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HIPPA Notice of Privacy Practices
Delaware Medical Care Associates, LLC

Your information. Your rights. Our responsibility.

w quastions about this HIPPA Notice or want a copy please contact our privacy office
Zran Miller at fsheftz@comcast.net or 302-633-S033 Ext 109

Your Rights
eCorrect your paper or elactronic medical recerd
e Ask us to limit the information we share

with whom we have sharad your information e Choose someone to act for you

if vou believe your privacy rights have bean violatad

Your chocices

¢ Markst our services and sell your information

-

ily and friands about your condition
e Provide mental health care

Our Uses and Disclosures

sfully while also treating ycour health o Bill for your services

® Respond to lawsuits/iega! actions

t,rw”rn the law and work with 2 medtca! examiner or funeral diractor

Address workers’ compensation, law enforcament, anc other government requests
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Changes to the terms of this Notica

We can Cha;“.gg thE t=rms ﬂf th' not! Ce, Er"d ...JI - Cf“aua 5 will Ep;f‘f to ali Jr':':f'r"E:.G"‘ we have about "fﬂl.- £ NeEwW
notice will be availzble upon raguest, in our office, and on our websitz,
My signature below: Acknowledgss | have read the HIPPA Motice of Privacy Practices providad to me by Delaware

Medical Care Associates, INC. | have bes
understand the statements contained in beth. A copy of this pags will be ma

Delawars Medical Cara Asscciatas, LLC maintains my rac

My signature belew: Consents
treatment to me; Alsc

n given the oppertunily to have any guestions | might have answered anc |
intained in my records for as long a5

(e Y Y
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o X

Delaware Medical Care Associates, INC for purposes of diagnosing or prswdmg medical

btaining payment for my health care bills or to conduct hea th care operations. | understand

that diaznosis or treatment may be conditioned upon my consent as evidenced by my signature on this document.

Patient/Representative Signature

Date

Revised 06/2023




