Ascension MI School-Based Health Centers

i Hazel Park School High School

& Ascension 1620 East Elza Ave.
Hazel Park, MI 48030

Dear Parent or Guardian,

Ascension Southeast Michigan School-Based Health Centers and Hazel Park High School are pleased to
provide health services for students at Hazel Park High School. The Health Center’s hours of operation
are 7:30 a.m. to 4:00 p.m., Monday and Tuesday, closed Wednesday - Friday, weekends and holidays.

Ascension Southeast Michigan School-Based Health Center is overseen by a Medical Director who is
Family Practice Physician board-certified. A certified Nurse Practitioner, and a Registered Medical
Assistant. We provide a wide range of medical services and a variety of school and community
educational programs.

Our goal is to improve the health and well-being of students. All interactions between the health center
staff and the student will be kept confidential to the extent provided by law.

We have received approval from the Michigan Department of Community Health to bill medical
insurance companies for services provided. Ascension Southeast Michigan School-Based Health Centers
transmits claims directly from our office to your insurance company for payment. Parents or Guardians of
students will never be responsible for unpaid bills or portions of unpaid bills. Therefore, please do not
discourage your child from participating because of lack of insurance or uncertainty about bill payment.
Health Center management will address all billing issues.

If you do not have medical insurance, please call, 586-558-8765, for assistance; we can help you enroll
your child/children in Healthy Kids or MIChild. It is important that you help us by providing Ascension
Southeast Michigan Community Health Staff the most accurate and up-to-date information possible.

Attached are the consent form, medical insurance registration form, and a parent questionnaire. Please
return these completed forms to us as soon as possible. By providing us with up-to-date information
about your child’s health, it will further help us to better serve the needs of your child.

We look forward to serving you and your child. If you have any questions or would like further
information, please call. In case of a medical emergency, please call 911 or go to the nearest emergency
room. For mental health crisis, please contact Wayne County’s 24 hour Crisis Line for information and
referrals at: 1-800-241-4949 TDD 866-870-2599.

Available Services:

Personal Counseling ~ Referrals for counseling and referrals for various concerns related to school age
children and adolescents including depression, behavioral issues, personal
relationships, violence prevention, family problems and substance abuse.

Health Education Student and parent educational programs related to the school age child’s health
issues; i.e. abstinence, depression prevention, resilience, substance abuse
prevention, and conflict resolution.

Sincerely,
Ascensin Southeast Mikjpar Sehool-Based foalth Conter Stafff
Ascension Southeast Michigan School-Based Health Center Staff



Ascension

PATIENT REGISTRATION FORN

Student/Patient Name: {last, first, micldle}

Birth Date

Age’ Oimale

CIFemaléj

SSNE

Race (Optional): African American DWhite [INative Hawatian [JArab American CAmerican Indian/Alaska Natjve:
[QAsian DIOther Pacific Islander CUnreported/iRefused to Report

Ethnicity {Optional): F1Hispanic/iLatino DQNot Hispanic/Latine CTArabic

9. Address 10. City 11. Zip Gode 12. Home Phone #:
Parental/Legal Guardian Information
Mother's Full Legal Narne: ‘Date of Birth: SSNy: Marital Status: Race
Single- MWarried
_ Widow Divorced
Address: Home Phone#:
Cell.Phone#l:
Employer Name & Address Employer Phone #:
| Father’s Full Legal Name: Date .of Birth: ' .SSN#: Marital Status: Race
Single Married
_ Widow Divorced
Address: HomePhanes:
-Cell Phone#:
Employer Name & Address Employer Phone #:
Legal Guardian Naine: {if not mather orfather) Date of Birth: 88N#: Marital Status: Race

Single Married
Widow Divorced

Address Home Phone#:
Cell Phone#:
Employer Name & Address: Employer Phone #;
.Emergency Contact Name: Relationship to Student/Patient: | Telephone#:
Name of Student's/Patient’s Docter/Clinic: Telephone#;
'Na'm_e of Student’s/Patiant’s Dentist: Telephone#:

Insurance: CMedicaid [IBlue Cross Blue Shield CIHAP [OTotal CMidivest OGréatLakes [IMoling Ci0ther:

Medicaid#: Is. Medicaid your oniy [nsurance?

