
 
 

 
Registration Information 

Date: _______________________ 
 
Patient Information 
 
Patient Name: _______________________________________________________________________ 
    
Date of Birth: __________________________________    Marital Status ______________________ 
 
Patient Address: __________________________________________________________________________________________ 
   
Home Phone: _____________________ Cell Phone: ________________ Work Phone _______________________________ 
 
e-mail address:  ____________________________________ How did you hear about our practice _________________________ 
 
Patient Employer: _____________________________________________________________________  
 
Employer Address: ___________________________________________________________________ 
 
Employer Phone:  ________________________ Emergency Contact: _________________________ 
 
Emergency Contact Phone: ____________________  Relationship:  ________________________________ 
 
Responsible Party/Guarantor Name 
 
Responsible Party/Guarantor Name:  ________________________________________________________ 
 
Address:  _____________________________________________  Occupation:  _____________________________ 
 
Date of Birth (month/day/year): ________________________   
 
Employer: _______________________________________ Telephone: _______________________________ 
 
Employer Address:  __________________________________________________________________________________ 
 
Insurance Information 
 
Name of Primary Insurance Company:  ____________________________________________________ 
 
Address:  _________________________________________________________________________________________________ 
 
Phone:  _______________________  Subscriber:  _____________________ Relationship to Insured: ______________ 
 
Subscriber Date of Birth (month/day/year): ____________________________ 
 
Subscriber ID Number:  ________________ Group Number:  _________     
 
Name of Secondary Insurance Company:  _____________________________________________________ 
 
Address:  _________________________________________________________________________________________________ 
 
Phone:  _______________________  Subscriber:  _____________________ Relationship to Insured: ______________ 
 
Subscriber ID Number:  ________________ Group Number:  _________     
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FAMILY HISTORY 
Please check the box and list family members with these diseases 

 
□ Heart Disease ___________________ □ High Blood Pressure ____________________ □ Stroke _________________________ 
 
□ Cancer ________________________   □ Glaucoma ___________________________   □ Diabetes ________________________ 
 
□ Osteoporosis ___________________   □ Epilepsy/Convulsions ___________________ □ Anemia/Sickle Cell _______________ 
 
□ Kidney Disease _________________    □ Thyroid Disease _______________________  □ Mental Illness ___________________ 
 
□ Asthma _______________________    □ Allergy(ies) ____________________________ □ Other _________________________ 
 

DRUG ALLERGIES 
Please list allergies to pharmaceuticals 

□ None 
   
□ Allergies to the following medications: ___________________________________________________________________________ 
 

CURRENT MEDICATIONS 
Please list all medications (prescription or over the counter - OTC), herbal supplements and alternative forms of medicines 

 
□ None 

 
□ Prescription|OTC:  _________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
□ Herbal supplements | □ Alternative forms of medications:  ___________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
 

MEDICAL PROBLEMS | SURGERIES | HOSPITALIZATIONS 
 

Reason: __________________________________________________________ Date: ______________________________ 
 
Reason:  __________________________________________________________ Date: ______________________________ 
 
Reason:  __________________________________________________________ Date: ______________________________ 
 
Reason:  __________________________________________________________ Date:  ______________________________ 
 
Reason:  __________________________________________________________ Date:  ______________________________ 
  

FEMALE PATIENTS ONLY 
 

Method of Birth Control: please check all that apply: 
□ None  □ Rhythm  □ Pill □ Depo-Provera □ Norplant  □ Tubal ligation 
□ Vasectomy    □ Condoms   □ Other 
 
Number of Pregnancies:  _______     Number of Full-Term Pregnancies:  ________ 
 
Date of Last Mammogram:  __________________    Date of Last Pap: ___________________ 
  

ALL ADULT PATIENTS 
 
Marital Status:   □ Single  □ Married  □ Separated □ Divorced  □ Widow/Widower 
 
Children:  _____boys  ______girls Do you smoke?  □ Yes □ No Number of packs per day ___ 
 
Do you drink alcohol? □ Yes □ No Number of drinks per day ____ Do you use drugs? □ Yes □ No 
  

MINOR PATIENTS 
 

Siblings:  ____brothers _____sisters Does your child seem to be growing and developing normally? □ Yes □ No 
 
Who does your child live with?  ________________________________ Their name(s): _________________________________ 
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HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT (“HIPAA”) NOTICE OF PRIVACY PRACTICES 

(“NOTICE”) 
 
THIS NOTICE DESCRIBES HOW INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU 
CAN GET ACCESS TO THIS INFORMATION. FURTHER DETAILS INCLUDE HOW YOU OR YOUR PERSONAL 
REPRESENTATIVE MAY GAIN ACCESS TO THIS INFORMATION.  PLEASE REVIEW CAREFULLY.   
 
