will be informed of any 
applicable fees or exemptions. 

Open Payments
The Open Payments database is a federal tool used to search payments made by drug and device companies to 
physicians and teaching hospitals. It can be found at https://openpaymentsdata.cms.gov.

I have read, understand, and agree to the above.  

________________________________________________________________  _ ______________________________
Patient/Legal Representative/Guarantor Signature	 Date

________________________________________________________________
Print Name 

If signed by someone other than patient, indicate relationship:

________________________________________________________________
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Electronic Communication Exchange Consent  

We offer electronic communication services via text messaging, email, and voice messaging to serve you better. 
Electronic communication is used for but not limited to: 
•	 Appointment Reminders 
•	 Patient Surveys 
•	 General Health Tips 

By providing my phone number (including a landline or a wireless phone number), I consent to receive calls (including 
autodialed calls and artificial or prerecorded messages) at that number from the practice and its physicians, agents and 
independent contractors (including services agencies and collections agencies) regarding all clinic/medical services I 
receive, now and in the future, and any related financial obligations. 

Limitations on calls, if any: ___________________________________________________________________________
________________________________________________________________________________________________

If I want to revoke this consent, I agree to notify my physician/provider's office.

I will also notify this office if I relinquish any phone number I give to the practice. I understand that I am not required to 
agree to sign the Electronic Communication Exchange Consent as a condition of receiving services at the practice. 

Please list the phone numbers and email addresses you permit us to use to contact you. 

Cell Phone #: ________________________________________ Land Line #: __________________________________

Email Address: ____________________________________________________________________________________ 

________________________________________________________________  _ ______________________________
Patient/Legal Representative/Guarantor Signature	 Date

________________________________________________________________
Print Name 

If signed by someone other than patient, indicate relationship:

________________________________________________________________
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Agreement and Authorization for Services  

I.	 Consent for Diagnosis and Treatment 
I acknowledge and understand that, in presenting myself for treatment and medical care to Community Health 
Partners, I authorize and consent to the administration and performance of all tests and treatments which may 
be ordered by the physician (and/or designated assistant) and carried out by members of the Community Health 
Partners medical staff and personnel. I understand that some of my medical care can and will be accomplished 
via remote Telehealth (also known as Telemedicine) visits, and I consent to their use where deemed medically 
appropriate by Community Health Partners medical staff. I am aware that medicine is not an exact science and I 
acknowledge that no guarantees have been made to me as a result of treatment or examination. 

II.	 Release and Use of Information 
I understand that Community Health Partners will record medical and other information concerning my treatment in 
electronic and other physical form. Such information is required in the course of my treatment, and may be released 
by Community Health Partners for the purposes permitted by law and as authorized on this form. I understand that 
portions of my records may be disclosed to qualified non-Community Health Partners personnel for the purpose of 
conducting scientific or statistical research, management or financial audits, licensure and program evaluation or 
other similar purpose. I will not be identified by name or other personally identifying information in any report of such 
research, audit or evaluation without my express written consent. 
 
I hereby authorize Community Health Partners to release to my insurance companies, employer insurance groups, 
health plans, Medicare/Medicaid program, its insurance carriers or intermediaries any medical records or other 
information concerning my treatment to obtain reimbursement for the treatment and services provided to me by 
Community Health Partners and its affiliated providers. This Agreement and Authorization for Services does not allow 
the release of records regarding my treatment for services requiring a specific authorization under State or Federal Law. 

III.	 Teaching Program 
I understand that appropriately supervised residents, interns, medical students, students of ancillary health care 
professions (e.g. nursing, x-ray, and rehabilitation therapy), post-graduate fellows, and other trainees may observe, 
examine, treat and participate in my care as part of educational programs. 

