HIPAA 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 OBLIGATIONS:
We are required by law to:
• Maintain the privacy of protected health information
• Give you this notice of our legal duties and privacy
practices regarding health information about you
• Follow the terms of our notice that is currently in

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION:
The following describes the ways we may use and disclose health information that
you (“Health Information”). Except for the purposes described below, we will use
and disclose Health Information only with your written permission. You may revoke such
permission at any time by writing to our practice Privacy
FOR TREATMENT. We may use and disclose Health Information for your treatment and
to provide you with treatment-related health care services. For example, we may disclose
Health Information to doctors, nurses, technicians, or other personnel, including people
outside our
who are involved in your medical care and need the information to
provide you with medical care.
FOR PAYMENT. We may use and disclose Health Information so that we or others may bill
and receive payment from you, an insurance company or a third party for the treatment
and services you received. For example, we may give your health plan information about
you so that they will pay for your treatment.
FOR HEALTH CARE OPERATIONS. We may use and disclose Health Information for health
care operations purposes. These uses and disclosures are necessary to make sure that all
of our patients receive quality care and to operate and manage our
For example,
we may use and disclose information to make sure the obstetrical or gynecological care
you receive is of the highest quality. We also may share information with other entities that
have a relationship with you (for example, your health plan) for their health care operation
activities.
APPOINTMENT REMINDERS, TREATMENT ALTERNATIVES AND HEALTH RELATED
BENEFITS AND SERVICES. We may use and disclose Health Information to contact you to
remind you that you have an appointment with us. We also may use and disclose Health
Information to tell you about treatment alternatives or health-related
and services
that may be of interest to you.
INDIVIDUALS INVOLVED IN YOUR CARE OR PAYMENT FOR YOUR CARE. When
appropriate, we may share Health Information with a person who is involved in your
medical care or payment for your care, such as your family or a close friend. We also may
notify your family about your location or general condition or disclose such information to
an entity assisting in a disaster relief
RESEARCH. Under certain circumstances, we may use and disclose Health Information for
research. For example, a research project may involve comparing the health of patients
who received one treatment to those who received another, for the same condition. Before
we use or disclose Health Information for research, the project will go through a special
approval process. Even without special approval, we may permit researchers to look
at records to help them identify patients who may be included in their research project
or for other similar purposes, as long as they do not remove or take a copy of any Health
Information.

SPECIAL SITUATIONS:
As Required by Law. We will disclose Health Information when required to do so by
international, federal, state or local law.
TO AVERT A SERIOUS THREAT TO HEALTH OR SAFETY. We may use and disclose Health
Information when necessary to prevent a serious threat to your health and safety or the
health and safety of the public or another person. Disclosures, however, will be made only
to someone who may be able to help prevent the threat.
BUSINESS ASSOCIATES. We may disclose Health Information to our business associates
that perform functions on our behalf or provide us with services if the information is
necessary for such functions or services. For example, we may use another company to
perform billing services on our behalf. All of our business associates are obligated to protect
the privacy of your information and are not allowed to use or disclose any information other
in our contract.
than as
ORGAN AND TISSUE DONATION. If you are an organ donor, we may use or release Health
Information to organizations that handle organ procurement or other entities engaged in
procurement, banking or transportation of organs, eyes or tissues to facilitate organ, eye or
tissue donation and transplantation.
MILITARY AND VETERANS. If you are a member of the armed forces, we may release
Health Information as required by military command authorities. We also may release
Health Information to the appropriate foreign military authority if you are a member of a
foreign military.
WORKERS’ COMPENSATION.
We may release Health Information for workers’
for work-related
compensation or similar programs. These programs provide
injuries or illness.
PUBLIC HEALTH RISKS. We may disclose Health Information for public health activities.
These activities generally include disclosures to prevent or control disease, injury or
disability; report births and deaths; report child abuse or neglect; report reactions to
medications or problems with products; notify people of recalls of products they may be
using; a person who may have been exposed to a disease or may be at risk for contracting or
spreading a disease or condition; and the appropriate government authority if we believe a

patient has been the victim of abuse, neglect or domestic violence. We will only make this
disclosure if you agree or when required or authorized by law.
HEALTH OVERSIGHT ACTIVITIES. We may disclose Health Information to a health
oversight agency for activities authorized by law. These oversight activities include, for
example, audits, investigations, inspections, and licensure. These activities are necessary for
the government to monitor the health care system, government programs, and compliance
with civil rights laws.
DATA BREACH NOTIFICATION PURPOSES. We may use or disclose your Protected Health
Information to provide legally required notices of unauthorized access to or disclosure of
your health information.
LAWSUITS AND DISPUTES. If you are involved in a lawsuit or a dispute, we may disclose
Health Information in response to a court or administrative order. We also may disclose
Health Information in response to a subpoena, discovery request, or other lawful process
by someone else involved in the dispute, but only if
have been made to tell you
about the request or to obtain an order protecting the information requested.
LAW ENFORCEMENT. We may release Health Information if asked by a law enforcement
if the information is: (1) in response to a court order, subpoena, warrant, summons
or similar process; (2) limited information to identify or locate a suspect, fugitive, material
witness, or missing person; (3) about the victim of a crime even if, under certain very limited
circumstances, we are unable to obtain the person’s agreement; (4) about a death we
believe may be the result of criminal conduct; (5) about criminal conduct on our premises;
and (6) in an emergency to report a crime, the location of the crime or victims, or the
identity, description or location of the person who committed the crime.
CORONERS, MEDICAL EXAMINERS AND FUNERAL DIRECTORS. We may release Health
Information to a coroner or medical examiner. This may be necessary, for example, to
identify a deceased person or determine the cause of death. We also may release Health
Information to funeral directors as necessary for their duties.
NATIONAL SECURITY AND INTELLIGENCE ACTIVITIES. We may release Health
Information to authorized federal
for intelligence, counter-intelligence, and other
national security activities authorized by law.
PROTECTIVE SERVICES FOR THE PRESIDENT AND OTHERS. We may disclose Health
so they may provide protection to the
Information to an authorized federal
President, other authorized persons or foreign heads of state or to conduct special
investigations.
INMATES OR INDIVIDUALS IN CUSTODY. If you are an inmate of a correctional institution
or under the custody of a law enforcement
we may release Health Information to
the correctional institution or law enforcement
This release would be if necessary:
(1) for the institution to provide you with health care; (2) to protect your health and safety or
the health and safety of others; or (3) the safety and security of the correctional institution.

USES AND DISCLOSURES THAT REQUIRE US TO GIVE YOU AN
OPPORTUNITY TO OBJECT AND OPT
Individuals Involved in Your Care or Payment for Your Care. Unless you object, we
may disclose to a member of your family, a relative, a close friend or any other person
you identify, your Protected Health 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 as necessary if we determine that it is in your best
interest based on our professional judgment.
DISASTER RELIEF. We may disclose your Protected Health Information to disaster relief
organizations that seek your Protected Health Information to coordinate your care, or notify
family and friends of your location or condition in a disaster. We will provide you with an
opportunity to agree or object to such a disclosure whenever we practically can do so.

deny your request, you have the right to have the denial reviewed by a licensed healthcare
professional who was not directly involved in the denial of your request, and we will comply
with the outcome of the review.
RIGHT TO AN ELECTRONIC COPY OF ELECTRONIC MEDICAL RECORDS. If your Protected
Health Information is maintained in an electronic format (known as an electronic medical
record or an electronic health record), you have the right to request that an electronic
copy of your record be given to you or transmitted to another individual or entity. We will
to provide access to your Protected Health Information in the form or
make every
format you request, if it is readily producible in such form or format. If the Protected Health
Information is not readily producible in the form or format you request your record will be
provided in either our standard electronic format or if you do not want this form or format,
a readable hard copy form. We may charge you a reasonable, cost-based fee for the labor
associated with transmitting the electronic medical record.
RIGHT TO GET NOTICE OF A BREACH. You have the right to be
any of your unsecured Protected Health Information.

upon a breach of

RIGHT TO AMEND. If you feel that Health Information we have is incorrect or incomplete,
you may ask us to amend the information. You have the right to request an amendment for
as long as the information is kept by or for our
To request an amendment, you must
make your request, in writing, to the Privacy
RIGHT TO AN ACCOUNTING OF DISCLOSURES. You have the right to request a list of
certain disclosures we made of Health Information for purposes other than treatment,
payment and health care operations or for which you provided written authorization. To
request an accounting of disclosures, you must make your request, in writing, to the Privacy
RIGHT TO REQUEST RESTRICTIONS. You have the right to request a restriction or
limitation on the Health Information we use or disclose for treatment, payment, or health
care operations. You also have the right to request a limit on the Health Information
we disclose to someone involved in your care or the payment for your care, like a family
member or friend. For example, you could ask that we not share information about
a particular diagnosis or treatment with your spouse. To request a restriction, you must
We are not required to agree to your
make your request, in writing, to the Privacy
request unless you are asking us to restrict the use and disclosure of your Protected Health
Information to a health plan for payment or health care operation purposes and such
information you wish to restrict pertains solely to a health care item or service for which you
have paid us “out-of-pocket” in full. If we agree, we will comply with your request unless the
information is needed to provide you with emergency treatment.
OUT F
CKET
TS. If you paid out-of-pocket (or in other words, you have
item or service, you have the
requested that we not bill your health plan) in full for a
right to ask that your Protected Health Information with respect to that item or service not
be disclosed to a health plan for purposes of payment or health care operations, and we
will honor that request.
RIGHT TO REQUEST CONFIDENTIAL COMMUNICATIONS. You have the right to request
that we communicate with you about medical matters in a certain way or at a certain
location. For example, you can ask that we only contact you by mail or at work. To request
communications, you must make your request, in writing, to the Privacy
Your request must specify 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. You may ask us to give you a copy of this notice at any time. Even if you have agreed
to receive this notice electronically, you are still entitled to a paper copy of this notice. You
may obtain a copy of this notice at our web site, www.idahofallscommunityhospital.com.
To a obtain paper copy of this notice, contact the Privacy

CHANGES TO THIS NOTICE:

YOUR WRITTEN AUTHORIZATION IS REQUIRED FOR OTHER USES AND We reserve the right to change this notice and make the new notice apply to Health
DISCLOSURES
Information we already have as well as any information we receive in the future. We will
The following uses and disclosures of your Protected Health Information will be made only
with your written authorization:
1. Uses and disclosures of Protected Health Information
for marketing purposes; and
2. Disclosures that constitute a sale of your Protected Health Information
Other uses and disclosures of Protected Health Information not covered by this Notice or
the laws that apply to us will be made only with your written authorization. If you do give
us an authorization, you may revoke it at any time by submitting a written revocation to
and we will no longer disclose Protected Health Information under the
our Privacy
authorization. But disclosure that we made in reliance on your authorization before you
revoked it will not be
by the revocation.

YOUR RIGHTS:
You have the following rights regarding Health Information we have about you:
RIGHT TO INSPECT AND COPY. You have a right to inspect and copy Health Information
that may be used to make decisions about your care or payment for your care. This
includes medical and billing records, other than psychotherapy notes. To inspect and copy
this Health Information, you must make your request, in writing, to the Privacy
We have up to 30 days to make your Protected Health Information available to you and
we may charge you a reasonable fee for the costs of copying, mailing or other supplies
associated with your request. We may not charge you a fee if you need the information for
a claim for
under the Social Security Act or any other state of federal needs-based
program. We may deny your request in certain limited circumstances. If we do

post a copy of our current notice at our
page, in the top right-hand corner.
the

The notice will contain the

date on

COMPLAINTS:
If you believe your privacy rights have been violated, you may
a complaint with our
or with the Secretary of the Department of Health and Human Services. To
a
contact the Privacy
To
a complaint with our
complaint with our
you may call (208) 528-1122 or contact the privacy
If you have any questions about this notice, please see contact information as follows:

Contact Person
Name
Title:
Address:
Phone Number:

Ned Hillyard
Executive Compliance & Privacy
2327 Coronado Street, Idaho Falls, Idaho 83404
(208) 528 - 1122

Independent Contractors

IFCH and the physicians who practice here are independent contractors and do
not hereby assume any liability for the services or conduct of the other.
Date: The

date of this Notice is 4/14/2003; revised November, 04 2019

Idaho Falls Community Hospital’s Patient Rights
Idaho Falls Community Hospital (IFCH) adopts and affirms the following rights of patient/clients who receive services from our hospital. This policy affords you, the patient/client, the right to:
Know that if for any reason you are concerned with your patient care, you can contact any employee and ask for assistance or call our Compliance Hotline
at (208) 557-7122 or by mail at 2325 Coronado St. Idaho Falls, ID 83404. Concerns and grievances are handled by our Compliance Department and Ned
Hillyard the Chief Compliance Officer.
• To receive treatment without discrimination as to age, race, ethnicity, color, religion, culture, language, sex, physical or mental disability, socioeconomic status, sexual
orientation, gender identity or political belief. It is our intention to treat each patient as a unique individual in a manner that recognizes their basic human rights.
• To be considerate, dignified and respectful of cultural, psychosocial, spiritual and personal values, beliefs and preferences. To assure these preferences are identified and
communicated to staff, a discussion of these issues shall be included during the initial nursing admission assessment.
• To expect to be cared for in a safe setting regarding patient environment, infection control, and security free from all forms of abuse, neglect, harassment and/or exploitation.
• To know the name of the physician who has primary responsibility for coordinating his/her care and the names and professional relationships of other physicians and
healthcare providers who will see him/her.
• To obtain from the person responsible for his/her health care complete and current information concerning the diagnosis, treatment, and expected outlook in terms that can
be reasonably expected to understand. When it is not medically advisable to give such information, the information shall be made available to an appropriate person on the
patients behalf.
• To receive the information necessary to give informed consent prior to the start of any procedure and/or treatment, except for emergency situations. This information shall
include as a minimum an explanation of the specific procedure or treatment itself, its value and significant risks, and the explanation of other appropriate treatment methods,
if any.
• The patient may elect to refuse treatment. In this event, the patient must be informed of the medical consequences of this action. In the case of a patient who is mentally
incapable of making a rational decision, approval will be obtained from the guardian, next of kin, or other person legally entitled to give such approval. MVH will make every
effort to inform the patient of alternative facilities for treatment if we are unable to provide necessary treatment.
• Upon request, IFCH will assist the patient in formulating advance directives, appointing a surrogate to make health care decisions on the patients behalf, and to have hospital
staff and practitioners who provide care in the hospital comply with these directives, to the extent permitted by law. Access to health care at our hospital will not be
conditioned upon the existence of an advance directive.
• To privacy to the extent consistent with adequate medical care. Case discussions, consultation, examination, and treatment are confidential and should be conducted
discreetly. The patient has the right to be advised as to the reason for the presence of any individual involved in his/her healthcare.
• To privacy and confidentiality of all communication and records pertaining to patient treatment, except as otherwise provided by law or third party payment contract. Written
permission shall be obtained before medical records can be made available to anyone not directly concerned with care.
• To a reasonable response to a patients request for services customarily rendered by the hospital, and consistent with the treatment.
• To expect reasonable continuity of care and to be informed, by the personal responsible for the patients health care, of possible continuing health care requirements following
discharge, if any.
• The identity, upon request, of all health care personnel and health care institutions authorized to assist in your treatment.
• Be advised if hospital/personal physician proposes to engage in or perform human experimentation affecting care or treatment. The patient has the right to refuse to
participate in such research projects. Refusal to participate or discontinuation of participation shall not compromise the patient's right to access care, treatment or services.
Upon patient request, examine and receive a detailed explanation of the bill including an itemized bill for services received regardless of sources of payments.
• To know the hospital’s rules and regulations that apply to the patient conduct.
• To be advised of the hospital grievance process, should they wish to communicate a concern regarding the quality of the care they receive or if they feel the determined
discharge date is premature. Notification of the grievance process includes: whom to contact to file a grievance; that they shall be provided with a written notice of the
grievance determination; the steps taken on their behalf to investigate the grievance; the results of the grievance and the grievance completion date.
• To have access and copy information in the medical record at any time during or after the course of treatment within a reasonable time frame. If patient is incompetent, the
record will be made available to their guardian.
• To remain free from restraint and seclusion of any form that are not medically necessary or are used as a means of coercion, discipline, convenience or retaliation by staff
unless medically reasonable issues have been accessed and pose a greater health risk without restraints.
• To participate in the development and implementation of his/her plan of care; which includes at a minimum, the right to participate in the development and implementation
of his/her inpatient treatment/care plan, outpatient treatment/care plan, participate in the development and implementation of his/her discharge plan, and participate in
the development and implementation of his/her pain management plan.
• To have family/legal representation.
• To have patient’s personal physician notified of admission to the hospital.

IT’S THE LAW
IF YOU HAVE A MEDICAL EMERGENCY OR ARE IN
LABOR, YOU HAVE THE RIGHT TO RECEIVE,
Within the capabilities of this hospital’s
staff and facilities:
An appropriate Medical SCREENING EXAMINATION.
Necessary STABILIZING TREATMENT (including
treatment for an unborn child) and, if necessary,
An appropriate TRANSFER to another facility even
if YOU CANNOT PAY or DO NOT HAVE MEDICAL
INSURANCE or YOU ARE NOT ENTITLED
TO MEDICARE OR MEDICAID.
This hospital DOES participate in the
Medicaid Program.

