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Notice of Privacy Practices & Acknowledgement

For Infusion Specialists
Affiliate of Rocky Mountain Medical LLC
Effective Date: 03/01/2024

The Infusion Center understands that your health information is sensitive, and we are committed to protecting it. This
Notice of Privacy Practices (Notice) describes how your health information may be used and disclosed, and how you
can get access to this information. Please review this document carefully.

1. Your Health Information: The Infusion Center creates a record of your care. Typically, this record contains
information such as your symptoms, test results, diagnoses, treatment, and related medical information, as well as
billing and insurance information. This Notice applies to all of the records related to your care that the Infusion Center
creates or maintains.

2. How We Use Your Health Information: This Notice describes how we may use within our Infusion Center and
disclose your health information. This Notice also describes your rights to access and control your health information.

3. Uses and Disclosures of Health Information Not Requiring Consent or Authorization: The following
categories describe different ways that we use and disclose medical information without your authorization under
most circumstances. While we set forth examples, not every potential use or disclosure in a category will be listed.

Treatment: We will use and disclose your health information to provide you with medical treatment or services. Your
health information may be disclosed to physicians, providers, nurses, technicians, interns, and others involved in your
care at the Infusion Center. We may also disclose your health information to other healthcare providers outside the
Infusion Center who are participating in your treatment, to pharmacists who are filling your prescriptions, to
laboratories performing tests, and to family members who are helping with your care, and so forth.

Payment: We will use and disclose your health information for payment and collection purposes. For example, we
may need to obtain authorization from your insurance company before providing certain types of treatment. We will
submit bills and maintain records of payments from you, your health plan (e.g. your insurance) and/or applicable third
parties. Health information may be shared with the following: billing companies, insurance companies (private and
government health plans), drug companies, drug assistance programs, and/or government agencies in order to assist
with qualifications of benefits, or collection agencies.

Operations: Your health information may be used and disclosed for purposes of furthering day-to-day Infusion Center
operations. We may use and disclose your health information for administrative, financial, legal, and quality
improvement activities performed to operate the Infusion Center’s business and to support our core functions of
treatment and payment. For example, we may combine and assess the health information of our patients to evaluate
the need for new services or treatment. We may use and disclose your health information to perform various
functions (e.g. appointment reminders, accreditation; quality evaluations or records analysis; training staff, students,
interns, other health care providers or ancillary staff such as billing personnel, to assist in resolving problems or
complaints within the Infusion Center). We may use your health information to contact you to provide information
about referrals, for follow-up with lab results, to inquire about your health or for other reasons. We may share your
health information with Business Associates who assist us in performing operational functions, but we will always
obtain assurances from them to protect your health information the same as we do.

As Required by Law: We may have an obligation under federal, state, or local law to disclose your health information.
For example, we may be required to report gunshot wounds, suspected abuse, or neglect.
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Military Activity and National Security: When the appropriate conditions apply, we may use or disclose health
information of individuals who are Armed Forces personnel for activities deemed necessary by appropriate military
command authorities, for the purpose of a determination by the Department of Veterans Affairs of your eligibility for
benefits, or to foreign military authority if you are a member of that foreign military services.

Research: We may use or disclose health information for research studies but only when they meet all federal and
state requirements to protect your privacy (such as using only de-identified data whenever possible). You may also be
contacted to participate in a research study.

Food and Drug Administration (FDA): We may disclose to the FDA medical information related to FDA regulated

products or activities to collect or report adverse events, product defects or problems, or biological product deviations,
to track FDA-regulated products; to enable product recalls, repairs or replacement, or conduct post marketing
surveillance.

r Domestic Violence: We may disclose your health information if we reasonably believe you are a
victim of abuse, neglect, or domestic violence to a government authority authorized by law to receive reports of such
abuse, neglect, or domestic violence.

Health Oversight Activities: We may disclose your health information to a health oversight agency for activities
authorized by law. These oversight activities might include audits, investigations, inspections, and licensure or
disciplinary actions or other government oversight activities. These activities are necessary for the government to
monitor the healthcare system, government benefit programs, and compliance with law.

Judicial and Administrative Purposes: Consistent with applicable law, we may disclose health information about you
for judicial, administrative, and law enforcement purposes.

Health or Safety: We may use or disclose your health information to prevent or lessen a serious and imminent threat
to a person’s or the public’s health or safety.