IV.	 Assignment of Benefits and Agreement to Cooperate in Collection Efforts  
In consideration of the healthcare services provided to me ("Services") by Community Health Partners, I hereby 
assign Community Health Partners all of my rights and claims for reimbursement under Medicare, Medicaid, or 
group accident or health insurance policy for which benefits may be available for payment of the services provided. 
Community Health Partners includes, without limitation, all other physicians, physicians’ assistants, nurses, 
therapists, laboratories, diagnostic testing entities, and all other persons or entities on whose behalf Community 
Health Partners provides billing services in connection with the Services. In addition, I hereby agree to personally 
cooperate with, and take all steps necessary, required or reasonably requested by any reimbursement source to 
effectuate, perfect, confirm or validate my assignment and authorization of Community Health Partners as my 
assignee and authorized representative, and to assist Community Health Partners with pursuing payment from any 
reimbursement source. 

V.	 Guarantee of Payment  
I understand and agree that I am financially responsible for any and all charges related to any Services rendered. 
While my claims may be paid by the above-mentioned coverage sources, I recognize that payment is not guaranteed 
and that I am ultimately responsible to pay Community Health Partners the balance due of all charges not paid for by 
the above mentioned coverage (excluding those charges not collectible pursuant to Medicare regulation). This may 
include costs of collection and/or reasonable attorneys’ fees.
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Agreement and Authorization for Services 

VI.	 Use of AI Transcription Technology and Audio Recordings 
Under California law, it is illegal for a confidential communication to be recorded without the consent of all parties 
involved. This includes conversations between doctors or medical professionals and their patients. 
 
Community Health Partners may sometimes use artificial intelligence (“AI”) transcription technology to help providers 
create notes about my care and update my medical record. The technology does this by analyzing audio of my visit and 
using it to write down conversations I have with my provider as they occur, similar to a physician’s scribe. The provider 
must review and approve the record of the conversation to ensure it is correct before any AI created notes are added to 
my chart. The vendor used by Community Health Partners is HIPAA-compliant to prevent unauthorized access to my 
protected health information. If I would like to allow my provider to use this feature, I must opt-in here. If I opt-in, I can 
verbally opt-out at any time during a specific visit to stop the use of the technology during that visit. At any time, I may 
completely revoke my consent to allow the use of the technology by notifying staff at my Community Health Partners 
clinic of my decision in writing. Choosing not to opt-in will have no effect on my ability to receive treatment. 
 
The use of recording devices such as cell phones, audio recorders, or any other equipment used to capture or record 
images and/or sound by patients or other visitors without the consent of doctors or medical professionals is prohibited. 
 
o �By checking this box, I provide my consent to the audio recording of my visits and the use of AI 

transcription technology to help my provider create notes about my care and update my medical record. The 
recording and associated documentation may also be used for the further improvement of the AI technology.

o �By checking this box, I do not provide my consent to the audio recording of my visits or the use of AI 
technology to help my provider create notes about my care and update my medical record.

VII.	Consent to Photograph 
I hereby consent to Community Health Partners’ use of digital and/or video recording of procedures and treatments 
provided to me for use in treatment or for health care operations purposes such as peer review or medical education. 
 
The use of such images is subject only to the following limitations:  
 
_ ____________________________________________________________________________________________ 
 
_ ____________________________________________________________________________________________ 
 
The term “photograph” as used herein includes video or still photography, in digital or any other format, and any other 
means of recording or reproducing images. 
 
I further understand that I must obtain consent from my treating provider(s) if I request that a procedure or treatment 
be photographed by CHP personnel. I also understand that the photography and photographs will be maintained in 
my electronic health record. 

I have read each of the foregoing, I-VII and fully agree to each of the statements and agreements herein, which may 
include inpatient treatment after emergency or outpatient care, by signing below as my free and voluntary act.  