This Notice describes how Jonathan C. Patrowicz, D.O., P.A. (“Practice”) and our health care providers, 
employees, volunteers, trainees and staff may use and disclose your medical information to carry out 
treatment, payment or health care operations and for other purposes that are described in this Notice.  We 
understand that medical information about you and your health is personal, and we are committed to 
protecting medical information about you.  This Notice applies to all records of your care generated by this 
practice and to substance use treatment-related records (SUD treatment records) under 42 U.S.C. §290dd-2 
and 42 C.F.R. Part 2 (Part 2) that we receive or maintain. We also follow the confidentiality protections of Part 2 
for such records. Certain uses and disclosures otherwise permitted by HIPAA are materially limited by Part 2. 
 
This Notice also describes your right to access and control your medical information.  This information about 
you includes demographic information that may identify you and that relates to your past, present and future 
physical or mental health or condition and related health care services. We are required by law to protect the 
privacy of your medical information and to follow the terms of this Notice.  We may change the terms of this 
Notice at any time.  The new Notice will then be effective for all medical information that we maintain at that 
time and thereafter.  We will provide you with any revised Notice if you request a revised copy be sent to you in 
the mail or if you ask for one when you are in the office. 
 
I.  Uses and Disclosures of Protected Health Information (“PHI”).  Your medical information may be used 
and disclosed for purposes of treatment, payment and health care operations; provided, however, use or 
disclosure of SUD treatment records for payment and/or healthcare operations generally requires your written 
consent. The following are examples of different ways we use and disclose medical information.  These are 
examples only. 
 
(a) Treatment.  We may use and disclose medical information about you to provide, coordinate, or manage your 
medical treatment or any related services.  This includes the coordination or management of your health care 
with a third party that has already obtained your permission to have access to your medical information.  For 
example, we could disclose your medical information to a home health agency that provides care to you.  We 
may also disclose medical information to other health care providers who may be treating you, such as a health 
care provider to whom you have been referred to, to ensure that the health care provider has the necessary 
information to diagnose or treat you.  In addition, we may disclose your medical information to another health 
care provider, such as a laboratory. 
 
(b) Payment.  We may use and disclose medical information about you to obtain payment for the treatment and 
services you receive from us.  For example, we may need to provide your health insurance plan information 
about your treatment plan so that they can decide of eligibility or to obtain prior approval for planned treatment, 
such as disclosing relevant medical information to the health plan to obtain approval for hospital admission. 
 
(c) Health Care Operations.  We may use or disclose medical information about you to support the business 
activities of our practice.  These activities include, but are not limited to, reviewing our treatment of you, 
employee performance reviews, training of personnel, medical students, licensing, marketing and fundraising 
activities and conducting or arranging for other business activities.  For example, we may use a sign-in sheet at 
the registration desk where you will be asked to sign your name and indicate your health care provider.  We can 
also call you by name in the waiting room when your health care provider is ready to see you.  We may use or 
disclose your medical information to remind you of your next appointment.  We may share your medical 
information with third party “business associates” that perform activities on our behalf, such as billing or 
transcription for the practice.  Whenever an arrangement between our office and a business associate involves 
the use or disclosure of your medical information, we will have a written contract that contains terms that asks 
the “business associate” to protect the privacy of your medical information.  We may use or disclose your 
medical information to provide you with information about treatment alternatives, case management or other 
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health-related benefits and services that may be of interest to you.  We may also use and disclose your medical 
information for other marketing activities.  For example, your name and address may be used to send you a 
newsletter about our practice and the services we offer, or a prescription refill reminder may be sent to you for a 
prescription you are currently prescribed or its generic equivalent.  We may also send you information about 
products or services that we believe may be beneficial to you.  You may contact our Privacy Contact to request 
that these materials not be sent to you.  We may use or disclose your demographic information and the dates 
that you received treatment from your health care provider, as necessary, to contact you for fundraising 
activities supported by our office.  If you do not want to receive these materials, please contact our Privacy 
Contact to request that these fundraising materials are not sent to you.  If we intend to use or disclose records 
subject to 42 CFR part 2 for fundraising for the benefit of our practice, you will first be provided with a clear and 
conspicuous opportunity to elect not to receive any fundraising communications 

 
(d) Health Information Exchange.  We, along with certain other health care providers and practice groups in 
the area, may participate in a health information exchange (“Exchange”).  An Exchange facilitates electronic 
sharing and exchange of medical and other individually identifiable health information regarding patients among 
health care providers that participate in the Exchange.  Through the Exchange, we may electronically disclose 
demographic, medical, billing and other health-related information about you to other health care providers 
that participate in the Exchange and request such information for purposes of facilitating or providing 
treatment, payment or health care operations. 
 