OYes CiNa Name of Other Insurance:
Primary Ihsurance Name: Subscriber Name:
Group#: Policy#: Co-Pay:
Patient Relatjonship to Subscritier: 01 Salf OSpouse O child [ Other
Secondary Insurance Name: SubscribarName:
Group#: Policy#: Co-Pay:
Patient Relatianship to Subscriber: £18elf O 8pouse I Child T Other
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ﬂ%& Ascension  ConsentFor Health Services

Name:

Birth date:

Although crisis intervention and emergency care do not.require consent, medical services require a signed consent before
services are:provided. The following services are avaflable from your St. John Providence. School-Based Health Center:

= Physical exams

- Diagnosis.and management of acuté and chronic llnesses/disease

= Immunizations

= Dental, Visior, and Hearing screenings

- Basic Laboratery tests including urinalysis, glucose, rapid strep test, cholesterol, hemaglobin

= Health education, activity groups, risk prevention colnseling

«  Counseling and referrals for mental Realth, physicalisexial abuse, substance abuse*
= Crisls intervention

= Group and Family Counseling

= Referral for resources such as food, shelter, financial issues, transportaticn

* Current Michigan Law mandates for confidential services Yo ininors in these areas, as-well a8 Pregnancy/STI/HIV testing and counseling.

LIMITATION OF SERVICES

+ NObirth control pills or devices. are dispensed or prescribed at ANY St. John Providence School-
Based/Community Health Center located on school property.

«  NO abortion counseling, referrals or services aré provided at ANY St. Johri Providence School-
Based/Community-Health Center,

| consent to all the following:

+ | have reviewed and understand the services offered by the St. Jahn Providence School-Based Health Center. | give consent
for my child to recive the services indicated on this document. By signing this consent form F-cartify that | am the legal guardian
-and legat custodian of; . '

«- 1 understand this consent will remain valid untif my child graduates, and that | may withdraw my consent for services upon writ-

ten nolice to the St. John Providence School-Based Health Center at any time.

+ | further authorize the 8t. John Providence Schaol-Based. Health Center to releasefexchange information regarding treat-
ment to 1) my child’s primary. care physician or mental heaith providers when rieeded for coordination of care, 2) school staff
when needed to coordinate services-at schoal, 3) third party payers.or others for the purpose of recalving payment for sérvices.
However services will be provided regardiess of insurance and/or ability to pay.

- The School-Based and Community Health Program may obtain a copy-of the above name student's/patient's immunization re-
cord from the student's/patient's schaol office; primary care provider's office;. and/er focal health-departrent,

- lunderstarid ail St. John Providence School-Based Health Center's medical records are part of the SJPHS elecironic medical
records system,

= lunderstand that testing for bloadborne diseases, in¢luding HIV'/ AIDS, may- be performed upon a patient without a separate
written conseént in the avent that 2 healthcare professional from the Center sustains-exposure to blood or bodily filids from
the:patient's‘open woiind, percutaneots mucous membrane or occupatichal hazard.

Signature of Parent/Guardian/Patient: Date:
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Guidelines for Adolescent Preventive Services

R _ Confidential .. {Yaur answiers wiknol be given out)

Date

Adoleseent's name Adoleséent’s birthday - Age
Parent/Guardian name Relationship: to -adelescent

Your phene number: Home, . Work _

L Is your- adolescent aergic tq-any-uw_dibinca‘_?
OYes [ONo If yes, -what medicines?

3. Please provite the -'foi'l'uwiu_g_ infoi’mati_i_]jn'a‘nm_lp medicines your adoleséent 1s taking, _
Name of medicine Reason taken How long taken

4. Has your adolestent ever been hospitalized avernight?
{JYes [ONo If yes, give the age at time of Hospitalization 4nd describe the-problem,
Age Problem

4. Has your adolescent ever had any serions injuries?
DOYes ONo  1f yes, plesse explain.

5. Bave there besn any chahges in your aialescent’s health during the past 12 manths?
ClYes [JNo.  If yes, please explain;

8. Pleasecheck { £¥whethes your adolescent ever had any of the following health problems:
Ifyes, ai what agedid the problein start:

Yes No Age _ _ Yes Ne Age

ADHD learniiii disability iiiocmmmvnnsieioinnss O i _ Headaches/migraines .............. S e L] O
Allergiesayfover........... 3 O Low ivon i blood {anemia) ........ O O
Asthma ... s fsbemnrss s s o Premnonia ..., et o 0
Bladder or idney. infections: O o Rheumatie fever or heart disease- ., O 0O

Blaod disordersisickle dell siemia ... O 0O Scoliasis {eurved sping) ......vnnn... 'H
Canecer........ionr _ v 1] SeTArasepilepsy e i w0 D
Chicken pox...n... Pebueessirnsess et e orirenne -0 0O Hevere acne’..._..._" ‘ eens -0 O
LUepressicn .. perrrresn st e rerennienes O Btomagh problems .o, N 0 O _
Diabetes e, esemrarp e serens : L Tubeiculosis (TBMlung- disease .. |
Eating disorder ... e ONETNENR B N W : Mononugloosts N0} v [ 0
Ewptional disorder....... 0O O Dthesw o O
Hepatitis (iver disease) ... [ A _

7. Ddes this office or elinic have att up-to-date recordof your-adolescant's im u_mnizaﬁon_s {veeord.of “shots™)?
OYes  [INe 7 Not sure

8 Some.'héal'th _pr:al')lemg are -passed-' from: one generation Lc._th'enex__t'_, Have you or any of your addlescent's dood relatives (j)a_rent_s, grandparants, auts,
untles, brothers or sisters), living ar deceased, had any of the following problems? If the answer ia “Yes;" please dtate the age of the person when the
problemt geerirved and his o hgr relationship to youir agdalescent:

Yes-  MNo  Unsure-  AgeatOnset Relationship
Migraiesfasthitia O 0O 0
Avthiiits O o O
Birth defects [ O I
Blood disordersisicklecell anemia [ O O

B 1907 American Medisal Association all rights. reserved 34027-66778-001 81915 Page 5 6£10 AT it (57



=

nsure

w

Cancer (type )

Age at Onset:

Relatlonship

Depriession

Diabetes

Drinking problem/alcoholisin.

Deug. addiction

Fndotvineiglind disease.

Heant attack or sivoke before age 55

Heart aftack or sficke afler age 55

High blood pressure

High: cholesters],

Kiditey disease-

Ledrning. disability

Liver-disease
Mental health

Mental veturdation

Migraine headaches

Obesify

'Se'izﬁl"esfepilepsy

Smaking

DOoDO0ODO00000000000 s
ononooooOCOooooooOnng e
OO0CO000000nonoooooo

TubereulosizTung disease
9. With whom does the adolescerit live moat of the'time? (Check alt that.apply)

7] Stepmother-

3 Stepfather

(1 Guagdian

[ Brother{sl/ages

{1 Both parents in same household
[ Mother '

(I Fathér

C}-Other adult relative-

10, T'the past year, have thereheen any changes in your family? (Chech.all that apply.)
[ Marriage
& Sepamtlon
O Divorce

TJLldssof job _
[ Mdve toa new neighborhood
[ A new schaol orcoliage

Concem About
My Adolescent
Physical pwblems e nebtoae bt S e e e st estoe s R -
Ph)_swal_ develspment .
Weight... :
Change of appetite ..ccrvveeernnens
Bleep patterns....
Dietmutrition.....
Anigunt of physical aclivity.., dune :
Emotiona] development . ... ememeessteeeseosespeessie it sssesseeseesseens
Relationships with parents and fam:ly.
Choice of frienids ....iieeuuunna, st renes
:Self nage:or 8elf WOrkh . ccvevuserers s sssrsinneon
Excegsive moadiness ar rebellion ......
Deprassion v...iviiiior .
Lying, stealing, of vandahsm .
“Violence/gangs ........... vt ren e et arasrees

[alulnluluiu]ninintaln= = tal

12; What seems to be the greatest challenge for your teen?

[} Births
[ Serious: iliness
[T Peaths

O Sister{shuges.
[ Other
Cl-Alpng

] Othe

11 Please review the topics listed below. Check{s4if youhave a coneern about your adolescent.

Cangern Abouit
My Adolescant

Guishveapons..... ... N
Schaol glades!ahseucesfdropout reneeneitans
Smchmg cngalettecfche\unﬂ tobacm' erns
DHUBTSE v vl peere e Letaesireserin e,
Aleohal use .o renriivorene rarer
Da(111gipalt1es etaraereres
Sexual BERATIOL ooou i repeesssn it sresineseeseee e e
Unprotactad sex. ... it -
HTWAIDS
Sexual tlausmltted dISC‘JaGS:{STDS)
Piegnangy ;
Sexugl identity
(hetemse}.’ua]!homa*-ewam}zse\ua1} e e st e TS
Work Ol]Ub reirnr e sneitd I .
Others” o '

Oooooooonoo

[ululs

15, What is it about your teen that ntakes you. probed of him or har?

. I_é there something on your mind that you watild like to.talk about roday?

Whatis it?

15. Can we shiare your answers to Question 13 with your teen? [dYes ON

1567 American Medical Association alf rights reserved
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VACCINE PREVENTABLE DISEASE INFORMATION/CONSENT FORM

CHILD'S NAME: CHILD'S BIRTHDATE

[ have read or had the risks-associated with vaccination explained to
' {Parent/guardian Nome - PLnt)

me, | have had the opportunity to ask questions.and feel satisfled with the answers given, | give permission td vaccinate my child

‘Child’s Nama.

Signature of Parent/Guardian: Date:;

“Chickenpox {Varicella) Chickenpox is:a' common-childhood disease which can be serious, Chickeripox can lead to'pneumonia; brain damage,
or deaih:. Children who_recé_ive the chickenpox vaccination may experience fever, soreness, a mild rash, of swelling where the shot was giv-en.
In .ra.r_é cases a child may experienice a'selzure (1éss than 1 ott of 1,000 cases). It may be possible for'sameone who gets a-rash from the
C_Hickml-pqx'_shot to give-chickehpoy to-another persan, If the person getting the vaccine has animmune system that is not warking properly,
or is'in close contact with afiyohe whose immiine systam is not wdrk'ing properly, please inform the _n_ursefdogtcr, If the person who is
‘get-ting the vaccine has ever had' a serious allergic reaction to -t_h_é chickenpux vaccine, neomycin, ar gelatin; please inform the
nurse/doctor,

Diphtheria, Tetanus, Pertussis {DTaP, Tdap, DT, Td) Diphtheria is a serious illness in which a thick membrane is formed-in the back.of the
throat. This: covering {;-an cause breathing problems and even death. Tetanus (Lotkjaw) causes.muscles in the body to painfully tighten.
Per'tu_ss'i's_ can cause se_vere_‘r_;oughing-speli's‘:_tha't c¢an last for weeks. DTaP is for children younger than 7 years; DT is fora child younger than
7 years who should not have the pertussis vaccine, Adolescents 11 through 18 years of age should recaive 1 dosg of Tdap; Td sheuld be
given for.later booster doses. Children wha réceive the DTaP, Tdap, or Td vaccine commonly experience sorenéss at the injection site, fever,
fussingss, and poor appetite. Children who receive this vaccine rarely.experience sejzures, becoma less alert, or develop difficulty breathing;

Hepatitis A (HAV) is a serfois liver disease caused by the_Hepatifis;A virus. Hepatitis A is.spread by close pérsonal contact and sometimes by
eating food or drinking water containing Hepatitis A virus, Persensat risk should have this:vacgine. Two doses, 6 manths apart, are needed
for lasting immunity. Sorenass:at the ifijection site; headache, lass of appetite and tiredness may oceur 3 - § days after the shot has been
given. 'Ra?eiy does serious allergic reaction oceur. People who-have had an allergicreaction to one dose should not receive the second dose.

Hepatitis' B {HBV} Hepatitis is.a serious liver infection caused by the Hepatitis B virus. People with this ?nfecii_on.are-gt risk for developing:
diseas_es such as liver cancer, crrhosis, or evén death. Three doses are required for total immunity. Potential side sffects of this vaccine
includesoreness ot the injection 'sité and fever. People whio dre-allergic to baker's.yeast should not receivé this vaecing,

Haemophilus Influenzae Type b {HIB) is a bacterium that can cause-children to-develop serious Tliness such as inféction of his/her brain. or
heatt, These inféctions can cause permanent problems such as brain-damage or even death. HIB vaccination is recammanded for any.nne'
under the age of 60 months (5 years). Potential side effects of this vaccine Ticlude fever, swelling, or redness at the site of the-injection..
These reactions generally start within 24 hours of the vaccination and subside within 48 hours. Peaple who have had an allergic reaction to
one dose should not receive ancther dose

Human Papiflomavirus _[HP\'!),Is spread through saxual contact, HPY is fiportant mainly. because it can cause cervical cancer in wamen. HPY
vaccing is an inactivated.{not five) vaccine which protects ‘against 4 major types-of HPV, HPY vaccing can preventsome genital warts and
some cases of cervical “caneer. HPV vactine is routinely recommended for girls and hoys 11-12 years of age. The vaccine is also
recom-mended for females-13-26 years of age and males 12 through.21 who did._no; receive it when they were younger. Protaction from
HPV vaccing is expécted to-belong:fasting but vaccinated women sf:i_ii need cervical canicer screening because'the vaccing does.not protect
-against all HPY types that cause cefvical cancer, HPV vaccine Ts given asa 3-dose:series, Anyane who has.everhad'a Iifé_-thr‘e'atéhihg-alier-—gic
feaction ta yeast, to-any other component of HPV vaccine, or to a previous dose of HPV vaccine should riot get the vaicine,



é@% Ascension

VACCINE PREVENTABLE DISEASE INFORMATION/CONSENT FORM

Influenza'is a serious disedse caused by a virus that spreads from inféctéd persons via the nose or throat of others, The "Influenza
Season” in the U.S. is-from Novémber thiough April of each year, Inflienza viruses change often, Therefore, influenza vaccine is
.updated each year to make sure it is as effective as possible. Annual flu shots should be given‘to people at risk for: getting.d serious.
case of influenza or influenza cumpllcatlons and people in close contact with them. This inciudes people with long-term health
problems {(example: Asthma) or a.compromised immune systém. The risk of the vaccine causing serious harm is axtremely small, The
virus in the vaccine is kifled, so you cannot gat infl'ue_nza from the. vacg:?ne.- Mild problems such as soreness at the injettion site, fever,.
or-aches may occur soon after shot and last 1-2 days. Talk with a Doctor/Nurse before getting vaccine if you have had a'seri-ous
allergic reaction to.eggs or to a previous dose of influenza vaccine, or have a history of Guillain-Baire' Syndrome [GBS) If your child
has a fever or is sevarely ill, postpone the Influenza vaccine until the child has recovered.

Méasles, Mumps and Rubella (MMR]) Measles.and Rubella {German Measles} are drseases that can caueserashes, fever, sefzures, brain
damage, and death. Children with Mumis often experience fever, headache, and swollén glands; Less often these children may
develap hearing loss. and inféctions of their brain or spine. Risks associated with takmg the: MMR vaccine include soreness at the
injéction site, fever, and swollen glands-in the cheeks or under the jaw, and joint pain/stiffriess. Although rare, other problems:that
your-chiid may-develop include severe allergic reactions, ‘bleeding, and seizures. Persans should not be given this vaccine if they have
experienced a severe allergi¢ reaction to gelatin: or to the drug neomycin, seizures, transfused with hlood or hlood products, or
those wha may be pregnant.

Meningococcal Canjugate, (MC\M] Menmgms is a serfous iliness causéd by a bacterial infertion which'is the | eadlng calse. of bacterial
meningitis in-children 2 -18 years of age. The vaccine can prevent 4 types.of Memngccocaa] disedse. The vaccme is recommended for
atl children at the pre-adolescant visit (11-12 years) or college freshmen. MCV4 is also recommended for individuals 11-55. years of
age,

Meningacaccal Polysaccharide. [MPS\M] prevents 4 types of Meningococtal disedse, the same-as the conjugate vaccine, and. should
be used for children'Z -10 vears of age and adults over 55 who are at rigk,

Pheumeacoccat Conjugate {PVC) Pneumococcal infection causes serious illiness and tdeath. Pneumacoccal infection causes sefious
disease In children less than 5 years of age and s the léading causg of bacterial mieningitis in the Uriited States. Risks associated with
the PVC vaccine are redness, tenderness, or swelling st the site and/or mild fever. Severe reactions are rare. Children should not get
this vaccine if they had a severe allergic reaction to a- ‘previous dose;

Pngumococcal Polysaccharide (PRV) is recommended in addition to PCV for certain high-risk gro_u"ps.

Inactivated Polic Vaccine (1PV] Polio'is & disease that-can cause severe muscle: weakness, para[ysrs and death. Therisk of 1PV caus- Ing
serious harm is- extremely small. Arisk associated with the vaccine is soreness at the’ |n;ection site. Anyone who has.ever had a serious
allergic reaction to Neomycin, Streptamycin, or Polymyxin B should not receive [PV,

Tuberculosis {PPD] Tuberculosis {TB} is a disease that is caused by mycobacterium ‘tuberculosis that is spread through the air from
one person to another, The bacteria is put in'the air when a person with active TB disease coughs or sneezes, Tubercu!osus £an cause
d:sabllltv and/or death if not detected and treated appropriately, T8 skin testing is recommended for children with risk factors.
Peri-odic skin tésting Is also recommended if exposure is suspected.

WITH ANY VACCINE THERE IS A POSSIBILITY THAT A REACTION MAY OCCUR, Children, adolescents, or adults who are moderately
-or-severely il at the time the shot is scheduled should wait until they recover before getting the vaccine(s). IF ANY UNUSUAL
PROBLEMS.OCCUR SUCH AS TROUBLE BREATHING OR MAIOR CHANGES IN’ BEHAVIGR SEEK IMMEDIATE MEDICAL ATTENTION.
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STORN St. John Providence Notice
PROVIDENCE of Privacy Practices

1. THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU
CANGETACCESSTOTHIS INFORMATION. PLEASE REVIEWITCAREFULLY, )

2, 'WE HAVE A LEGAL DUTY TO SAFEGUARD YOUR PROTECTED HEALTH INFORMATION {PHI) o

. We are 1egaliy required to protect ttie privacy. of your heaith Enfor_mation; We cali this information “protected health Information” or “PH"

for short, and it includes information that can be used to identify you that we have created or received-aboutyourpast, present, ar future heaith or
condition, the provision of healthcare to you, orthe payment for this health.care.. We must provide you with this notice about our privacy practices
-thatexplains hew, when, and why we Use and disclose your PHI. With sonie exceptions, we-may notusg or discloseany more qf_your'PI-_il.than is
niecessarytoaccomplishthe puipose ofthetse ordisclosure. Wearglegallyrequired to fqilowthepriv_acypractices_thataredes_'c_ribed-inthis__notice,
However, we.reservi therightto change the terms of this notice and o privacy policies atany time, ‘Any change's.\_.vil_l.app]y'lo t_he_iPHl we already.
have: Before we make.an impoitant change to our policies, wé will pfomptly changg this notice.and post a new notice néarihe mainentrance
‘toeach St: John Providence Hea ith-System facility. You can.alsorequest a copy ofthis notice from the contact person listed in.Section 7 below at
anytime andcan view a copy of the notice on our website at www.stjohnprovidence.org.

3. HOW WE MAY USE AND DISCLOSE YOUR PROTECTED HEALTH INFORMATION.. _ _
Weuse and disclose health information for many differentreasons. Forsome ofthese Uses or disclosures, we need yourprior specificauthorization.
Below, we describe thedifferentcategories of our uses and disclostires and give you some examples oféach.

3.1. Uses andDisciosures Relating to. Treatment, Payment or Health Care Operations.
We may use and disclosé your PHI for the fallowing reasons:

3.4, Forireatment. We may disclose your PHI to-physicians, nurses, medical students and other health care personnel who provide you
with-heatth care services or'are'invqlued in your care. For example, if you're being freated for a knee.injury,.we may disciose your
PHI to the physical therapy departinent in order to coordinate your care. ' _ o

3.1.2.  To obtain payment for treatment, We may use and disclose your PHI in erder to bili and collect payment for the-treatment and
services provided to you, Forexample, we may provide portions of your PH! to our billing department and your Redlth planteo getpaid
forthe health care services we provided fo you. Wemayalso provide your PHI toourbuginess associates, suchasbilling companies,
claims processing companies and athers that process our health care claims.

3.1:3,  For health care-operations, We may disclose your PH.in order to operate our hospitals, dlinics, urgent care centers and other heatth
care.service focafions, For example, we may use your PHI in.erder 1o evaluate the-quality-of health care services that you received

“or evaluate the performance of the hiealth care professionals who pravided healih care services to you, We may also provide your
PHI to.our accountants, attorneys, and consisitants wiio pérform services on'our behalf. '
3.2. OtherUsesand Disclosures That Do Not Require Your Authorization '

3.2.1.  When disclosure Is required by federal, state or local law, judicial or administratjve proceedings; or faw enfGreément,
For example, we make disclosurés when a taw requires that we report fiiformation to government-agencies and faw enforcenient
personnel about victims of abuse, neglect or domastic. violerice: when dealihg with gunshot and other wounds, or when ordared
in a judicial or administrative proceading. ’ ) S

"3.2,2.  Foer public health-activities. ‘For exainple, we report informafion about births, deaths and various diseases to government officials
in charge of collecting that informiation, and we provide toroners, medical examiners and f'u_ne_ra_l directors necessary information
relating to an individual$ death, '

3.23.  Forhealth oversight activities, Forexample, we will provide information to assist the-government when it conducts an investigation
or inspection ofa health care provider or brganization.

3.2.4.  Forpurposés of organ dopation. We may. notify otgan progurement organizations:to assist them in organ, eye or tissue donation
and lransplants, '

3.2.5.  Forresearch purposes. In certain circumstances, we may provide PHI in order to conduct research,

'3.2.8.  To avoid harm. In order o avoid a serious threat to the- helth or safety of & pefson of the public, we may provide: PHI to taw
-enforcement personnal or persons-able to prevent orlessen such harm; _ -

3.2.7.  For specific govérnment functions. We may disclose PHI of military personnel and veterans in certain situations, And we may
disclose PH! for national security purpases; such as protecting the president of the. United States of.conducting intelligance operations,

3.2.8.  For workers’ compensation purposes. We may provide PHI in order to.comply with workers' compensation laws,

3.2.9.  Appointmentreminders and health-related benefits arservices. We may use PRI te provide appointment réminders through
the mail or by telephone or give you information sbout treatment alternatives, or other health care services or benefits we offer:

3.210. Fundraising activities. We may use PHI to.raise funds Tor.our organization. The.mohey raised through these activities is used-
to-expand and suppoit the health care servicas and educational programs we provide to.the community, If you do.notwish to be.
contacted as part of our fundraising efforts, please contactthe person listed at the end of this notice. '

3.3.. Uses and Dis¢losures to Which You Have an Opportunity to Object _ _

3.3.1.  Patient directories. We may include your narme, location in this fachiity, general condition In our'patient direétory and disclose itio
visitors wha ask for you-by name, unless you object in whole or in part, We alse may include your religious affiliation (if any} in the

_ facility directory and dizclose facility diractory infarmation ta dergy members, unless yau object in‘whole or part.

3.3.2.  Disclosure to family, friends, or others..We may provide your PHI to a. family membei, friend or other persan to the extent that
person is involved in your care or the payment for your health care, unless you object in whole. or in part,

3:3.3. SpecidflLegalRestrictions Frequently, Michigariaw and/or Federal Regulations require explicitauthorization forthe disclosure of
PHiofpatientstreated formental heaith, substanceabuse and HIVIAIDS conditions. B '

3.4, All.Other Uses and Disclosures Require Your Prior Written Authorization

In any other situation not déscrib‘ed in this section, we will ask for your wiltten authorization before using or-disctosing any of your PHL
If you choose to sign an authorization to disclose your PHI, you can later revoke that authorization in writing to step any future ises‘and
disclosuies(to the..:ex'te‘nt.thatwe'have'nottaken'any action relying on the authorization).
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4. WHAT RIGHTS YOU HAVE REGARDING YOUR PHI
You have the following-rights with respact t& your PHI: S _
4.1, The Right to Request Limits on Uses and Disclosures of Your PHI. You have the right fo'ask that we [imit how we use and disclose

4.2,

4.3.

4.4,

4.5.

4.6,
4.7,

4.3,

4.9,

{for example, to your work addrass rather than your home address)

your PHI. We will consider your requést but are riot.legally rediuired fo accept it. However, if you pay in full out-of-pocket and you

request that we not disclose any information to your health plan about that service, we 'must grant that request, If we accept your

reduest, we will-put'any limits in writing and abide by them except in emergency situations. You may not limit the uses and disclosures
that we-are legally required.or allowed to make related to-your treatment. o _ '
The Right to Choose How We Send PHI to You. You.have the right to ask that we send information to you at an alternate address,
or-by alternate means (far éxample, e-mail instead of regular mail).
Wemust agreeto your request so long as we éan easily provide itin thé format you requested . ' '
The Right to See and Get Copies of Your PHL. In most.cases you have the fight ta look at or get copies of your PHI that. we: havs, but
you must make the requast in writing. If we don't have your PHI butwe know who-does, we will tell you how lo get it, We will respond to.
you within 30 days after receiving your written Teguest. In cerlain situations, we may deny your request. If we do, we will tel you, in
writing, our reasons for-the dénial and explain your right to have-the denial reviewed. '
17 you request copies of your PHI, we will charge you a reasanable copying fes. _ _ o _
The Riglit to Gét a List of the Disclosures We Have Made. You have the fight to get a list of instances in'which we-have disclosed
your PHi, The list will not include any of the uses or disclosures for treaiment; payment and health céré operation.and seme other
purposes perthe [aw. The listalsowill notinclude any uses or disclosures made before April 14, 2003, _
We will respond within 60 days of receiving your réquest. The fist we will give you will include disclosuras made in the |ast six years unless
you request a shorter time. The list-will include the date of the disclosure, to whom PHI was disclosed {including their address, if known},
a desciiption: of the information disclosed, and the reason for the disciosure. We will provide the list to you at ng charge, . but if you:make
mare than ane request in the same.year, we will charge you $25 for each additional request. o
The Rightto Correct or Update Your PHL If you believe that there is a mistake. iri your PH)-or that a piece of important information is
missing; you have the right to request that we correct the existing information or-add the-missing information. You must provide the request:
and your:reason for the. request.in writing. ‘We wilt respond within 60 days of receiving your request. We may deny your request in wrting
iF-the PHI is {)) correct and ‘complete, (i} not created by us, {iii) not required to.be disclosed to-you; or (iv) not part-of your medical record.

Our written denial will state the reasons for the denial and explain your right to file & written' statement of disagreement with the denval,
1f you don't file one; you-have the right to request that your request and our deriial be attached to all future disclosures. of your PHI. If we

approve your request, we will make the change ta your PHI, tell you that we have done it, ‘ahd fell others ‘that need to know about the
change- to yoiir PHI. _ '

Notice by E-Mail. If you agree to recelve this notice via e-mail, you stil have the right to request a paper copy of this nofice,
Psychotherapy Notes: We must obtaln your writien authorization before we may use or-disclose. your psychotherapy notes, except for:
use by the ariginator of the psychotherapy notes for tréatment; use or disclosure by Govered Entity far its own mental health training
programs; or use or disclasure by Covered Entity to défend itseifin a legal action or other proceeding brought by the individual.
Marketing. We must obtain your written authorization hefore we may use or disclose your PHI far marketing purposes, except-for
face-t face communications made by us to you or a promotional gift of nominal value provided by us to you,

Sale of PHI. We mustobtainyour written authorization beforewe sell your PHI

4.10. Breach of PHL We are reduired {o nofify you in the event of a breach of your unsecured PHI.

HOWTO COMPLAIN ABOUT OURPRIVACY PRACTICES .

If you think that we may have violated your privacy rights, or you disagree with a-decision we ‘made .about access o your PHI,
you may file 2 complaint with: St. John Providence HIPAA Privacy Office - (See sectich 7 of this Notice. )

You alsd may send a written complaint to: Secretary of the Department of Health and Human Services

We will take'no retaliatory action against you if you file a corplaint.

. WHO WILL FOLLOW THIS NOTICE OF PRIVACY PRAGTICES

This notice describes thepractices of the employees, medical staff, volunteers, departments, units.a nd.joi_nt__venture_s of the folldwing éntities:

Brighton Center for Recovery Ascénsion Physician: Séivices Michigan Ear Institute -
Eastwood Clinics Beech_er Ballenger Services Michigan Institute for Sleep Medicine/
Medical Resources Group’ Bone & Joint Surgery Cénter of Novi Cardiopuimenary  Services
Providence Hospital and Medical Centers Cardiclogy Associates of Michigan Michiigan Pain Management Consultants, PG
Providence Park Hospital Cardiclogy Associates of Pt Haron Newland Medical Associates; PC
§t. Johin Hospital and Medical Center Cardiovascular Therapeutics Management, LLC Hoithiand Anesthesia Assogiates, PC:
St. John Macomb-Oakland Hospital Diagnostic Radiology Consullants Novi Pediatric Associates, PC
St. John River District Hospital Eastpoints Radiclogists, PC ‘Open MRI-of Michigan LLC
Providénce Health Founidation, Iric Eastside Assoclatés/Eastside Endoscopy “Parinersin Care
St. John Providence Health Foundation- Emergenicy Medicine Spacialists, PC Pathology Specialists-of SE Michigan, PC
St, John Providence Health Occupational Heslth Partners Great Lakes Physiatrsts, PC* 'PMHC Cancer Center
St. John Providence Health System Independent Emergency Physicians, PC Radisition Oncology Specialists, PC:
St: John Providence- Haalth Pariners Lakeshore ENT St.JohnAnesthesiologists, PG _
SL John Providence Physician Network Lakeshore. Sleep- Diagnoslics Southfield Radiclogy Associates, PG
St Jofin Providence Community Health invesimentCorp.  Langston; Walker & Associates Vinay Malviya, MD, PC-

Affiliated Health Services, Ihe Meémac Assodiates, PC X-Ray Assaciates of Pt Huron
Reverence Home Health & Hospice Michigan Diagnostic Pathologists, PC’

Alsc, these entilies, sites and locations may share medical information with physicians-and other healthcare professionals within St John

Providence Health System-and as.a Member of a Regional Health Informalion Organization (‘RHIO™ or ofhier Health Infarmation Exchange
{"HIE"). If you -want to “opt cut™ of the RHIC or HIE, please natify the Privacy Officer listed under Section 7.

PERSON TO CONTACT FOR INFORMATION ABOUT THIS NOTICE OR TO COMPLAIN ABOUT OUR PRIVACY PRACTICES.

1Eyou have questions-about this notice or any complaints abotit sur privacy practices, or would like to know howto-filea complaint with the

Secretary ofthe Department of Health and Human Services, please contact the HIPAA Privacy Cfficerat 248-849.5302.. All corplaints mustbe
submitted fn writing. to:

5t John Providence - HIPAA Privacy Officer
28000 Deduindre Road
Warren, Ml 48092
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A
STJOHN
PROVIDENCE

Notice of Privacy Practices

I understand that | have the right to request restrictions on how my protected he_a[th information is used or
disclosed for treatment, payment orhealth care operations. My physiciansand the facility arenot requiredto
agree+o thisrestriction but if they agree they will be bound by the agreement.

By signing this form, | acknowledge that | have been offered and/or received the St. John Providence Notice of
Privacy Practices.

Signature of Parent/Guardian/Patient

819/45 Page 4 of 10