Law Enforcement Purposes: We may disclose your medical information to law enforcement officials in the following
cases:

as required by law to report wound or physical injury; in compliance with, and as limited by the relevant requirements
of a court order or court-ordered warrant, subpoena, summons, or similar process; identification or location of a
suspect, fugitive, material witness, or missing person; in limited circumstances when the individual is or may be the
victim of a crime; about an individual who has died to alert law enforcement that the individual’s death may have
resulted from criminal conduct; related to criminal conduct that occurred on the Infusion Center’s property; or in a
medical emergency not on the Infusion Center’s property to report the nature or location of a crime, the victim(s) of
such crime, and the identity, description, and location of the criminal.

National Security and Intelligence Activities: We may release your health information to authorized federal officials for
lawful intelligence, counterintelligence and other national security activities authorized by law.

Coroners, Medical Examiners and Funeral Directors: We may disclose medical information to a coroner or medical
examiner to identify a deceased person, determine cause of death, or other purposes as authorized by law. We may
disclose medical information to funeral directors so they can carry out their duties.

Organ Procurement Organizations: Consistent with applicable law, we may disclose medical information to organ
procurement organizations or other entities engaged in the procurement, storage, or transplantation of organs, eyes,
or tissue to facilitate organ, eye, or tissue donation and transplant.
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Inmate or in Custody of Law Enforcement: If you are an inmate in a correctional institution or under lawful custody of
law enforcement, we may disclose your health information to a correctional institution or law enforcement official as
allowed or required by law.

Disaster Relief: We may use or disclose your health information to an authorized public or private entity to assist in
disaster relief efforts.

Worker’s Compensation: We may disclose health information to the extent authorized by and to the extent necessary
to comply with laws relating to worker’s compensation or other similar programs established by law.

Public Health: We may disclose your medical information for public health activities, including: for prevention or
control of disease, injury, or disability; for reporting of disease, injury, or vital events such as birth or death; for public
health surveillance, investigations or interventions; at the direction of a public health authority to an official of a foreign
government agency acting in collaboration with a public health authority; to a public health authority or other
government authority authorized by law to receive reports of child abuse or neglect; to notify a person who has been
exposed to a communicable disease or who may be at risk of contracting or spreading a disease or condition; for
reporting of child abuse or neglect; under limited circumstances, to report to an employer information about an
individual who is a member of the employer’s workforce related to a work-related iliness or injury or a
workplace-related medical surveillance.

Disclosure to Relatives, Close Friends and Other Caregivers: We may use or disclose your health information to a
family member, other relative, a close friend, or any other person identified by you when you are present for, or
otherwise available prior to, the disclosure, if we obtain your agreement or provide you with the opportunity to object
to the disclosure and you do not object or if we reasonably infer that you do not object to the disclosure.

Certain Limited Marketing Communications: we may provide refill reminders or communicate with you about a drug or
biologic that is currently prescribed to you so long as any payment we receive for making the communication is
reasonably related to our cost of making the communication. In addition, we may market to you in a face-to-face
encounter and give you promotional gifts of nominal value without obtaining your written authorization.

4. Uses and Disclosures of Health Information Requiring Authorization: For uses and disclosures for purposes
other than as described above, we are required to have your written authorization. Most uses and disclosures for
marketing purposes (other than under the limited circumstances as described above) and disclosures that constitute
the sale of your health information require your authorization. Authorizations can be revoked at any time to stop future
uses/disclosures except to the extent that we have already relied on your authorization. We will not use or disclose
psychotherapy notes about you without your authorization except for use by the mental health professional who
created the notes to provide treatment to you or to defend ourselves in a legal action or other proceeding brought by
you.

5. Your Rights Regarding Your Health Information: You have certain rights with regard to your health information
as described below.

Right to Request Additional Restrictions: You may request restrictions on our use and disclosure of your health
information (1) for treatment, payment and health care operations, (2) to individuals (such as a family member, other
relative, close friend or any other person identified by you) involved with your care or with payment related to your
care, or (3) to notify or assist in the notification of such individuals regarding your location and general condition.
While we will consider all requests for additional restrictions, we are not required to agree to a requested restriction
unless the disclosure is to a health plan for purposes of carrying out payment or health care operations and the
information pertains solely to a health care item or service for which you have paid us out of pocket in full. If you wish
to request additional restrictions, please contact the Privacy Officer. We will send you a written response.
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Right to Receive Communications by Alternative Means/Locations: You may request in writing, and we will attempt to
accommodate any reasonable request, to receive your health information by alternative means of communication or
at alternative locations.