________________________________________________________________  _ ______________________________
Patient/Legal Representative/Guarantor Signature	 Date

________________________________________________________________
Print Name 

If signed by someone other than patient, indicate relationship: _______________________________________________
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Financial and Billing Policies   
Thank you for choosing Community Health Partners. We participate with a variety of insurance plans and will directly bill your insurance 
under these plans. 
We understand that billing and payment for health care services can be confusing and complicated. It is important for you to know the 
information contained in your specific health plan, including any co-payments and other provisions. If you have any questions, call your 
health plan’s member services department their number is listed in your benefit plan booklet or on your ID card. 
Inform Us of Changes: If you are a current patient, please inform us if your personal or insurance information has changed since your last 
visit. The lack of current information may cause delays in care and responsibility for the cost of the entire visit. 
Bring Your Health Information: Bring your health insurance information to your visit. This includes identification, all insurance cards, and 
authorization/referral forms. We will ask you to sign forms such as a release of information, assignment of benefits and possibly additional 
forms depending on your visit. 
Co-Payments, Deductibles and Co-Insurance: Co-pay’s are due at time of your office visit. Under the terms of our contract with the 
various insurance plans we cannot waive any co-payments, deductibles or co-insurance amounts defined as patient responsibility. If you 
have any questions regarding your co-payments or deductibles, please call your insurance company. For your convenience we accept cash, 
checks, debit, VISA, and MasterCard. 
Patient Responsibility Balances: All patient responsible balances must be paid in full or a financial arrangement must be made at the time 
of your visit. 
Deposits: For certain procedures, you may be required to pay a deposit or pay for the service in full prior to treatment. 
Prompt Payment: We offer a prompt payment discount. Please contact our Billing Department for details. 
Prior Authorization: Most health plans require authorization for elective services. If your insurance company decides your service was not 
medically necessary, is pre-existing, or is not a covered service you will be asked to pay prior to the time of service. 
HMO/Managed Care Plans: It is your responsibility to make sure a current referral has been obtained for your care with our providers. If a 
referral has not been obtained by your appointment you may need to reschedule your visit until you have a current referral. We realize this is 
an inconvenience, but without the referral Community Health Partners will not be reimbursed for the services provided. 
Workers Compensation: Please bring your claim number, date of injury and employer/workers compensation information. Your claim needs 
to be open and valid for the condition that we are seeing you for. 
Statements: You will not receive a statement until your primary insurance company has fulfilled its financial responsibility or a service is 
determined to be patient responsibility. 
Who Can Discuss a Bill: Confidentiality is important. Our Patient Account Representatives may only speak with the patient or the person 
designated in writing by the patient to receive the bill(s) on behalf of the patient. 

I have read, understand, and agree to the above Financial and Billing Policies. I understand that charges not covered by my insurance 
company, as well as applicable co-payments and deductibles, are my responsibility. I authorize my insurance benefits be paid directly to 
Community Health Partners. I authorize Community Health Partners to release pertinent medical information to my insurance company 
when needed to obtain authorization for a procedure or to facilitate payment of a claim. I have given complete and accurate information and 
agree to inform Community Health Partners of any changes regarding my personal billing information or my insurance billing information.

_________________________________________________________________________  ___________________________________
Patient/Legal Representative/Guarantor Signature	 Date

_________________________________________________________________________
Print Name 

If signed by someone other than patient, indicate relationship:

_________________________________________________________________________

Community Health Partners complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national 
origin, age, disability, or sex. 
Your provider is a member of Community Health Partners medical foundation. That means that billing statements for services provided by 
your physician will come from and be processed by Community Health Partners medical foundation.
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Acknowledgment of Receipt of Notice of Privacy Practices   

I acknowledge that I have received a copy of Community Health Partners Notice of Privacy Practices. I understand that the 
Notice of Privacy Practices describes how Community Health Partners may disclose and use my protected health information. I 
am encouraged to read the Notice of Privacy Practices in full. 