II. Other Permitted and Required Uses and Disclosures That May Be Made with Your Consent, 
Authorization or Opportunity to Object.  We may use and disclose your medical information in the following 
instances.  You can agree or object to the use or disclosure of all or part of your medical information.  If you are 
not present or able to agree or object to the use or disclosure of the medical information, then your health care 
provider may, using professional judgment, determine whether the disclosure is in your best interest.  In this 
case, only the medical information that is relevant to your health care will be disclosed. 
 
(a) Others Involved in Your Health Care.  Unless you object, we may disclose to a member of your family, a 
relative or close friend your medical information that directly relates to that person’s involvement in your health 
care.  If you are unable to agree or object to such a disclosure, we may disclose such information if we 
determine that it is in your best interest based on our professional judgment.  We may use or disclose medical 
information to notify or assist in notifying a family member or any other person that is responsible for your care 
of your location, general condition or death.  Finally, we may use or disclose your medical information to an 
entity assisting in disaster relief efforts and to coordinate uses and disclosures to family or other individuals 
involved in your health care. 
 
(b) Emergencies.  We may use or disclose your medical information for emergency treatment.  If this happens, 
we shall try to obtain your consent as soon as reasonable after the delivery of treatment.  If the practice is 
required by law to treat you and has attempted to obtain your consent but is unable to do so, the practice may 
still use or disclose your medical information to treat you. 
 
(c) Communication Barriers.  We may use and disclose your medical information if the practice attempts to 
obtain consent from you but is unable to do so due to substantial communication barriers and, in our 
professional judgment, you intended to consent to use or disclosure under the circumstances. 
 
III. Other Permitted and Required Uses and Disclosures That May Be Made Without Your Consent, 
Authorization or Opportunity to Object.  We may use or disclose your medical information in the following 
situations without your consent or authorization.  These situations include: 
 
(a) Law Enforcement.  We may use or disclose your medical information when federal, state or local law 
requires disclosure.  You will be notified of any such uses or disclosure. 
 
(b) Public Health.  We may disclose your medical information for public health activities and purposes to a 
public health authority that is permitted by law to collect or receive the information. This disclosure will be 
made for the purpose of controlling disease, injury or disability. 
 
(c) Communicable Diseases.  We may disclose your medical information, if authorized by law, to a person who 
may have been exposed to a communicable disease or may otherwise be at risk of contracting or spreading the 
disease or condition. 
 
(d) Health Oversight.  We may disclose medical information to a health oversight agency for activities 
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authorized by law, such as audits, investigations, inspections and licensure.  These activities are necessary for 
the government agencies to oversee the health care system, government benefit programs, other government 
regulatory programs and civil rights laws. 
 
(e) Abuse or Neglect.  We may disclose your medical information to a public health authority that is authorized 
by law to receive reports of child / elder abuse or neglect.  In addition, we may disclose your medical 
information to the governmental entity authorized to receive such information if we believe that you have been a 
victim of abuse, neglect or domestic violence as is consistent with the requirements of applicable federal and 
state laws. 
 
(f) Food and Drug Administration.  We may disclose your medical information to a person or company required 
by the Food and Drug Administration to report adverse events, product defects or problems, biologic product 
deviations, track products; to enable product recalls; to make repairs or replacements, or to conduct post 
marketing surveillance, as required. 
 
(g) Legal Proceedings.  We may disclose medical information during any judicial or administrative proceeding, 
when required by a court order or administrative tribunal, and in certain conditions in response to a subpoena, 
discovery request or other lawful process. 
 
(h) Law Enforcement.  We may disclose medical information, so long as applicable legal requirements are met, 
for law enforcement purposes.  These law enforcement purposes include:  (i) responding to a court order, 
subpoena, warrant, summons or otherwise required by law; (ii) identifying or locating a suspect, fugitive, 
material witness or missing person; (iii) pertaining to victims of a crime; (iv) suspecting that death has occurred 
as a result of criminal conduct; (v) in the event that a crime occurs on the premises of the practice; and (vi) 
responding to a medical emergency (not on the Practice’s premises) and it is likely that a crime has occurred. 
 
(i) Coroners, Funeral Directors, and Organ Donors.  (We may disclose medical information to a coroner or 
medical examiner for identification purposes, determining cause of death or for the coroner or medical 
examiner to perform other duties authorized by law.  We may also disclose medical information to funeral 
directors as necessary to carry out their duties. 
 
(j) Research.  We may use and disclose your medical information for research purposes in certain limited 
circumstances.  We will obtain your written authorization to use your PHI for research purposes except when an 
Internal Review Board (“IRB”) or Privacy Board has determined that the waiver of your authorization satisfies the 
following:  (i) the use or disclosure involves no more than a minimal risk to your privacy based on the following:  
(A)  an adequate plan to protect the identifiers from improper use and disclosure; (B) an adequate plan to 
destroy the identifiers at the earliest opportunity consistent with the research (unless there is a health or 
research justification for retaining the identifiers or such retention is otherwise required by law); and (C) 
adequate, written assurances that the PHI will not be re-used or disclosed to any other person or entity (except 
as required by law) for authorized oversight of the research study, or for other research for which the use or 
disclosure would otherwise be permitted; (ii) the research could not practicably be conducted without the 
waiver; and (iii) the research could not practicably be conducted without access to and use of the PHI. 

