
Grand View Medical Practices Pediatric Health History Form

Date:

Birth Date: Age:

Relationship to Patient

Sex: EM EF
Person compleling form

Patient previous doctor:

Please list all people in the household:
Name:

Social History

Age Relationship

The child's parenls are: E Married

E Separated
n Divorced

E Unmarried but living together

Have there been any recent major change or stresses in the child's life? E yes trNo
lf yes, Please explain:

Does your child go to school, pre-school, a baby-sitler or day-care regularly?

Name of School
Eves tr ruo

Pregnancy & Birth History

During pregnancy did the mother:: E Smoke E Use Drugs E Drink Alcohol
E Have Medical Problems E Use any Medication

lf yes, please explain

Birth Weight: Length: Place:
Delivered by: E Vaginal delivery E Cesarean How long did lhe child stay in the hospital?

Any Birth complications? fl YES fl No Any complications in the newborn period? fl YES
lf yes, please explain:

Hepatitis B vaccine given in hospital? n YES E NO

Past Medical History
Does your child have any of the following conditions? Please check off all thal apply:

E Asthma / Allergies / Eczema E Pneumonia

trno

E Broken Bones

n Diabetes

E Behavior Disorders

E Croup

E Seizures
E Heart Disease

! Frequent ear infections

E Poisoning / Accidents D Kidney / Bladder problems

f] RSV

! Anemia
fl Neurologic Disorder

E Menstrual lrregularities
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Grand View Medical Practices Pediatric Health History Form

Has your child ever been hospitalized overnighl? lf yes, please explain:

Date:

Please list any surgeries your child has had:

Please list any medications you child takes:

Family History

Does any one on the child's family have any of lhe following conditions? Please check appropriate boxes
E Heart Disease E High Blood Pressure ! Kidney Disease E Atteeies / Asthma / Eczema

E Cancer E Diabetes E Blood Disease E Seizures

E Alcoholism E Tuberculosis E Mental / Emotional Problems

lf yes, please explain:

Developmental History

At what age did your child: Sit alone:

Walk alone:

Say words:

Toilet Train (daytime):

Girls only: age at Iirst menstrual period:

Nutrition / Feeding / Sleep / Home

Was your child breasl fed? E YES E NO lf so, how long?

Has your child had any unusual feeding / dielary problem? lf yes, please explain

How many hours does your child sleep al nighl?

Naps (number and length)

Any concerns about lead exposure? (Old home / plumbing /paint) E YES E NO

Do any household members smoke? nYES trttO
Hours / day spent: Watching TV Computer Video Games

lmmunizations
Please bring immunization records to your appointments *****

Are your child's immunization up to date? E YES fl NO

Does your insurance cover immunization? E YES E NO (it'no', your child may be eligible for free immunizations)
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GRAND VIEW HEALTH
PATIENT INFORMATION

Name (Last, Fi.st, lriddle) Employer Name

Date ol Eirth: Sex: !M Ef DUnf
Employefs Address

Address Employer's Phone #

City Slate zip
Employer Status E Fu[ time E part time ! Retirea

E Actlve f'lititary E Self Emptoyed n Unemptoved

Email Occupation

Primary Care Physician: Pharmacy Name and Location

Referring Physician

Communicalion
Phonq Numbers

Celli
Marital Status

Home:
Preferred Language

Work:
lnterpretea Needed: E yes E t'lo

Preferrgd Phone # E Ce[ E Homs E] work Ethniciry:E N3lHisnanic E gret
E Hispanic E Unknown

OK to leavs voice mail rggarding appointmEnt, clinical,
or Iinancial information? Eyes E to

EWhite !African American n Hispanic ! Am€rican lndian
Race: C Aslan ENativE Hawaiian Eother fl patisnt Dectined

ontact
Name (Last, Flrsl, Middle):

Permlssion to Discloss Healthcare tnformation E yes fl to

Rogarding Appointments? n yes n ro
Relationship to Patienti Regardlng Clinical lnformation? lyes n Ho

Phone# E cett ! tome E Work Regarding Financlal lnformation? E Yes ! tto

Person Financially Responsiblo check here if s€lf
Name (Last, First, Middle)

Relatlonship to Patient

Address Homo Phone

City Stato zip Cell Phone
PRIMARY INSURANCE SECONDARY INSURANCE

lns!tance Name lnsurance Name

Subscriber Name Subscdber Name

Subscriber DOB Subscriber DOB

Policy Number Policy Number

Group Number Group Number

Efiective Oate Eftective Dat€

Patient or Guardian Signature

1oo27o llllilllllllilllililllllllllllllllllll
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Patient Name: GRAND VIEW HEALTH
Sellersville, PA 18960

GVMP
FAMILY CONTACTAND
MINOR/INCOMPETENT

PATIENT RELEASE

Patient Birthdate:

qB aftix Patient Label

Please list name of person designated to make decisions for treatment, if needed.

Specify whether they ale: E Legal Next of Kin E Durable Medical POA (attach copy) E Guardian E Parent

Relationship:

Phone: Home

Work

Tirne of Day Available

Time of Dey Available

Altemate #:

Ust primary contact percon designated to be called regarding status update information, condition changes, or
questions.