Right to Inspect and Copy Your Health Information: You may request access to your medical record file and billing
records maintained by us in order to inspect and request copies of the records. Under limited circumstances, we may
deny you access to a portion of your records. If you desire access to your records, please submit a written request to
the Privacy Officer. If you request copies, we may charge you a reasonable copy fee.

Right to Request Amendment to Your Record: You have the right to request that we amend your health information
maintained in your record. If you desire to amend your record, please submit the request in writing to the Privacy
Officer. We will comply with your request unless we believe that the information that would be amended is accurate
and complete or other special circumstances apply.

Right to Receive an Accounting of Disclosures: Upon request, you may obtain an accounting of certain disclosures of

your health information made by us during any period of time prior to the date of your request provided such period
does not exceed six years. If you request an accounting more than once during a 12- month period, we may charge
you a reasonable fee for the accounting statement.

Right to Receive Paper Copy of this Notice: You have the right to obtain a paper copy of this Notice from us, upon
request. We will provide you a copy of this Notice on the first day we treat you at our facility. In an emergency
situation, we will give you this Notice as soon as possible.

Further Information; Complaints: If you desire further information about your privacy rights, are concerned that we
have violated your privacy rights or disagree with a decision that we made about access to your health information,
you may contact the Privacy Officer. You may also file written complaints with the Director, Office of Civil Rights of the
U.S. Department of Health and Human Services. Upon request, the Privacy Officer will provide you with the correct
address for the Director. We will not retaliate against you if you file a complaint with us or the Director.

Breach of Unsecured Health Information: You have the right to receive notification of any breach of your unsecured
health information.

6. Our Legal Duty: We are required by law to protect and maintain the privacy of your health information, to provide
this Notice about our legal duties and privacy practices regarding health information, and to abide by the terms of the
Notice currently in effect. We may update or change our privacy practices and policies at any time. Before we make a
significant change in our policies, we will change our Notice and post the new Notice at the Infusion Center and on
our website at https://infusionspecialists.org/notice-of-patient-rights/. You can also request a copy of our Notice at any
time. If you have any questions, requests, or complaints, please contact our Privacy Officer at the information below:

Attn: Privacy Officer
Email: admin@rockymountainmed.com

Address: 535 W Sunnyside Dr, Ste 2, Idaho Falls ID 83402


https://infusionspecialists.org/notice-of-patient-rights/
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Patient Consent & Acknowledgement

1. CONSENT TO INFUSION THERAPY, MEDICAL CARE AND TREATMENT

| voluntarily consent to any and all health care treatment and diagnostic procedures, including but not limited to
infusion therapy, medical examinations, and tests, provided by Infusion Specialists (the “Infusion Center”) and its
associated physicians, providers, nurses, and clinicians (collectively, the “Clinicians”). | understand that in many
instances the Clinicians are carrying out orders from my referring health care provider. Though | expect the care
given will meet customary standards, | understand there are no guarantees concerning the results of my care. | also
understand that if | do not follow my referring provider’s or the Clinicians’ recommendations as they may relate to my
health that the Infusion Center and the Clinicians will not be responsible for any injuries or damages that are the
result of my noncompliance. | understand that if any employee or any individual associated with the Infusion Center is
exposed to my blood or body fluids, | will be tested for the hepatitis viruses and the Human Immunodeficiency Virus
(HIV). I also understand that | will receive education related to this testing and that | will not be charged for testing
and education related to the exposure.

2. CONSENT TO TREATMENT IN AN OPEN TREATMENT AREA

| acknowledge and understand that the Infusion Center provides infusion therapy and medical care in an open
treatment environment. Despite safeguards and using reasonable care, it is always possible in the Infusion Center
that | may learn information regarding other patients or they may inadvertently learn something about me. In all
cases, the Infusion Center expects and requires that its patients maintain strict confidentiality of any inadvertently
disclosed health information of others.

3. CONSENT TO PHOTOGRAPH, VIDEOTAPE OR RECORD

| authorize the Infusion Center to photograph, videotape, or record me and agree that the images, video, or
recordings may be used for medical reasons (including training, education, or research). | hereby release the Infusion
Center, its employees, Clinicians, and other authorized persons from any responsibility which might arise from the
taking and authorized use of such images, video, or recordings.