Patient Name:__________________________________________________ MRN: ___________________________________

Date:_______________________  Time:_ ______________  Signature:_____________________________________________  
	 Patient/Legal Representative/Guarantor

If signed by the patient's legal representative/guarantor, indicate: 

1.	 Name of Signer:____________________________________________________________________________________  

2.	 Relationship to Patient: ______________________________________________________________________________

o Decline to sign acknowledgement or inability to obtain acknowledgement.
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Personal Representative

In the space below, if so desired, please indicate any personal representatives* or other individuals who are permitted to 
receive or know information concerning your healthcare for the period 12 months from the date you sign this form. If your 
designated personal representatives or other individuals change during the time this form is in effect, you must contact 
Community Health Partners in writing and request the change. 

Name(s)

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

o I decline to have any personal representative.

____________________________________________________________________ _________________________________
Patient/Legal Representative/Guarantor Signature	 Date

____________________________________________________________________
Print Name 

If signed by someone other than patient, indicate relationship:

____________________________________________________________________

* �A personal representative as defined under the Health Insurance Portability and Accountability Act of 1996 (HIPAA) is someone with 
the authority to make decisions related to your health care under applicable state law. Some examples of personal representatives 
include: an agent authorized to make medical decisions on your behalf in an advance health care directive, a court appointed legal 
guardian, or the parent or guardian or an emancipated minor. 

Community Health Partners (CHP) complies with applicable federal civil rights law and does not discriminate on the basis of race, color, 
national origin, age, disability or sex.
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Community Health Partners Notice of Privacy Practices

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. 

What is this Notice and Why it is Important
This notice is required by law to inform you of how your health information will be protected, how Community Health 
Partners may use or disclose your health information, and about your rights regarding your health information. The Notice 
covers all persons who are employees by or otherwise provide you with care through our organization. If you have any 
questions about this notice, please contact Community Health Partners' Privacy Office at (559) 724-4400. 

Understanding Your Health Information
Each time you visit a physician, health care provider or hospital, a record of your visit is made. Typically, this record 
contains a description of your symptoms, medical history, examination and test results, diagnoses, treatment, and a plan 
for future care. This information, often referred to as your medical records, serves as a: 

•	 Basis for planning your care and treatment 
•	 Means of communication among the health professionals 

who contribute to your care 
•	 Legal document of the care you receive 
•	 Means by which you or a third-party payer (e.g., health 

insurance company) can verify that services you 
received are appropriately billed 

•	 Tool for education health professionals 

•	 Data source for medical research 
•	 Source of information for public health authorities 
•	 Source of data for planning facilities, marketing health 

care services, and fundraising 
•	 Tool to facilitate routine health care 
•	 Tool with which we can assess and work to improve the 

care we provide

Understanding what is in your record and how your health information is used helps you to ensure its accuracy, better 
understand, who, what, when, where and why others may access your health information, and make more informed 
decisions when authorizing disclosures to others. 

Your Health Information Rights 
You have the following rights related to your medical and billing records kept at Community Health Partners: 
Obtain a copy of this notice. You will receive a copy of this notice at your first visit after its publication. Thereafter you 
may request a copy of this notice or any revisions from our website https://www.communitymedical.org/Privacy or by 
calling the Health Information Department at (559) 459-3925.
Authorization to use your health information. Before we use or disclose your health information other than as described 
below, we will obtain your written authorization, which you may revoke at any time to stop future use or disclosures that 
constitute sale of your health information. 
Access to your health information. You may request a copy of your health information that Community Health Partners 
keeps in your medical or billing record. Your request must be submitted in writing. We charge a nominal amount for the 
access costs. 
Amend your health information. If you believe the information we have about you is incorrect or incomplete, you may 
request that we correct the existing information or add the missing information. Your request must be in writing and you may 
pick up a form for this purpose in the Health Information Management (Medical Records) Department. We reserve the right 
to accept or reject your request and will notify you of our decision. 



Updated 1.29.20252

Community Health Partners Notice of Privacy Practices 

Request confidential communications. You may request in writing that when we communicate with you about your health 
information, we do so in a specific way (e.g., at a certain mail address or phone number). We will make every reasonable 
effort to agree to your request. 
Limit our use or disclosure of your health information. You may request in writing that we restrict the use or disclosure 
of your health information for treatment, payment, healthcare operations, or any other purpose except when specifically 
authorized by you, when we are required by law, or in an emergency situation in order to treat you. We will consider your 
request and respond, but we are not legally required to agree if we believe your request would interfere with our ability to 
treat you or collect payment for our services. However, if you pay out of pocket in full for the healthcare item or service then 
you have the right to restrict certain disclosures of your health information to a health plan. 
Opting-Out of the Care Everywhere and Health Information Exchange. Community Health Partners and affiliated 
physicians participate in Care Everywhere (CE) and a Health Information Exchange (HIE); secure electronic systems for 
health care providers to share your medical information. Through CE and the HIE, your participating providers will be able 
to access information about you that is necessary for your treatment. You have the right to choose to have your information 
withheld from CE and the HIE by personally opting-out from participation. You do not have to participate in CE and the HIE 
to receive care. If you choose to opt-out of CE and the HIE (that is, if you feel that your medical information should not be 
shared through CE and the HIE), Community Health Partners and affiliated physicians will continue to use your medical 
information in accordance with this Notice and applicable law, but will not make it available to other health care providers 
through CE and the HIE. To opt-out of CE and the HIE, please request a form from Community Health Partners’ Health 
Information Management Department at (559) 459-3925 and the form will be mailed to you. 
Accounting of disclosures. You may request a list of disclosures of your health information that we have made for reasons 
other than treatment, payment, or healthcare operations. Disclosures that we make with your authorization will not be listed. 
The first list you request within a 12 month period will be free. We may charge you for additional lists. 

Our Responsibilities
We are required by law to protect the privacy of your health information, establish policies and procedures that govern the 
behavior of our workforce and business associates, and provide this notice about our privacy practices. In the event of 
any breach of unsecured protected health information, we shall fully comply with the HIPAA/HITECH breach notification 
requirements, which will include notification to you of any impact that breach may have had on you and/or your family 
member(s) and actions we undertook to minimize any impact the breach may or could have on you. 
We reserve the right to change our policies and procedures for protecting health information. When we make significant 
change in how we use or disclose your health information, we will also change this notice. The new notice will be posted on 
our website, and will be available at the information desk and in our medical records departments. 
Except for the purposes related to your treatment, to collect payment for our services, to perform necessary business 
functions, or when otherwise permitted or required by law, we will not use or disclose your health information without your 
authorization. 
You have the right to revoke your authorization at any time. We are unable to take back any disclosure we have already 
made with your permission. 

For More Information or to Report a Problem 
If you have questions, would like additional information, or want to request an updated copy of this notice, you may contact 
the Health Information Department at (559) 459-3925 or the Privacy Office at (559) 724-4400. 
If you believe we have not properly protected your privacy, have violated your privacy rights, or you disagree with a decision 
we have made about your rights, you may contact Community Health Partners Privacy Officer listed at the top of the Notice 
of Privacy Practices. You may also send a written complaint to the: 

U.S. Department of Health and Human Services  
Office of Civil Rights Attn: Regional Manager  

90 7th Street, Suite 4 -100 San Francisco, CA 94103  
1 (415) 437-8310 

Community Health Partners will ensure that you will not be penalized nor will the care you receive at our facilities be 
impacted if you file a complaint. 
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Examples of Uses & Disclosures for Treatment, Payment & Healthcare Operations
We will use your health information to facilitate your medical treatment. 
For example: Information obtained by a nurse, physician, or other members of your healthcare team will be recorded in 
your record and used to determine the course of your medical treatment. We will provide your physician, or other healthcare 
providers involved with your treatment (e.g., specialists, consulting physicians, anesthesiologists, therapists, etc.) with copies 
of various reports that may assist them in treating you. 
We will use your health information to collect payment for health care services that we provide.  
For example: A bill may be sent to you or your health insurance company. The information on or accompanying the bill may 
include information that identifies you, as well as your diagnosis, procedures and supplies used. In some cases, information 
from your medical record is sent to your insurance company to explain the need for or provide additional information about 
your treatment. We may also disclose medical information to other healthcare providers to assist them in obtaining payment 
for services they have provided to you. 
We will use your health information to facilitate routine healthcare operations. 
For example: Members of our medical staff or quality improvement teams may use information in your record to assess the 
care you have received and how your progress compares to others. 
We will use your health information to help us educate medical staff, residents and students. 
For example: Community Health Partners has associations with a variety of schools involved in the education of health 
professionals. All staff, residents, and students must sign a confidentiality agreement before accessing any health 
information maintained by Community Health Partners. 
We will use your health information to notify your family and friends about your condition or in the event of 
your death. 
For example: We may use or disclose information to notify or assist in notifying a family member, personal representative, 
or another person responsible for your care on your general condition. Health professionals, using their best judgment, may 
disclose to a family member, other relative, close personal friend or any other person you identify, relevant health information 
to facilitate the person's ability to assist you in your care or make arrangements for payment of your care. 
We may use your health information to inform persons about your death. 
For example: We may disclose health information to funeral directors, coroners and medical examiners consistent with 
applicable law to carry out their duties. 

Examples of Uses and Disclosures for Other Purposes
Appointment Reminders: We may contact you to provide appointment reminders. 
Alternative Treatments: We may use your health information to provide you with information about the availability of 
alternative treatments that are within the range of options for your condition. 
Fundraising: We are a community-based, not-for-profit organization that depends extensively on charitable support. We 
may disclose limited information about you, such as your name, address, demographic information, and the dates you 
received treatment to our fundraising foundation so that they may inform you of opportunities to support Community Medical 
Centers, its services and programs. You do have the right to opt out of fundraising communications. 
Research: We may contact you to request your participation in an authorized research study. In some cases, we may 
disclose your health information to researchers when an institutional review or privacy board has approved their research. 
Prior to giving any information, special procedures will be established to protect the privacy of your information. 
Sign in Sheet: We may use and disclose medical information about you by having you sign in when you arrive at our facility. 
We may also call out your name when we are ready to see you. 
Workers Compensation: We may disclose your health information to your employer and workers compensation carriers as 
authorized by laws relating to workers compensation or other similar programs established by law. 
As Required by Law: We will use and disclose your health information to comply with state and federal laws, which include 
reporting abuse, neglect, or domestic violence, responding to judicial or administrative proceedings, complying with audits, 
responding to law enforcement officials, reporting health and safety threats, reporting to public health authorities or other 
federal agencies. 
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Food and Drug Administration (FDA): We may disclose to the FDA your health information relating to adverse events with 
respect to food, nutritional supplements, products and product defects, or post-marketing surveillance information to enable 
product recalls, repairs, or replacement. 
Device Manufacturers: If you receive a medical device that is implanted or which is used for life support function we may 
disclose your name, address, and other information as required by law to the device manufacturer for tracking purposes. 
You may refuse to authorize the disclosure of your name and contact information. 
Business Associates: There are some services provided in our organization through contracts with business associates. 
Examples include certain laboratory tests, patient satisfaction surveys, and the copy service we use when making copies of 
your health record. When these services are provided by contracted business associates, we may disclose the appropriate 
portions of your health information to our business associates so they can perform the job we have assigned to them. To 
protect your health information, however, we require all business associates sign a confidentiality agreement verifying they 
will appropriately safeguard your information. 
Specialized Government Functions: We may disclose your health information for military or national security purposes or 
to correctional institutions or law enforcement officers that have you in their lawful custody. 


