
 

NOTICE OF PRIVACY PRACTICES (HIPAA) 

SARASOTA NEUROLOGY, P.A. 

Effective Date:  September 9, 2013 

         This notice describes how your health information may be used and disclosed, and how you can access 
this information.  Please review it carefully. 

         At Sarasota Neurology, P.A., we are required to keep your health information secure and confidential, by 
law.  Also, by law, we need to give you this notice and to follow the terms of this notice. 

         The law permits us to use or disclose your health information to those involved in your treatment. For 
example, a review of your file by a specialist doctor whom we may involve in your care. 

         We may use or disclose your health information for payment of your services.  For example, we may 

send a report of your treatment or progress to your insurance company. 
         We may use or disclose your health information for our normal healthcare operations.  For example, one 

of our staff will enter your treatment information into our computer system. 
         We may share your medical information with our business associates, such as an Electronic Medical 

Records (EMR) or Information Technology (IT) service.  We have a written contract with each business 

associate that requires them to protect your privacy. 
         We may use your information to contact you.  For example, we may send newsletters or other 

information to you.  We may also call and remind you about your appointments.  If you are not home, we may 
leave this information on your answering machine or with the person who answers the telephone. 

         In an emergency, we may disclose your health information to a family member or another person 
responsible for your care. 

         We will need to release some or all of your health information, when required by law. 

         We may, and are sometimes required by law, to disclose your health information to appropriate persons 
in order to prevent or lessen a serious and imminent threat to the health or safety of a particular person or the 

general public. 
         We may, and are sometimes required by law, to disclose your health information to public health 

authorities for purposes related to:  preventing or controlling disease, injury or disability; reporting child, elder 

or dependent adult abuse or neglect; reporting domestic violence; reporting to the Food and Drug 
Administration problems with products and reactions to medications; and reporting disease or infection 

exposure.   
         We may, and are sometimes required by law, to disclose your health information to health oversight 

agencies during the course of audits, investigations, inspections, licensure and other proceedings, subject to 

the limitations imposed by law. 
         We may, and are sometimes required by law, to disclose your health information in the course of any 

administrative or judicial proceeding to the extent expressly authorized by a court or administrative order.                     
         We may, and are sometimes required by law, to disclose your health information to a law enforcement 

official for purposes such as identifying or locating a suspect, fugitive, material witness or missing person, 
complying with a court order, warrant, grand jury subpoena and other law enforcement purposes. 

         We may, and are often required by law, to disclose your health information to coroners in connection 

with their investigations of deaths. 
         We may disclose your health information to organizations involved in procuring, banking or transplanting 

organs and tissues. 
        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. 

         We may disclose your health information as necessary to comply with workers’ compensation laws. 
         Psychotherapy Notes.  We will not use or disclose your psychotherapy notes without your prior written 

authorization except for the following: 1) use by the originator of the notes for your treatment, 2) for training 
our staff, students and other trainees, 3) to defend ourselves if you sue us or bring some other legal 

proceeding, 4) if the law requires us to disclose the information to you or the Secretary of HHS or for some 
other reason, 5) in response to health oversight activities concerning your psychotherapist, 6) to avert a 

serious and imminent threat to health or safety, or 7) to the coroner or medical examiner after you die. To the 

extent you revoke an authorization to use or disclose your psychotherapy notes, we will stop using or 
disclosing these notes. 

         We may disclose your health information to researchers conducting research with respect to which your 
written authorization is not required as approved by an Institutional Review Board or privacy board, in 

compliance with governing law.       



 

         If this practice is sold, your information will become the property of the new owner. 
         Except as described above, this practice will not use or disclose your health information without your 

prior written authorization. 

         You may request in writing that we not use or disclose some or all of your health information as 
described above.  We will let you know if we can fulfill your request. 

         You have the right to know of any uses or disclosures we make with your health information beyond the 
above normal uses. 

         You have the right to receive communication about your health information in the manner you prefer.  
We will also use whatever communication method, number or system you prefer to contact you. We will 

comply with all reasonable requests submitted in writing which specify how or where you wish to receive these 

communications. 
         You have the right to transfer a copy of your health information to another practice.  Notify us in writing 

of where you would like us to send a copy of your health information for you. 
         You have the right to see and receive a copy of your health information, with a few exceptions.  Give us 

a written request regarding the information you want to see.  If you want a copy of your records, we may 

charge you a reasonable fee for the copies.  If you would like a digital copy of your records, let us know which 
type of file you would like and we will try to meet your needs. 

         You have the right to request an amendment or change to your health information, in writing.  If you 
wish to include a statement in your file, please give it to us in writing.  We may or may not make the changes 

you request, but will include your statement in your file.  If we agree to an amendment or change, we will not 
remove nor alter earlier documents, but will add new information. 

         If our privacy and security measures or systems are breached in any way, we will notify you.   

         You have the right to receive a copy of this notice. 
         If we change any of the details of this notice, a copy of the updated record will be available in our office 

or on our website at DrKassicieh.com.   
         You may file a complaint with the Department of Health and Human Services in writing (200 

Independence Avenue, S.W., Room 509F, Washington, DC  20201), online (http://www.hhs.gov) or by email 

(OCRComplaint@hhs.gov).  You will not be retaliated against for filing a complaint. 
     Please contact our Privacy Officer at 941-955-5858 for more information, to make a request, to file a 

complaint with us, or for assistance regarding your health information privacy. 
ACKNOWLEDGEMENT:  I have received a copy of the Sarasota Neurology, P.A. Notice of Privacy Practices. 

 

___________________________________       ___________________________________ 
Patient Name (Print)              Patient Signature 
 
___________________________________       ___________________________________ 
Print Name (if Signing for Patient)             Relationship (if other than Patient)   
 
___________________________________  ___________________________________          
Signature (if Signing for Patient)             Date Initiated     
 
                                                                                                                         08/17 
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