4. CONSENT TO USE OF INFORMATION

Electronic Health Records. | understand that the Infusion Center may collaborate with other health care providers to
coordinate, manage, and provide health care to me, and | voluntarily consent to the Infusion Center’s sharing my
health information and records electronically or otherwise for the purposes of treatment, payment, and operations and
other purposes as outlined in the Infusion Center’s Notice of Privacy Practices. | consent to the inclusion in my
electronic health record of any sensitive diagnoses and related information such as HIV/AIDS status, sexually
transmitted diseases, genetic information, and mental health and substance abuse, etc. | understand that my
electronic health records will be accessible by our Clinicians and other Infusion Center personnel and individuals
approved to access such records for purposes related to treatment, payment, and health care operations and other
purposes as outlined in the Infusion Center’s Notice of Privacy Practices.

Use and Disclosure of Information. In addition, | acknowledge and agree that the Infusion Center may use and
disclose my health information for a range of purposes, including but not limited to: treatment, eligibility verification,
and payment to private and public payers or their agents including insurance companies, managed care
organizations, my employer (if | am injured at work), state and federal government programs, Workers’ Compensation
programs, quality of care assessment and improvement activities, evaluating the performance of qualifications of
Clinicians, conducting medical and nursing training and education programs, conducting or arranging for medical
review, audit services, ensuring compliance with legal, regulatory, and accreditation requirements, and public health
and health oversight services. All of these uses and disclosures are more fully outlined in the Infusion Center’s Notice
of Privacy Practices.
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Request for Information from Others. | consent to Infusion Center’s request of my health information from other
providers of care to me, receipt of and release of my health information, whether written, verbal, or electronic, for the
uses described above, and Infusion Center’s participation in any health information exchange described in the
Infusion Center’s Notice of Privacy Practices.

5. ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
| acknowledge that | have received or been offered a copy of the Infusion Center’s Notice of Privacy Practices, which
provides information on how the Infusion Center may use or disclose my health information.

6. ASSIGNMENT OF BENEFITS

| hereby assign to and authorize payment of all insurance and health care benefits available to me directly to the
Infusion Center for services provided to me. | understand that benefits may be payable to me directly if | do not
provide this authorization.

7. FINANCIAL RESPONSIBILITY

| understand and agree that | am financially responsible for payment of all charges incurred which are not paid by
insurance or health care benefits, including any and all products (e.g. medications) provided or services rendered to
me which are not eligible for payment (non-covered) under health care plans, Medicare, Medicaid, or other insurance
or payers (e.g., services rendered by health care providers who do not participate with my insurance plan).
Non-covered products and non-covered services also may include those products and services the Infusion Center
and the Clinicians initially determine to be medically necessary but are later determined unnecessary or denied by my
insurance or payer.

8. PERSONAL VALUABLES
| understand that the Infusion Center does not accept responsibility for any lost, stolen, or damaged personal items
while | am at the Infusion Center.
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Patient Electronic Communication Information

& Acknowledgement

We, Infusion Specialists, (“Infusion Center”) offer patients the opportunity to communicate with us via email, text
message, or other electronic means. By signing below, you acknowledge that you have read this document, fully
understand and accept the risks of communicating with us electronically, and you hereby agree that we may
communicate with you electronically, including by text and/or email.

Although we use reasonable safeguards to ensure that transmitted electronic messages are secure, transmitting
information electronically (e.g. by email or text messaging) has a number of risks to be considered. This form
provides information about these risks, how we will use this information, and guidelines for you on communicating via
email or text.

WHAT WE DO TO PROTECT YOUR PRIVACY IN ELECTRONIC COMMUNICATIONS

Emails and text messages are sent only from Infusion Center devices or computers via software that has
appropriate security and safeguards in place.

Our staff must ensure that the Infusion Center devices are secure at all times, including after work and at
home (as applicable), in accordance with Infusion Center’s policies and procedures.

Every Infusion Center employee must sign a confidentiality agreement attesting that they will protect the
confidentiality of Protected Health Information (PHI), and, if issued a company-owned device, must sign
agreement to comply with Infusion Center policies governing such device(s).

Upon termination of employment with the Infusion Center, user access to Infusion Center systems is
revoked and Infusion Center issued device(s) must be returned.