Name: Relationship:

Phone:

Next to

Name:

Name:

Home

\/Vork

Time of Day Available

Time of Day Available

Altemate #:

call:

Phone: Home

Work

Time of Day Available

Time of Day Available

Relationship:

Relationship:

Altemate #:

lf unavailable call:

Phone: Home

Work

Time of Day Available

Time of Day Available

Alternate #:

Name gf Person Aulhoizing Release Relalionship to Patient

Additional comments / information:

10D322

Date

Rev. 06/16
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REQUEST FOR PAYMENTAND ASSIGNMENT OF BENEFITS

t, (Print Name) request paymenl and authorize any healthcare
benefits that are otheMise payable to me by any insurance provider, benefll plan or other third party payer, under

the terms of the insurance policy with (lnsurance Company) or benefit plan

to be paid directly to crand View Health for services and goods provided by Grand View Health.

' I may be responsible for payment in full of any amount due lhat is nol covered or paid for by any insurance policy
or benerit plan for services and goods provided by Grand View Health.

' ln event that I fail lo make full payment or fail to comply with other payment arrangements made with Grand View
Health's approval, I understand appropriate colleclion measure may be initiated.

. lf my account ls refered lo an attomey or agency for colleclions of any unpaid balances for which I am responsible, I

understand that I will also be responsible for all collection costs, including reasonable atlomey's fees and court costs.
' My obligations to pay may not be defened for any reason, including pending legal actions againsl other parties

to recover medical cosls-

' That I am responsible to know and understand what services are covered under my insurance policy.

RELEASE OF INFORMATION

I authorize GVH and/or their agents:

' To release to my insurance provider, benefit plan, or other third party payer, or their agents, any medical
or other information necessary lo process relaled health claims, receive payment or to obtain
aulhorization for services, supplies and equipment in accordance with HIpAA standards..

' To request and to receive directly, on my behalf, claims for benefits and/or appeals of any denied claims
or authorization and to take action in my name against my insurance company, benefit plan or other third
party payer, to receive any benefits that may be due or payable under lhe insurance policy or benefit plan.

. To give medical or other information to any heatthcare practilioner fumishing health care services lo me
or rcceive information from them in accordance with HIPAA standards.

STATEMENT OF ASSISTANCE

lagree:

' To assist GVH in collections that may be due or payable under my insurance policy or benefd plan forthe
service, supplies and equipment provided.

. To provide any additional information needed to process the claim for payment.

' That a photocopy or other reproduction of this document shall be considered as valid as the original.

Bv sionino below lam certifoino that the infomation on this form is correct and current:

Signature of Patient or Person Authorized to Consent for Patient Date

Signature of Wtness

lf the patient is unable to sign upon arrival, slate the reason:

f 00280 lltillilflflilil1ilililllililililll
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GRAND VIEW HEALTH

700 Lawn Avenue

Sellersville, PA 18960
215-453-4000

!,rwr, . qr,rli. oig

ACKNOWLEDGMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

I have received a copy ofthe Notice ofPrivacy Practices. The Notice describes how my health information

may be used or disclosed. I understand that I should read it carefully. I am aware that the Notice may be changed

at ary time. I may obtain a revised copy ofthe Notice by calling the Privacy OIficer at Grand View Health,

on this organization's website, or by requesting one at this organization's offices.

Date

Signature

Print or T)?e Name

. As the representative ofthe above individual, I acknowledge receipt ofthe Notice on his or her behalf.

Signature Relationship

924.74

ir ,,:,,,.irrll.li., 6RAND lllEW HEALTH
Rey 4/4/03, 9/23/ 13, 612811 6



Notice of Privacy Practices
GRANDVIEWHEALTH

THIS NOTICE OF PRIVACY PRACTICES DESCRIBES HOW MEDICAL INFORMATION MAY
BE USED AND DISCLOSED, AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE RE\'IEW IT CAREFULLY.

1, WHO PRESENTS THIS NOTICE

This Notice describes how Grand View Health (including the centers and practices Grand View operates), the members of
Grand View Medical Staff. and other healthcare providers involved in your care at the Hospital, will use and disclose your
protected h€alth information. This Notice only applies to the protected health information created or obtained in connection
with care provided to you in or by the Hospital. It also describes the practices ofall Grand View employees, staff, students,
volunteers, and other personnel working at Grand View Health sites.

This Notice does not describe the practices regarding protected health information in your physician's office, with the
exception ofthe Grand View Medical Practices Offices. The physicians who practice at Grand View Health (the Medical
Staffmembers), with the exception ofthe Grand View Medical Pmctices personnel, are neither employees, nor agents of
the Hospital. Ifyou have not previously visited your physician's office, upon your next visit you should receive that
physician's Notice ofPrivacy Pmctices as it relates to his or hel own office practice.

This Notice of Privacy Practices is effective as of March 1, 2013. If you have any questions about this Notice, please
contact Grand View Health Privacy Officq at 215-453-4000.

Grand View Heaith ("Grand View") is required to give you this Notice to comply with the regulations (the "Privacy Rule")
established under federal laws called the Health Insuance Portability and Accountability Act ("HIPAA") Privacy
Rule and the Health Information Technology for Economic and Clinical Health Act ("HITECH"). Grand View is
committed to protecting your medical information, including health information Fotected by HIPAA and other federal and
state laws, and using that information apprcpriately.

This Notice is inteDded to describe your rights, and to infom you about ways in which Grand View may use and disclose
your protected health information ("PHl"), and the obligations Grand View has when using and disclosing your PHl. Your
personal physician or any other provider ofyour health care services may have different policies or Notices regarding
their use and disclosure ofyour PHI which is qeated in that provider's office.

U. HOVr' WE MAY USE AND DISCLOSE YOI,R. PROTECTED HEALTH INFORMATION

A. The Privacy Rule allows Grand View to use and disclose your PHI for purposes of treatment, payment, and

Grand Mew health care operations. Any uses or disclosures for payment or health care operations must be
limited to the minimum necessary to accomplish the purpose ofthe use or disclosure.

1. Treatment. Gra.nd View may use your PHI to provide you with medical treatment fi services, to
coordinate or manage your health care sewices, and to facilitate consultation or referrals as part ofyour
treatment. For example, ifyou are being treated for a knee injury, Grand View may disclose your PHI to
the physical rehabilitation department in order to coordinate your care. Different departments of Grand
View also may share your medical records in order to coordinate your treatment and care, such as

prescriptions, lab and x-ray tests. Also, Grand View may disclose your medical records to people
outside ofGrand View after you leave a Grand View facility, including family members, clergy, or
other health care prcviders such as nursing homes or home health agencies.

Palment. Grand View may use and disclose your PHI to send biUs and collect payment from you, your
insurance company or other third parties, fff the treatment and services provided to you by Grand View.
For example, Grand View may provide portions ofyour PHI to our billing department and your health
plan to get paid for the health care services Grand View provided to you. Grand View may also provide
your PHI to our business associates, such as billing companies, claims processing companies, and others
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that process our health care claims.

Health Care Operations. Grand View may use and disclose your PHI you for Grand View health care

operations. These uses and disclosures are necessary to provide quality care to all patients as well as to
facilitate the functioning of Grand View, including among other things:

a. Quality assessment and improvement activities;
b. Protocol development;
c. Care management, coordination, and related functions;
d. Competency assessments and performance reviews of Grand View employees;
e. Training, accreditation, certification, licensing, credentialing or other related activities;
f. Insurance related activities:
g. Intemal patient complaint or grievance resolution; and
h. Activities relating to improving health or reducing health care costs.

Additional examples ofhow Grand View may use and disclose your PHI include:

i. Use medical records to review its treatment and services as well as to evaluate the
performance ofits staffin caring for you;

j. Combine medical records about many Grand View patients to decide what additional
services Grand View should offer, what services are not needed, and to study the safety
and effectiveness of treatments;

k. Disclose information to doctorc, nurues, and other Grand View personnel for training
purposes;

I . Remove information that identifies you from a set of medical records so that others may
use it to study health care and health care delivery without leaming who the specific
patients are; or

m. Use and disclose medical records to contact you by telephone or in writing as a reminder
that you have an appointment for a test or procedure, or to see your doctor.

Hospital and Facility Directory. Grand View may list certain information about you in the hospital
directory while you are an inpatient at Grand View. This information may include your name, where you
are in Grand View, a general desc ption about your condition (e.g., fair, stable) and your religious
affiliation. Unless you opt out, Grand View can disclose this information, except for your religious
affiliation, to people who ask for you by name. Your religious affiliation may be given to members ofthe
clergy even ifthey do not ask for you by name. This information is released so that your family, friends,
and clergy can call and visit you in the hospital and generally know how you are doing and so that you
can receive flowers, cards, or gifts sent to you during your hospital stay. Ifyou choose to opt out, pl€ase
call the Patient Registration at 215-453-4319 and ask them to remove you liom the Hospital Directory.

Persons Involved in Your Care or Payment for Yow Care. Grand View may release PHI about you to a
family member, friend, or someone you designate who is involved in your care or payment ofmedical
bills. Grand View may also disclose your PHI to an entity authorized to assist in disaster reliefso that
those who care for you can receive information about your location or health status.

Fundraising Activities. Grand View may solicit contributions to support the expansion and improvement
of services and programs we provide to the community. In connection with our firndraising efforts, we
may disclose to our employees or business associates, demographic information about you (e.g., your
name, address and phone number), dates on which we provided health care to you, health insurance
status, department of service, treating physician ard general outcome information. You have the right to
opt out ofany fundraising activities. lfyou do not wish to receive any fundraising requests in the future,
you may contact the Grand Mew Health Foundation at 215-513-3935 or respond via one ofthe methods
identified in the fundraising correspondence that you may receive in the future.

Treatment Options. Grand View may use oI disclose your PHI to tell you about or recommend possible
treatment options or altematives that may be beneficial to you. For example, your name, address, and
electronic mail address may be used so we can send you newsletters or h€alth care bulletins about Crrand
View and the services we provide. 'iy'e may also send you information about health-related products or
services that we or others make available and that we think may be useful or ofinterest to you. You may
write to Grand View Health PR/Marketing Depaxtment, 700 Lawn Avenue, Sellersville, PA 18960 or
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contact them via email at illfoa{ilqvh.ors as notification that you do not wish to receive ally ofour
newslettem or other information.

Research. Under certain circumstances, Grand View may use and disclose your PHI for research
purposes. Before they begin, all research projects that are oonducted at Grand View are carefully
reviewed. This process evaluates the proposed project's use ofyour PHl, trying to balance the needs of
medical research with your need for privacy. Before we use or disclose your PHI for research, the project
will have been approved through Grand View's research approval process, but we may disclose your PHI
to people prepadng to conduct the research project (e.g., to help the researchers look for patients with
specific medical conditions or needs) as long as they do not remove or take a copy of any ofyow PHI.

Client/Patient Satisfaction Surveys. Grand View may conduct clienrpatient satisfaction suveys to
understand how we can improve our services to patients and their families or friends. For example;
A client or patient may receive a survey fiom a patient satisfaction research organization, asking for
comment on the services provided.

Business Associates. There are some services at Grand View that may be provided through contracts with
business associates. Examples include but are not limited to certain laboratory tests and a copy service
that we may use to make copies ofyour health record. When these services are contracted, we may
disclose your PHI to our business associate so that they can perform the iob we've asked them to do.
To protect your health information, however, we require the business associate to appropriately safeguard
the privacy ofyour information and are not allowed to use or disclose any information other than as
specified in our contract with the business associate.

Health Information Exchange: Grand View may make your PHI available electronically though a local,
state, or national Health Information Exchange ("HIE"). An HIE is an oryanization that allows health care
providers to share patient information so that each provider has as complete a picture as possible about a
patient's health. HIES can also prevent the duplication of services by allowing physicians at one location
to access the results oftests (such as x-rays) performed at another location.

ll.

B.

Grand View will not disclose your information related to treatment for mental health, development disabilities,
alcoholism, substance abuse or drug dependency, venereal disease, genetic information, or information
conceming the presence of HW, antigen or non-antigenic products of HIV or an antibody to HIV, without in
each case obtaining your authorization unless otherwise permitted or requled by the applicable state or federal law.

Certain Uses and Discloswes Do Not Require Your Consent. The Privacy Rule and Pennsylvania law
(as applicable) allow Grand View to use or disclose your PHVpatient health carc records without your
authorization or informed consent for a number ofspecial functions and activities, described below.

l. As Required by Law. Grand View is permitted to disclose your PHI when requied to do so
by intemational, federal, state, or local law.

2. Public Health. Grand View may use and disclose your PHI for public health activities. These activities
generally include the following:

a. To prevent or control disease, injury, or disability, to report vital statistics such as biths and
deaths, and for public health surveillance or intervontions;

b. To report births and deaths;
c. To report abusc or neglect ofchildren, elders, and depordent adults;
d. To the Federal Drug Administration (FDA), to report reactions to medications or

problems with products, to tack products, to enable product recalls, or
to conduct post-markct surveillance as required by tbe FDA;

e. To notiry people ofreca]ls ofproducts they may be using; and
f. To notify a person who may have been exposed to a disease oI may be at risk for

contacting or spreading a disease or coldition.

3. Victims ofAbuse, Neglect, or Domestic Violence. The Privacy Rule authorizes Grand View to notifo the
appropriate govemment authority if Grand View believes a patient or rcsident has been a victim of abuse,
neglect, or domestic violence. Grand View will only make this disclosure ifyou agree or when required or
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authorized by law.

Health Oversight Activities. Grand View is permitted to disclose a person's PHI to a health oversight
agency for activities authorized by law, including audits, investigations, inspections, licensure or
disciplinary activities, and other similar proceedings. Grand View may not disclose the PHI ofa person
who is the subject ofan investigation that is not directly related to that person's receipt ofhealth care or
public benefits.

To Avert a Serious Threat to Health or Safety. Gland View may use and disclose a person's PHI when
necessary to prevent a se ous threat to your health and saf€ty or the hcalth and safety ofthe public or
another pe6on. Any disclosure, however, would only be to someone able to help prevent the thrcat,

Funeral Directors, Medical Examiners, and Coroners. Sometimes, GBnd View may deem it necessary
to release a person's PHI to funeral directors, so that they can carry out their duties appropriately.
Sometimes, when there are concems about identification ofa patient, or determining what caused a death,
we will release a person's PHI to medical examineG or coronerc.

Organ and Tissue Donation. Ifyou are an organ donor, Grand View may release your PHI to the
organizations responsible for organ or tissue transplantation in order to help with the process.

Workers Compensation. Grand View may release your PHI to insurem, govemment adminisfators, and
employen for workers' compensation or similar programs. This relates to care provided for work-related
injuries or illness.

Specialized Govemment Functions. ln certain circumstances, the Privacy Rule authorizes Crand View to
use or disclose your PHI to facilitate specified govemment functions to include:

a. Medical Suitability and lntelligence Activities. crand View may disclose youl PHI to the
Department of State for use in making suitable determinations.

b. Inmates and Corectional lnstitutions. Should you be an inmate ofa correctional institution
or under the custody oflaw enforcement official, Grand View may release your PHI to the
correctional institution or law enforcement official, where necessary 1) for the correctional
institution or official to provide you with health care; 2) to protect your health and safety or
health and safety ofothers; or 3) for the safety and secudty ofthe conectional institution.
An inmate does not have a dght to the Notice.

c.. Active Duty Military Personnel. Ifyou are a member ofthe arned forces, Grand View may
release your PHI as rcquired by military command authorities. Grand View may also release
PHI of foreign military penonnel to the appropriate foreign military authority.

d. Govemmont Secudty, Intelligence and Bioterrorism: Grand View may release your PHI to
authorized federal officials for intelligence, counterintelligence, and other national security
activities authorized by law. Grand View may disclose your PHI Io authorized f€deml
ofTicials so they may provide protection to the President, other authorized pe$ons or
foreign heads of state or conduct special investigations.

Disputes, Lawsuits, Administrative Proceedings, Ifyou are involved in a lawsuit or dispute, the Privacy
Rule allows Grand View to disclose your PHI in response to a cout or administrative order. Grand View
may disclose your PHI ir response to a subpoena, discovery request, or other lawful process by someone
else involved in the dispute, but only if efforts have been made to tell you about the request or to obtain
an order protecting the information requested ifthat is required by law.

Law Enforcement. Grand View may release your PHI ifasked to do so by a law enforcement omcial:
a. ln response to a court order, subpoena! wzurllllt! surnmons, or similar process;
D. To identifo or locate a suspect. fugitive. material witness. or missing person:
c. About the victim of a crime if, under certain limited c cumstances, we are unable to

obtain the pelson's ageemeDt;
d. About a death Grand View believe may be the result of criminal conduct;
e. About criminal conduct at Grand View; and
f. In emergency circumstances to report a crime; the location ofthe crime or victims, or

the identity, description or location ofthe person who committed the crime.



8. Pennsylvania law generally requires a court order for the release ofpatient health care
records in these circumstances, and may be considered more protective ofyour privacy that
the Pdvacy Rule. However, Pennsylvania law does allow the release ofconfidential patient
health care records when a crime occurs on Grand View's premises and a victim is threatened
with bodily harm. Pennsylvania law also requires that gunshot wounds or other suspicious
wounds, including burns, that are rcasonably believed to have occurred as the result ofa crime
must be rcported to the local police or sheriff. The report must include the nature ofthe
wound and the patient's name.

12. Date Breach Notification Purposes. Grand View may use or disclose your PHI to prcvide legally required
notices ofunauthorized access to or disclosure ofyour PHI.

13. Other Uses of Medical Information. Other uses and disclosures ofyour PHI not covered by this Notice or
the laws that apply to us will be made only with your written permission. Ifyou provide us permission to
use or disclose your PHI, you may revoke that permission, in writing, at any time. Ifyou revoke your
permission, we will no longer use or disclose your PHI for the reasons covered in your authorization. You
understand that we are unable to take back any disclosure that Grand View has already made with your
permission, and that we are required to retain our records ofthe care that we provided to you.

III. HITECH

A. Grand View will notifu affected individuals, Department of Health and Human Services, and the media, as
applicable, of any Breach of unsecured PHI that compromises the security or privacy ofthe PHI. All suspected
Breaches will be investigated and all necessary notifications will be sent, in accordance with Grand View's
policy. Examples ofunsecured PHI include but are not limited to:

1. Medical record left unattended in a public location (e.9., cafeteria or olfrce waiting room);
2. Misdir€cted e-mail to an extemal group that includes a listing ofpatients' accounts that have

addresses, social security numbers, dates ofbirth, or medical diagnoses; and
3. Intentional and non-work related access by a Grand View's workforce member or its business

associate ofyour PHI.

B. "Breach'i means the unauthorized acquisition, access, use, or disclosure ofPHI in a manner not permitted under
the Privacy Rule which compromises the security or privacy ofthe PHI, except where an unauthorized person
to whom such information is disclosed would not reasonably have been able to retain such information.

IV. USES AND DISCLOSURES THAT REQUIRE GRAND VIEW TO CI\'E YOU AN OPPORTIINITY TO
OBJECT AND OPT-OUT

A. Individuals Involved in Your Care or Payment for Your Care. Unless you object, Gmnd View may disclose
to a member ofyour family, a relative, a close fiiend or any othcr pe$on you identiry, your PHI that directly
relatcs to that person's involvement in your health care. If you are unable to agree or object to such a
disclosure, Grand Mew may disclose such information as necessary if it determines that it is in your best
interest based on their professional judgment.

B. Disaster Relief. Grand View may disclose your PHI to disaster relieforganizations that seek your PHI to
coordinate your care, or notifu family and fiiends ofyour location or condition in a disaster. Grand View
will provide you with an opporhrnity to agee or object to such a disclosure whenever it practically can do so.

V. USES AND DISCLOSURES THAT REQUIRE YOUR WRITTEN AUTHORIZATION

A. The following uses and disclosures ofyour PHI will be made only with your written authorization:
1. Uses and disclosures of PHI for marketing purposes; and
2. Disclosures that constitute a sale ofyour PHI

, 3. Other uses and disclosures of PHI not covered by this Notice or the laws that apply to Grand View witl
be made only with your written authorization. Ifyou do give Grand View an authorization, you may
revoke it at any time by submitting a written revocation to its Privacy Officer and Grand View will no
longer disclose PHI tmder the autho zation. But disclosue that Gmnd Mew made in reliance on your
authorization before you revoked it will not be affected by the rcvocation.



B. In addition, to the extent Grand View maintains any psychothempy notes, most uses and disclosurcs ofthose
notes requirc your written authorization. Psychotherapy notes are private notes ofa mental health
professional kept separately fiom your medical records.

\,'I. YOUR RIGHTS REGARDING YOUR PROTECTED HEALTH INFORMATION

A. You have several rights with regard to the PHI that Grand View maintains about you. lfyou wish to exercise
any ofthe following rights, please contact the Grand View Health Privacy OfIicer, 700 Lawn Avenue,
Sellersville, PA 18960; Phone # 215-453-4000.

1. Right to Request Restrictions. You have the right to request restrictions or limitations on Grand View's
uses or disclosures ofPHI about you for treatment, payment or health care operations. You also have the
right to request a limit on your PHI that we disclose to someone involved in your care or the pa),.rnent for
your care, like a family member or friatd. For example, you could ask that Grand View not share
i[formation about a particular diagnosis or treatment with your spouse. Grand View is not required to
agree to your request unless you are asking it to rest ct the use and disclosure ofyour PHI 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 Grand View "ourof-pocket" in fuIl. lf
Grand View does agree, it will comply with yow request unless the information is needed to provide you
emergency treatment. A request for restrictions must be in writing, directed to the Grand View Health
Privacy Officer listed in this notice, and should include (1) the name and address ofwhere services were
received; (2) what information you want to limit; (3) whether you want to limit its use, disclosue or both;
and (4) to whom you want the limits to apply.

2. Right to Request Confidential Communications. You have the right to request that Grand View
communicate with you about m€dical matters through specific channels, that is, in a certain way or at a
certain location. For example, you can ask that Grand View only contact you at work, or only at home, or
only by mail. To request confidential communications, you must make a request in writing to Grard View
Health / Health Information Management Department at the ad&ess in the firct sentence ofSection M
above, and your request must specifically and clearly state how or where you want to be contacted. Grand
View will not ask you the reason for your request, and will attempt to accommodate all reasonable
requests.

3. fught to Inspect and Copy. You have the dght to inspect and copy a designated set ofyour medical records.
This desigrated set typically includes medical and billing records, but may not include psychotherapy notes.
Please note that a request to inspect your medical records means that you may examine them at a mutually
convenient time or place. Ifyou rcquest a copy ofthe information, your request must be in writing and must
be submitted to the Crand View Health / Health lnformation Management Department at the address in the
fimt sentence of Section VI above. Grand View may charge a reasonable fee for the costs of copying, mailing
or other supplies associated with your request. Grand View may deny your request to inspect and copy in
certain cicumstances. Ifyou are denied access to your medical records, you may have the denial reviewed by
a licensed health care professional chosen by Grand View. The person conducting the review will not be the
person who denied your request. Gmnd View will comply with the outcome ofthe review.

4. fught to ar Electronic Copy ofElectronic Medical Records.
Ifyour PHI is maintained in an electronic format (known as an electronic medical record or an electronic
health record), you have the right to rcquest that ar elechonic copy ofyour record be given to you or
tmnsmitted to another individual or entity. Grand View will make every effort to provide accass to your
PHI in the form or format you request, ifit is readily producible in such form or format. Ifthe PHI is not
readily producible in the form or format you rcquest your record will be provided in either its standard
electronic format or if you do not want this form or format, a readable hard copy form. Grand View may
charge you a reasonable, cost-based fee for the labor associated with transmitting the electronic medical
record.

5. fught to Amend. If, in your opinion, yow medical records are incorrect or incompletg you may rcquest
that Grand View amend your records. You have the right to request an amendment for as long as the



vn.

information is kept by or for Grand View. A request to amend your medical records must give the reasons for
the amendment. Grand view may deny your request for an amendment if it is not in writirig or does
not include a reason. Grand View may also deny your request for amendment ifit covers mldical records
that:

a. were not created by Grand view, unress the person who actua y created the information is no
longer available to make the amendment;

b. Are not part ofthe medical records kept by or for Grand View;
c. AJe not pa't ofthe information which you would be permitted to inspect and copy, as discussed

above; or
d. Are accuate and complete.

6. fught to an Accounting of Disclosures. You have the dght to request an accounting ofcertain disclosures
of PHI-by Grand View. A request for accounting of disclosures must specify a time period, which may
not be longer than six years, and which may not include dates ofserviie before April 14, 2003. A request
for accounting of disclosures must be in writing and must be submitted to the Grand view Health /
Health lnformation Management Depafiment at the address in the first sentence ofsection vI above.
You, written rcquest should indicate in what form you want the disclosure (for example, on paper). The
fi''t accounting within a 12-month period will be ftee; for additional accountirgs, Grand vii*miy 

"h*gefor its costs after notifying you ofthe cost involved and giving you the opportmity to withdraw or
modify your request before any costs are incured.

7. fught to Complain. Ifyou believe your privacy rights have been violated, you may file a complaint with
Grand View and/or with the federal Department of Health and Human Services (DHHS). A pitient can
send a letter to DHHS at:

Office for Civil tughts
U.S. Department of Health and Human SeNices
150 S. Independence Mall West
Suite 372, Public Ledger Building
Philadelphia, PA 19106-91 11

8. Grand View camot require you to waive your right to complain in order for you to receive treatment at
Grand View. To file a complailt with Gmnd View you must submit your complaint, in writing, to the
Grand View Health Privacy Officer, 700 Lawn Avenue, Sellersville, pA 18960. you will not be
penalized for filiDg a complai[t. Ifyou have any questions about this notice, please contact the
Privacy Officer at 215-453-4000.

9. Right to a Paper Copy ofthis Notice. You have the right to a paper copy ofthis Notice. You may ask us
to give you a copy ofthis notice at any time. You may also obtain a copy ofthe current version of Grand
View Health notice ofPrivary Practices at our Web sitg w$,w.svh.ore.

10. Right to Breach Notification. You have a right to receive written notification when a Breach of any of
your unsecured PHI has occured. Notification ofthe Breach will be sent to you without uffeasonable
delay but no later than 60 days after the Breach has been discovered.

11. Right to Out-of -Pocket Payments. Ifyou paid out-of-pocket (or in other words, you have requested that
we not bill your health plan) in full for a specific item or service, you have the right to ask thit your PHI
with r€spect to that item or service not be disclosed to a health plan for purposes ofpayment or health
care operations, and Grand View will honor that request.

AMENDMENTS TO THIS NOTICE

Grand View reserves the ght to amend this Notice at any time. In addition, Grand View is required to amend this
Notice as made necessary by changes in the Privacy Rule. Each version ofthe Notice will have an effective date on
the first page. Grand View reserves the right to make the amended Notice effective for PHI at the time the amendment
is made, as well as for any PHI that Grand View may receive or create in the future. Gmnd View will post a copy of
the current Notice on the Grand View Health website, rvrvrv.gvh.ors as well as in the registration area ofGrand View
facilities, when substantial changes are made.



VIU. GRAND lIEVr'S DUTIES

Grand V,iew is required !V th9 -Privly Rule to maintain the privacy ofyour PHI. The Privacy Rule requires thar
Grand View provide notic€ of its privacy practices to all of its patieflts or clients. Grand View,s obligations to
maintain your privacy, and the situations and circumstances, in which your PHI may be used or disJosed are
described in more detail in this Notice of-its logal duties and privacy practices. Gran<t View is required to comply
with the terms and conditions ofthis Notic€, and may not amerd this Notice except as sa forth a6ove.



,I : , GRAND VtEW HEALTH P.O. Box 902
700 Lawn AYenue

Sellersville, PA 18960
(215) 4534850

AUTHORIZATION: RELEASE/DISCLOSURE OF HEALTH INFORMATTON
(Page 1 OF 2)

By signing this Authorization, you are permitting the use and/or disclosure of your health information for the limited
purpose(s), and in the limited manner, described in this form. Except as authorized by this form, we are required by federal
law to maintain the privacy of your health information as described in our Notice of Privacy Practices.

Medical record confidentiality is protected by the Federal Privacy Act (PL 93-282) and the PA Mental Health Procedures Act.
Federal and State regulations limit your right to make any further disclosure of this information without prior wratten consent of
the person to whom it pertains.

Consequences of Signing this Form

Signing this Authorization may cause the health information used or disclosed pursuant to this Authorization to no longer
receive the protections of federal privacy laws. Any person or organization to whom your health jnformation is disclosed
pursuant to this Authorization might be able to legally re{isclose that information to others.

Revoking Authorization

You may revoke this Authorization, in writing, at any time except to the extent that action has already been taken in
reliance to this Authorization. Your written revocation will become effective when we have knowledge of it. lf you are
providing this Authorization to obtain insurance coverage, you may not have the right to revoke the Authorization to
extent that it pertains to the insureis right under law to contest a claim under your insurance policy. lf you wish to
revoke this Authorization, please send your written request to:

Privacy Officer
Grand View Hospital
700 Lawn Avenue
Sellersville PA 189960

Expiration of Authorization

Unless otherwise revoked, this Authorization will expire at the end of the calendar year in which it was signed.
Once this Authorization has expired, we will no longer disclose or use your health information for the purpose listed in
this Authorization unless you sign a new Authorization form.

AUTHORIZATION:
RELEASE/DISCLOSURE

OF HEALTH INFORMATION1586 Rev. 02/16



P,O. Box 902. . , .... .. GRAND VIEW HEALTH JN.J;;[,II'ffi,
(215) 453-4850

PATTENT AUTHORTZATION (pase 2 or 2)

I hereby authorize
Name of Facility and Address

to disclose the following information from the health records of:

Patient Name

Address City

Date of Birth

State Zip Code

Email address Telephone No.

Date(s) of service
lnformation to be disclosed: ' lncluded in Abstract

E Abstract'
E Consultation Report'
I Discharge Summaryt
tr EKG. EEG. Stress. ECHO-
E Emergency Dept Records
E History & Physicalt
E lmmunizations

n Laboratory Results*
E Operative Report*
E Pathology Reports-
E Progress Notes
E X-ray Film
E X-rav Reoort.
E Other lptease specifyl

E Physician's Office Records
(available only at the physician's office)

I understand that this will include information relating to (check if applicable);
! Behavioral Health services / psychiatric care. E Sexually transmitted disease.
E Treatrnent for alcohol, drug, or general abuse.
E Acquired immunodefciency syndrome (AIDS) or human immunodeficiency virus (HlV) anfection.

EException: I do not give permission to release (please apecify):

This information is to be disclosed to:

Name o, Doctor/Hospital/lnsurance Company/Other Agency, Person, or Self

Address:
Fax#.

(Healthcare organization only)

Forthe Purpose of: ! Continuation ofCare n Legal purposes
ESocialSecurity/Disability trPersonalAccess
E lnsurance Purposes I Other:

COPY CHARGES MAY APPLY
. lnformation disclosed pursuant to this authorization may be subject to redisclosure by the recipient and may no tonger be protected

by the federal HIPAA Privacy Rule or other mnfidentiality laws.
.l understand that Grand View Health may not hinder treatment, payment, enrollment or eligibility for benefits on whether I sign this

authorization
.l also understand that this consent may be revoked by me at any time by submifting a written revocation notice.
. I understand that if this form is submitted electronically to GVH, there is no of secure transmission until it is received by GVH.

The above individual is unable to consenvsign because (check one):
E Minor lf minor, are there any legal restrictions oflour authority io act on behalf of the minor? E yes E No

lfyes, Legal documentation provided? E Ves tr tto
E lncompetent
E other (explain):

Authorized Representative Signature Date Relationship

my authorization will remain effective until the end of the calendar year.

For office use only:
MRN#

lD Confirmed: n Yes n uo
Released By: n Patient ldentification

E Photo lD
E POA Provided

Given to: Date & Time

Encounter #

ilililtililililililil AUTHORIZATION:
RELEASE/DISCLOSURE

OF HEALTH INFORMATION Rev 02116



GRAND VIEW HOSPITAL

&'[yGVl{F.org
Authorization for Proxy Access to GVH Patient Portal

P.O. Box 902
700 Lawn Avenue

Sellersville, PA 18960
(215) 453-4850

(Please print)

Patlsnt Nama:

Dats of Blrth:

Address:

Medical Record # (if available)

I authorize the following individual to participata in Grand View Hospital's Patient Portal as my proxy.

Name of Del6gate:

Emall Address:
(Please supply the email address of the person who will be using the patlent portal)

I understand that my proxy will have the same access and privileges that I have for the Patiant Portal.
I understand that this allows my proxy onlina access to my personal health informatlon. My proxy will be able
to view portions of my record that I am able to view. I also understand that additional information may be made
avallable to my proxy through thB patient portal as Grand Viow Hospital contlnues to lmplement this product.

I understand that patient information wlthin the portal may contain informatlon relating to Acquired
lmmunodeficiency Syndrome (AIDS) or human immunodeficieny virus (HlV) infection, Behavioral Health
services/psychiatric caro, or treatment for alcohol and/or drug abuse.

Bi signinq this authorization, I am requesting Grand View Hospital to give access to my proxy to utilize the
Patisnt portal. I understand that Grand View Hospital will require my prory to sign an acknowledgment and
agree to Grand View Hospital's policies and procedures for use of the patient portal.

This authorization is valid untll revoked by patient or proxy. I understand that a written request is necessary to
revoke or cancel this authorization- I also understand that my revocation will not be effective as to uses and/or
disclosures already made ln rellance upon this authorization. I reallze that the information used and/or disclosed
Pursuant to this autho,ization my be subject to re.disclosure and no longer protected by federal privacy laws,

I undersiand that any minors linked to my account will automatically be unlinked at age 14. To reestablish link,
a new Patient Portal Enrollment Form will naed to be filled out and submitted.

Patient Acknowledgment

Signature ot Patient (under 14 years of age not required)
Proxy Acknowledgment

Date

Signature of authorized representative (for minors and pOA) Date

FOR STAFF USE ONLY

lD Verified by:

E Patient ldentification
D Photo lD
E POA Provided

E Patient Registration
E Haalth lnformatlon ManagementEnrollment completed by:

Please present completed Authorization for Proxy Access Form to the
Health lnformatlon Management Departrnent with photo lD.