 
(k) Criminal Activity.  Consistent with applicable federal and state laws, we may disclose your medical 
information, if we believe that the use or disclosure is necessary to prevent or lessen a serious and imminent 
threat to the health or safety of a person or the public.  We may also disclose medical information if it is 
necessary for law enforcement authorities to identify or apprehend an individual. 
 
(l) Organ and Tissue Donation.  If you are an organ donor, we may release medical information to organizations 
that handle organ procurement or organ, eye or tissue transplantation or to an organ donation bank, as 
necessary to facilitate organ or tissue donation and transplantation. 
 
(m) Military Activity and National Security.  If you are a member of the armed forces, we may use or disclose 
medical information, (i) as required by military command authorities; (ii) for the purpose of determining by the 
Department of Veterans Affairs of your eligibility for benefits; or (iii) for foreign military personnel to the 
appropriate foreign military authority.  We may also disclose your medical information to authorized federal 
officials for conducting national security and intelligence activities, including for the protective services to the 
President or others legally authorized. 
 
(n) Workers’ Compensation.  We may disclose your medical information as authorized to comply with workers’ 
compensation laws and other similar programs that provide benefits for work-related injuries or illness. 
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(o) Inmates.  We may use or disclose your medical information if you are an inmate of a correctional facility and 
our practice created or received your health information while providing care to you. 
 
(p) Required Uses and Disclosures.  Under the law, we must make disclosures to you and when required by 
the Secretary of the Department of Health and Human Services to investigate or determine our compliance with 
the requirements of Section 164.500, et seq.  
 
(q) Imminent Threat to Health and Safety.  As allowed by law, we may make disclosures of medical 
information if we believe you pose a risk to your own health and safety or the health and safety of another 
person. 
 
IV. The Following Is a Statement of Your Rights with Respect to Your Medical Information and a Brief 
Description of How You May Exercise These Rights. 
 
(a) You have the right to inspect and copy your medical information.  This means you may inspect and obtain 
a copy of medical information about you that has originated in our practice.  We may charge you a reasonable 
fee for copying and mailing records.  To the extent we maintain any portion of your PHI in electronic format, you 
have the right to receive such PHI from us in an electronic format.  We will charge no more than actual labor 
cost to provide you electronic versions of your PHI that we maintain in electronic format.  After you have made a 
written request to our Privacy Contact at the address designated below, we will have thirty (30) days to satisfy 
your request.  If we deny your request to inspect or copy your medical information, we will provide you with a 
written explanation of the denial.  You may not have a right to inspect or copy psychotherapy notes.  In some 
circumstances, you may have a right to have the decision to deny you access reviewed.  Please contact Privacy 
Contact if you have any questions about access to your medical record. 
 
(b) You have the right to request a restriction of your medical information.  You may ask us not to use or 
disclose part of your medical information for the purposes of treatment, payment or health care operations.  
You may also request that part of your medical information not be disclosed to family members or friends who 
may be involved in your care or for notification purposes as described in this Notice.  You must state in writing 
the specific restriction requested and to whom you want the restriction to apply.  You have the right to restrict 
information sent to your health plan or insurer for products or services that you paid for solely out-of-pocket and 
for which no claim was made to your health plan or insurer. 
 
(c) We are not required to agree to your request.  If we believe it is in your best interest to permit use and 
disclosure of your medical information, your medical information will not be restricted; provided, however, we 
must agree to your request to restrict disclosure of your medical information if:  (i) the disclosure is for the 
purpose of carrying out payment or health care operations and is not otherwise required by law; and (ii) the 
information pertains solely to a health care item or service for which you (and not your health plan) have paid us 
in full.  If we do agree to the requested restriction, we may not use or disclose your medical information in 
violation of that restriction unless it is needed to provide emergency treatment.  Your written request must be 
specific as to what information you want to limit and to whom you want the limits to apply.  The request should 
be sent, in writing, to our Privacy Contact. 

 
(d) You have the right to request to receive confidential communications from us at a location other than 
your primary address.  We will try to accommodate reasonable requests.  Please make this request in writing 
to our Privacy Contact. 
 
(e) You may have the right to have us amend your medical information.  If you feel that medical information 
we have about you is incorrect or incomplete, you may request we amend the information.  If you wish to 
request an amendment to your medical information, please contact our Privacy Contact.  In certain cases, we 
may deny your request for an amendment.  If we deny your request for amendment, you have the right to file a 
statement of disagreement with us. 
 
(f) You have the right to receive an accounting of disclosures we have made, if any, of your medical 
information.  This applies to disclosures for purposes other than treatment, payment or health care operations 
as described in this Notice.  It excludes disclosures we may have made to you, family members or 
friends involved in your care, or for notification purposes.  To receive information regarding disclosures made for 
a specific time no longer than six (6) years and after April 14, 2003, please submit your request in writing to our 
Privacy Contact.  We will notify you in writing of the cost involved in preparing this list.  To the extent we maintain 
your PHI in electronic format, you may request an accounting of all electronic disclosures of your PHI for 
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treatment, payment, or health care operations for the preceding three (3) years prior to such request. 
 
(g) Uses and Disclosures of Protected Health Information Based upon Your Written Authorization.  Other 
uses and disclosures of your medical information not covered by this Notice or required by law will be made 
only with your written authorization.  For example, the following uses and disclosures require your 
authorization: (1) Most uses and disclosures of psychotherapy notes; (2) Uses and disclosures of PHI for 
marketing purposes unless the communication (i) occurs face-to-face; (ii) consists of marketing gifts of nominal 
value; (iii) is regarding a prescription refill reminder that is for a prescription currently prescribed or a generic 
equivalent; (iv) is for treatment pertaining to existing condition(s) and we do not receive any financial 
remuneration in either cash or cash equivalent; and/or (v) communication from us to recommend or direct 
alternative treatments, therapies, health care providers or settings of care when we do not receive any financial 
remuneration for making the communication; and (3) Disclosures that constitute a sale of PHI and other than 
those described in this Notice, require authorization.  You may revoke this authorization at any time, except to 
the extent that our practice has taken an action in reliance on the use or disclosure indicated in the prior 
authorization. 

 
(h) Right to be Notified of a Breach.  You have the right to be notified if our practice (or a Business Associate of 
ours) discovers a breach of unsecured protected health information. 
 
(i)  Complaints:  You may complain to us or to the Secretary of Health and Human Services if you believe your 
privacy rights have been violated, as follows: U.S. Department of Health and Human Services Office for Civil 
Rights by sending a letter to 200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775, 
or visiting https://www.hhs.gov/hipaa/filing-a-complaint/index.html. You may file a complaint with us by 
notifying our Privacy Contact in writing.  We will not retaliate against you for filing a complaint. 
 
(j) Redisclosure: Information that is disclosed to third-parties pursuant to the HIPAA Privacy Rule is subject to 
redisclosure by the recipient and may no longer be protected by the HIPAA Privacy Rule.   
 
IV. State Law.  Applicable state law(s) may have certain requirements that govern the use or disclosure of your 
PHI.  For us to release information about mental health treatment, genetic information, your AIDS/HIV status, 
alcohol or drug abuse treatment, or other specific medical information or conditions, you may be required to 
sign an authorization form unless state law allows us to make the specific type of use or disclosure without your 
authorization.   
 
V.  Applicability.  This Notice and the obligations of Practice herein shall apply only to the extent that the 
information to be created, used and/or disclosed by Practice is PHI (as defined by HIPAA) and subject to HIPAA 
protections. By providing this Notice, Practice is neither conceding nor admitting that any such information 
qualifies as PHI.  
 
VI. Substance Abuse Treatment. We are required to protect the privacy and security of your substance use 
disorder patient records in accordance with 42 U.S.C. § 290dd–2 and 42 C.F.R. Part 2, the Confidentiality of 
Substance Use Disorder Patient Records (“Part 2”), in addition to HIPAA and applicable state law. In a civil, 
criminal, administrative, or legislative proceeding against an individual, we will not use or share information 
about your SUD treatment records unless a court order requires us to do so (after notice and an opportunity to 
be heard is provided to you, as provided in 42 CFR part 2) or you give us your written permission You may report 
suspected violations to the U.S. Attorney for the judicial district in which the violation occurs. Contact 
information for the U.S. Attorney office where we operate is:  Maryland U.S. Attorney office, 36 South Charles 
Street, Baltimore, MD 21201 

Suspected violations by an opioid treatment program may be reported to the Substance Use and Mental Health 
Services Administration (SAMHSA), Opioid Treatment Program Compliance Office by phone at 204-276-2700 or 
online at OTP-extranet@opiod.samhsa.gov.  
Contact Information 

Privacy Officer: Jonathan C. Patrowicz, D.O.  
Address: 1820 Sweetbay Drive 
Suite 101, Salisbury, MD 21804 
Phone: 410-334-3788 
Email: jpatrowicz@drpatrowicz.com 

 

File a Complaint with HHS: 
Office for Civil Rights  
U.S. Department of Health and Human Services 
200 Independence Avenue, S.W. 
Washington, D.C. 20201 
Phone: 1-877-696-6775 

mailto:jpatrowicz@drpatrowicz.com
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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.  
Our Commitment to Your Privacy  
 
Jonathan C. Patrowicz, D.O., P.A. is committed to protecting the privacy of health information. We are required by law 
to maintain the privacy of your protected health information (PHI), provide you with this Notice of Privacy Practices 
(Notice) of our legal duties and privacy practices regarding your PHI, and follow the terms of the Notice currently in 
effect 
This Notice tells you about the ways in which we may use and disclose health information about you. It also describes 
your rights and certain obligations we have regarding the use and disclosure of your health information.  
The privacy practices described in this Notice will be followed by all members of the workforce at Jonathan C. 
Patrowicz, D.O., P.A. including health care professionals, employees, trainees, students, and volunteers. Additionally, 
third parties (“business associates”) that provide services on our behalf will be required to comply with all applicable 
provisions. 
 
How We May Use and Disclose Health Information About You  
The following sections describe different ways we may use and disclose your health information. We abide by all 
applicable laws related to the protection of this information. Not every use or disclosure is listed. All of the ways we 
are permitted to use and disclose health information, however, will fall within one of the following categories:  
 
Treatment.  
We may use and disclose your health information to provide, coordinate, or manage your healthcare and related 
services. This includes consultation with other healthcare providers regarding your treatment and referral to another 
provider. For example, your primary care physician may share your health information with a specialist to coordinate 
your care. 
 
Payment.  
We may use and disclose your health information to obtain payment for services we provide. This includes billing 
activities, claims management, and collection activities. For example, we may send claims to your health insurance 
company containing certain health information to obtain payment for services we provided. 
 
Healthcare Operations.  
We may use and disclose your health information for our healthcare operations, which include internal administration 
and planning and various activities that improve the quality and cost-effectiveness of care. For example, we may use 
health information to evaluate the performance of our staff, assess the quality of care, or conduct training programs. 
 
Other Uses and Disclosures We May Make Without Your Authorization:  
As Required by Law. We may disclose health information when required by federal, state, or local law. 

• Law Enforcement. We may disclose health information to law enforcement officials for law enforcement 
purposes as permitted by law. 

• Coroners, Medical Examiners, and Funeral Directors. We may disclose health information to coroners, 
medical examiners, and funeral directors to carry out their duties. 

• Organ and Tissue Donation. We may disclose health information to organizations involved in the 
procurement, banking, or transplantation of organs, eyes, or tissue. 

• Research. We may use or disclose health information for research purposes when an institutional 
review board or privacy board has reviewed the research proposal and established protocols to 
ensure the privacy of your information. 

• To Avert a Serious Threat to Health or Safety. We may use or disclose health information when 
necessary to prevent a serious threat to the health or safety of you, another person, or the 
public. 

• Specialized Government Functions. We may disclose health information for military, national 
security, protective services, or correctional institution purposes as authorized by law. 
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• Workers’ Compensation. We may disclose health information as authorized by workers’ 
compensation laws. • Unless you say no, to anyone involved in your care or payment for your 
care, such as a friend, family member, or any individual you identify. 

Substance Abuse Treatment.  
 
We are required to protect the privacy and security of your substance use disorder patient records in 
accordance with 42 U.S.C. § 290dd–2 and 42 C.F.R. Part 2, the Confidentiality of Substance Use Disorder 
Patient Records (“Part 2”), in addition to HIPAA and applicable state law. In a civil, criminal, 
administrative, or legislative proceeding against an individual, we will not use or share information about 
your SUD treatment records unless a court order requires us to do so (after notice and an opportunity to be 
heard is provided to you, as provided in 42 CFR part 2) or you give us your written permission You may 
report suspected violations to the U.S. Attorney for the judicial district in which the violation occurs. 
Contact information for the U.S. Attorney office where we operate is below:   
 
Maryland U.S. Attorney’s Office, 36 South Charles Street, Baltimore, MD 21201 
 
Suspected violations by an opioid treatment program may be reported to the Substance Use and Mental  
Health Services Administration (SAMHSA), Opioid Treatment Program Compliance Office by phone at 
204-276-2700 or online at OTP-extranet@opiod.samhsa.gov.  
 
Uses and Disclosures That Require Your Written Authorization:  
 
We will obtain your written authorization before using or disclosing your health information for purposes 
other than those described above. Specifically, we will obtain your authorization before using or disclosing: 

• Psychotherapy notes (with limited exceptions) 
• Health information for marketing purposes 
• Health information in a manner that constitutes a sale of PHI 

Additionally, with certain limited exceptions, we are not allowed to sell or receive anything of value in 
exchange for your health information without your written authorization. If you provide us with 
authorization to use or disclose your health information about you, you may revoke your authorization, in 
writing, at any time.  
 
However, uses and disclosures made before the revocation of your authorization are not affected by your 
action and we cannot take back any disclosures we may have already made with your authorization or that 
may have been made on reliance of your authorization.  
 
Use of unsecure electronic communications.  
 
If you choose to communicate with us via unsecure electronic communications, such as regular email or 
text message, we may respond to you in the same manner in which the communication was received and to 
the same email address or account from which you sent your original communication.  
 
In addition, if you provide your email address or cell phone number to a health care provider, we may send 
you emails or text messages related to appointment reminders, surveys, or other general informational 
communications. For your convenience, these messages may be sent unencrypted.  
 
Before using or agreeing to use of any unsecure electronic communication to communicate with us, note 
that there are certain risks, such as interception by others, misaddressed/misdirected messages, shared 
accounts, messages forwarded to others, or messages stored on unsecured, portable electronic devices.  
 
By choosing to correspond with us via unsecure electronic communication, you are acknowledging and 
agreeing to accept these risks. Additionally, you should understand that the use of email or other electronic 
communications is not intended to be a substitute for professional medical advice, diagnosis, or treatment.  
 
Your Rights Regarding Your Health Information   
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You have the following rights regarding the health information we maintain about you:  
 
Right to Inspect and Copy. You have the right to inspect and obtain a copy of your health information 
that may be used to make decisions about your care, including medical and billing records. To inspect or 
copy your health information, submit a written request to our Privacy Officer. We may charge a reasonable 
fee for copying and mailing costs. 
 
Right to Amend. If you believe that information in your record is incorrect or incomplete, you may request 
that we amend it. To request an amendment, submit a written request to our Privacy Officer that includes 
the reason for your request. We may deny your request in certain circumstances, and if we do, we will 
provide you with a written explanation. 
 
Right to an Accounting of Disclosures. You have the right to receive a list of certain disclosures we have 
made of your health information. To request an accounting, submit a written request to our Privacy Officer 
specifying the time period for which you want the accounting (not to exceed six years). The first 
accounting in a 12-month period will be provided free of charge; subsequent requests may incur a 
reasonable fee. 
 
Right to Request Restrictions. You have the right to request restrictions on how we use or disclose your 
health information for treatment, payment, or healthcare operations, or to restrict disclosures to family 
members or others involved in your care. We are not required to agree to your request except in one 
situation: if you pay for a service or item out of pocket in full, you can ask us not to share information 
about that service or item with your health insurer for payment or healthcare operations purposes, and we 
will honor that request. 
 
Right to Request Confidential Communications. You have the right to request that we communicate 
with you about health matters in a certain way or at a certain location. To request confidential 
communications, submit a written request to our Privacy Officer specifying how or where you wish to be 
contacted. We will accommodate reasonable requests. 
 
Right to a Paper Copy of This Notice. You have the right to a paper copy of this Notice of Privacy 
Practices at any time. You may also obtain a copy of this Notice by visiting www.drpatrowicz.com or by 
contacting our Privacy Officer at the address provided at the end of this Notice.  
 
Right to Be Notified of a Breach. You have the right to be notified in the event that we discover a breach 
of your unsecured health information. Right to a Paper Copy of this Notice. 
 
Changes to the Terms of This Notice. 
We can change the terms of this Notice, and the changes will apply to all information we have about you. 
The new Notice will be available upon request, in our facility, and on our web site. 
 
Complaints. 
If you have any questions about this Notice or our privacy practices, or if you believe your privacy rights 
have been violated, you may file a complaint with us or with the Secretary of the Department of Health and 
Human Services. To file a complaint with us, contact our Privacy Officer at the address and phone number 
below. You will not be retaliated against for filing a complaint. you wish to exercise your HIPAA rights or 
make a complaint, please contact our Privacy Officer.   
 
 
Contact Information 
Privacy Officer: Jonathan C. Patrowicz, D.O.  
Address: 1820 Sweetbay Drive 
Suite 101, Salisbury, MD 21804 
Phone: 410-334-3788 
Email: jpatrowicz@drpatrowicz.com 

 

File a Complaint with HHS: 
Office for Civil Rights  
U.S. Department of Health and Human Services 
200 Independence Avenue, S.W. 
Washington, D.C. 20201 
Phone: 1-877-696-6775 
Website: 
www.hhs.gov/ocr/privacy/hipaa/complaints/ 

mailto:jpatrowicz@drpatrowicz.com
http://www.hhs.gov/ocr/privacy/hipaa/complaints/
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ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF HIPAA & PRIVACY PRACTICES 
 

I, [name of patient], ________________________________________acknowledge and agree that I have received a copy of  
Jonathan C. Patrowicz, D.O., P.A.’s Notice of Privacy Practices. 
 
________________________________________    ________________________________________ 
Patient Signature       Date 

 
________________________________________      ________________________________________ 
Patient Legal Representation (if applicable)    Date 
 
________________________________________    ________________________________________ 
Printed Name of Patient or Legal Representation    Date 
 

 
 
PRACTICE USE ONLY: 
Jonathan C. Patrowicz, D.O., P.A. made the following good faith efforts to obtain the above referenced individuals written 
acknowledgment of receipt of the Notice of Privacy Practices: 
 
[Identify the efforts that were made to obtain the individual’s written acknowledgment, including the reasons (if known) why the written 
acknowledgement was not obtained.] 
 
_________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________ 
 
 
 
_________________________________  __________________________  ___________________________ 
Signature of Team Member & Title   Printed Name    Date 
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ASSIGNMENT OF INSURANCE BENEFITS AND FINANCIAL AGREEMENT:  
 
I hereby authorize Jonathan C. Patrowicz, D.O., P.A. to release any information relating to claims for 
benefits on myself and/or dependents.  I further expressly agree and acknowledge that my signature 
on this document authorizes my physician to submit claims for benefits for services rendered 
without obtaining my signature on each and every claim to be submitted for myself or and/or 
dependents, and that I will be bound by this signature as though the undersigned had personally 
signed the particular claim.  I further authorize my insurance company to pay and hereby assign 
directly to Jonathan C. Patrowicz, D.O., P.A. all benefits, if any otherwise payable to me for services 
rendered to me and/or my dependents.  I understand that I am financially responsible for all charges 
incurred and accept full financial responsibility for the above-named patient’s account.  I also agree 
to pay and will incur costs of collection, if it becomes necessary. 
 
 
 
MISSED APPOINTMENT POLICY: 
 
We are glad that you have chosen us to provide our medical care. In the event you were to miss your 
appointment(s), you compromise your care and availability to other patients within the practice. As a 
reminder, the practice will contact you to confirm your appointment prior to your scheduled visit.  
 
A missed appointment is defined as failure to show up for the scheduled time, set-aside specially for 
you, without a phone call or cancellation without 24 hours prior notification. In the event an 
appointment is missed, you will be billed a $50.00 missed appointment fee.  
 
 
I have read and understand the policies of Jonathan C. Patrowicz, D.O., P.A. 
 
 
___________________________________________  
Print Patient Name 
 
____________________________  __________________________ 
Signature of patient (or guardian)    Date    
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AUTHORIZATION FOR RELEASE  OF INFORMATION  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  
 

1820 Sweetbay Drive | Suite 101 | Salisbury, Maryland 21804 
410.334.3788 (p) | 410.334.3599 (f) 

 
Patient Name: ______________________________ Date of Birth: __________________ 

Many of our patients allow family members such as their spouse, parents, or others to call 
and request medical or billing information.  Under the requirements of HIPAA, we are not 
allowed to give this information to anyone without the patient’s consent.  If you wish to 
have your medical or billing information released to family members you must sign this 
form.  Signing this form will only give information to family members indicated below. 
 
I authorize Jonathan C. Patrowicz, D.O., P.A. to release my medical and/or billing 
information to the following individual(s): 
 
Name: ____________________________  Relation: ____________________________ 
 
Name: ____________________________  Relation: ____________________________ 
 
Name: ____________________________  Relation: ____________________________ 
 

Patient Information and Rights 
 
I understand I have the right to revoke this authorization at any time and that I have the right to 
inspect or copy the protected health information to be disclosed. 
 
I understand that information disclosed to any above recipient is no longer protected by federal or 
state law and may be subject to re-disclosure by the above recipient. 
 
You have the right to revoke this consent, in writing, at anytime. 
 
 
Signature: __________________________________________ Date: ____________________________ 
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AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS TO DR. JONATHAN C. PATROWICZ 
 
 
Patient Information     Request Release From 
 
_______________________________________   _______________________________________ 
 
_______________________________________   _______________________________________ 
 
_______________________________________   _______________________________________ 
 
Date of Birth: _________________________   Phone: ________________________________ 
 
Fax: ___________________________________                                E-mail: ________________________________ 
 
I hereby authorize, Jonathan C. Patrowicz, D.O., P.A. to retrieve from the above referenced physician(s) 
a copy of my medical records to be used for continuing medical care.  I reserve the right to revoke this 
authorization, in writing, at anytime.  
 
 
_____________________________________   ________________________________ 
Patient or Guarantor Signature    Date 
 

Please include the following items: 
 
 

______Admission Notes   ______Progress Notes 
______Discharge Summary  ______Pathology Reports 
______Operative Reports   ______Consultations Notes 
______EKG’s    ______Laboratory Tests 
______X-ray reports   ______Stress Tests 
______Other________________________ 
 

 
Comments: ____________________________________________________________________________________ 

 
 

 
 
 
 
 
 