RISKS OF ELECTRONIC COMMUNICATION

Senders can misaddress an email or text message which can be received by unintended recipients.
Email and text messages can be circulated, forwarded or stored in electronic files.

Backup copies of emails or texts may exist even after the sender or recipient has deleted his/her copy.
Email can be used to introduce viruses into computer systems.

The sender may assume that a message was sent when it was not.

There is a possibility of misinterpretation of the message due to nonverbal feedback.

Backup copies may exist even after the sender and/or recipient has deleted their copies.

Email and text messages can be lost in transmission.

POTENTIAL COSTS OF TEXT MESSAGING

Many mobile phone users pay for each message they receive.
Message & data rates may apply to your communications with us.



infusion

SPECIALISTS

HOW WE WILL USE ELECTRONIC COMMUNICATION

® In general, we will initiate electronic communication with you only about non-sensitive issues such as
appointment reminders; scheduling, canceling and rescheduling appointments; routine forms; and insurance
benefit information.

® However, we have put protections in place in the event we need to contact you with emergent information or
when we need to respond to your question that includes sensitive information, Infusion Center will use
reasonable means to protect the security and confidentiality of emails and text messages sent and received;
however, because of the risks outlined above, we cannot guarantee the security and confidentiality of
electronic communication (e.g. email and/or text), and we will NOT be liable for improper disclosure unless
otherwise caused by our intentional misconduct.
There might be other individuals such as administrative staff who have access to these materials.
Please refer to our Notice of Privacy Practices for information as to the permitted uses of your health
information and your rights regarding privacy matters.

PATIENT GUIDELINES FOR ELECTRONIC COMMUNICATION

® [f communicating via email, include the general topic of the message in the “Subject” line of your email. For
example, “Prescriptions,” “Advice,” “Appointment,” or “Billing Question.”
Include your name and phone number in the body of the communication.

Review your message to make sure that it is clear and concise and that all relevant information is included
before sending.

® The email or text communication should not be time-sensitive. While we try to respond to messages daily, it
may take up to 3 working days for us to respond to your message. If your message requires a response
from us and you have not heard back from us in 3 working days, call our Infusion Center.

Urgent messages or needs should be relayed to us using regular telephone communication.

It is your responsibility to follow up to determine whether the intended recipient received the email or text
message and when a response might be expected.

You are responsible for protecting your own device, your password, or other means of access.

We are NOT liable for breaches of confidentiality caused by you or other third party.

Take precautions to protect the confidentiality of your messages such as password protecting your email
account, phone, and/or computer.

Inform us of changes in your email, cell phone, address or phone number.

You must withdraw consent to discontinue electronic communications.
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Patient Acknowledgement and Agreement

| acknowledge that | have read and fully understand this consent form. | understand the risks as outlined above and
consent to the conditions outlined above. | further waive any and all claims that may arise against Infusion Center, its
employees, contractors, and agents resulting from the use or misuse of communicating electronically.

I may want to communicate with the Infusion Center electronically, including by text and/or email. | understand that
Infusion Center has taken precautions to protect my confidentiality but cannot guarantee the security and
confidentiality of electronic communications. | release and hold harmless Infusion Center, its employees, contractors,
and agents from any and all expenses, claims, liabilities damages and losses that may result from communicating
electronically with the Infusion Center including technical failures beyond the control of Infusion Center.

| understand that | may also communicate with the Infusion Center by telephone or during a scheduled appointment
and that email or texting is not a substitute for care that may be provided during an office visit. Appointments should
be made to discuss any new issues or any sensitive medical information.

| understand that either | or the Infusion Center may stop using email or texting as means of communication.

| understand that | may revoke this consent at any time by advising Infusion Center in writing by mail or in person.

My revocation of consent will not affect my ability to obtain future health care, nor will it cause the loss of any benefits
to which | am otherwise entitled.

| understand that failure to comply with the guidelines delineated in this form may result in Infusion Center’s ceasing
to communicate electronically.

| also acknowledge that | have read this form in its entirety. | have had the opportunity to ask questions and my
questions have been answered to my satisfaction.

| also understand that | may ask for a paper copy of Patient Consent Information, Privacy Practices and/or Electronic
Communication.

Patient Name: Patient Date of Birth:

Patient Address:

Patient Signature:

If signed by legal guardian, legal guardian printed name:

Relationship to patient:

Today’s Date:




