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WELCOME to Joy Family Medicine

Thank you for choosing us as your Primary Care Provider. We’re looking forward to serving you!
Here is some important information for you:

Your Responsibilities as a New Patient
1. Please contact your insurance company and change your PCP (Primary Care Physician) to Dr. William R. Morehouse. 

Be aware that if this is not done before your first appointment you will be held responsible to cover your appointment 
in full, as your insurance company will not comply with payment without our doctor listed as your provider.

2. Included in your “New Patient Packet” you will find a “Records Release Form.” Do not hesitate to inform us if you 
need more than one. Write in where you would like us to obtain your records. Please be aware that it is your 
responsibility to contact any previous physicians and advise them that you will be transferring care to a new doctor. 

3. Please arrive to your first appointment with us at least 15 minutes before your scheduled time. 

Our Office hours
8:30 am to 5:30 pm on Thursdays (closed for lunch between 12:30 pm and 1:30 pm) and 2:00 pm to 7:00 pm on Mondays.

After Hours
Our answering service receives calls daily, overnight, and on holidays and weekends when the office is closed. We share 
after hours care with Grace Family Medicine’s providers: Dr. William R. Morehouse, Jennifer Celso, PA, and Dr. Matthew 
D. Mack. If you need urgent care after our normal business hours, just call our regular number, ask our answering service to 
page the on call provider, and someone will get back to you as soon as possible. Please try to call during regular office 
hours with questions about appointments or prescription refills (see below).

Appointment Scheduling and No Show Policy
We will try our best to schedule your appointment at the most convenient time possible. If you need to be seen the same 
day, we will work you in with your primary provider if they are available, or with one of our other associates if needed. As 
a courtesy, we attempt to contact every patient to remind them of their appointment in advance; however, it is the 
responsibility of the patient to arrive for their appointment on time. Cancellations should be received 24 hours in advance. 
Patients who do not contact us at least 3 hours before their appointment may receive a no-show charge of $25. Patients who 
have missed three or more appointments within a 6-month period will be dismissed from the practice.

Our providers have many patients on their schedules, usually one every 15 to 30 minutes. Therefore, promptness is 
necessary to provide you with the treatment you deserve.

1. Please check in with the secretary as soon as you arrive.
2. If you arrive more than 10 minutes late, it will be at your provider’s discretion to treat you for the remaining time 

or reschedule your appointment.
3. If you are chronically late (multiple and/or consecutive times), the provider may discuss with you an alternate 

treatment time or possible discharge from services.
4. If you arrive early, the provider will try to accommodate you. This may not always be possible.

Insurance and Demographic Information
We must verify your insurance card and demographic information at each visit. This ensures that we process accurate 
billing for you and your insurance company. If you do not have your insurance card available at the time of the visit, we 
may ask that you reschedule your appointment until you can present your card. 
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Copayments and Collection
Copayments (copays), coinsurances, and deductibles are due at the time of service. Payment is required for past-due 
balances prior to your visit. You may be asked to reschedule your appointment if you are unable to make payment. We 
accept cash, checks and credit/debit cards. 

Prescription Refills
Your refills for most prescriptions can be handled most directly if you check your prescription bottles before your 
appointment and request new prescriptions during your visit with the provider or directly through your pharmacy. For refill 
requests outside of appointments, please note the following: 

Allow 48 hours for all refill requests.

Your prescription refill request will be expedited if you CONTACT YOUR PHARMACY first. They will fax or 
electronically notify us of your request.

If your prescription for maintenance medication is out of refills, you may be due for an appointment and/or necessary lab 
work. Our office will discuss this with you if this is the case.

Narcotic pain medications require a written prescription and may not be called into the pharmacy. NYS law also prevents 
us from refilling prescriptions for controlled substances (for pain, ADHD, etc.) without having a “face-to-face encounter” 
(office visit) with the patient in advance. Per our policy, narcotic prescriptions will not be called in after-hours. 

Prior Authorizations
Some insurance policies require Prior Authorization for radiology studies, referrals and/or certain prescription medications. 
This may cause a delay in scheduling appointments outside this office or obtaining non-urgent medications. Our office will 
file the appropriate forms in a timely manner, and you will be notified of the insurance company response promptly. Please 
give 2-4 business days before calling our office to obtain a Prior Authorization number. 

Referrals
Referrals for specialists will be handled on the same day for urgent matters and within 48 hours for all other appointments. 
Please make sure our office staff has the best phone number to reach you in order to communicate your appointment 
information. We will make every effort to insure that the specialist accepts your insurance. However, it is ultimately each 
patient's responsibility to confirm that a specialist is covered by your specific insurance plan before your scheduled 
appointment with him or her. 

Requests for Medical Records
We will only release copies of a patient's medical record with written patient authorization. Any PHYSICIAN'S OFFICE 
requesting your medical records will be given a copy free of charge. However, if you personally want a copy of your 
records, and/or we must forward them elsewhere other than a physician's office a standard fee will apply per page 
requested. Please allow 7 to 10 business days to have your records forwarded from the date written authorization is 
received. 

Forms
Disability, employer, Family Medical Leave Act (FMLA), insurance forms, or any other paperwork that requires your 
provider's input, can be very time consuming for both you and your provider. Please be sure to complete all required 
information prior to submission to your provider. You may be asked to schedule an appointment with your provider to 
review the requested information. 

Termination from our practice
Our office values its patients’ relationships and wants to protect patients’ rights. We will only terminate patient 
relationships with cause and careful consideration. Reasons for termination include but are not limited to: being 
hostile/abusive to staff; not complying with recommended medical care; or repeatedly not showing for scheduled 
appointments.
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CANCELLATION POLICY

Due to our desire to provide quality care, we find it necessary to have Cancellation and 
Lateness Policies.

1. If you need to cancel or change your appointment with us, please call 697-0004 at least 
3 (and preferably 24) hours prior to your scheduled appointment.

2. If you do not show or do not call to cancel at least 3 hours before your appointment, 
you may incur a $25 charge. After more than 3 consecutive times you will be 
discharged from our practice.

LATENESS POLICY

Our providers have many patients on their schedules, usually one every 15 to 30 minutes. 
Therefore, promptness is necessary to provide you with the treatment you deserve.

1. Please check in with the secretary as soon as you arrive.

2. If you arrive more than 10 minutes late, it will be at your provider’s discretion to treat 
you for the remaining time or reschedule your appointment.

3. If you are chronically late (multiple and/or consecutive times), the provider may 
discuss with you an alternate treatment time or possible discharge from our practice.

4. If you arrive early, the provider will try to accommodate you. This may not always be 
possible.

We appreciate your consideration in helping us provide prompt, quality service.

I have read and understand these Cancellation and Lateness Policies.

_______________________________________ __________
Patient Signature Date
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CONTROLLED SUBSTANCE PRESCRIPTION POLICY

It is the policy of Joy Family Medicine’s providers NOT to prescribe highly addictive pain medications, 
including Narcotics or other similar Controlled Substances, to patients who are new to the practice.

If you currently take any of the following medications on a regular basis, or ones similar to any them, and you 
would like your new provider to continue prescribing them, you should seek medical care elsewhere:

Opiate Pain Medications Tranquilizers Sedatives
Vicodin
 Percocet
Lortabs
Oxycontin
Oxycodone
Methadone
 Fentanyl
Duragesic
Hydromorphone
Hydrocodone
Dilaudid
Tylenol #3 or #4
Demerol
Meperidine
Morphine
 Propoxyphene
Darvon
Darvocet
 Suboxone
 Tramadol

Valium
Librium
Benzodiazepines
Klonopin
Xanax
Tranxene
Lorazepam
Ativan
Restoril
Serax

Amobarbital
Butobarbital
Nembutal
 Seconal
 Fiorinal
 Fioricet

Narcotic drugs can affect the body in various ways. There are of course legitimate uses for them, like treating 
pain, anxiety, aggression and even diarrhea. However, they are highly addictive and what starts out as a 
prescribed medication can often turn into an illegal situation of prescription pill abuse.

Other side effects include drowsiness, flushing, upset stomach, urinary retention and respiratory depression. It is 
very easy to become dependent on narcotics due to your body's building up of a tolerance to the drugs. This 
means you have to take more and more of it to feel the same way.

We occasionally will prescribe medications in these classes to patients who are already enrolled in our practice 
for the short-term management of acute conditions, but always with the goal in mind of weaning back off of 
them as soon as possible.

After you have read our policy please sign the attached form and return it to us, indicating that you understand, 
respect, and will abide by it. Thank you!
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ATTESTATION FORM
Controlled Substance Prescription Policy

I understand that it is the policy of Joy Family Medicine’s providers NOT to prescribe highly 
addictive pain medications, including Narcotics or other similar Controlled Substances, to 
patients who are new to the practice.

By signing below, I attest that I am not currently taking nor will I be seeking prescription 
renewals for any of the medications on your list, or any others similar to them.

Signed: _____________________________________________

Full Name (Print) _____________________________________

Date of Birth: ________________________

Today’s Date: ________________________
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NEW PATIENT INFORMATION

PLEASE PRINT CLEARLY

PATIENT INFORMATION

LAST NAME ____________________________________ FIRST _______________________ MI _________

Circle:   MR    MRS    MS    DR    OTHER ______________  Circle:   SR    JR    III    OTHER ____________

NICKNAME OR NAME YOU PREFER ________________________ MAIDEN NAME _________________

DATE OF BIRTH _____/_____/________    SOCIAL SECURITY NUMBER ________/_____/____________

HOME PHONE _________________ CELL PHONE ________________ WORK PHONE ________________

PRIMARY MAILING ADDRESS _____________________________________________________________

CITY _______________________________________________ STATE ____________ ZIP ______________

EMERGENCY CONTACT

LAST NAME ____________________________________ FIRST _______________________ MI _________

HOME PHONE _________________ CELL PHONE ________________ WORK PHONE ________________

RELATIONSHIP _________________________________

PRIMARY MAILING ADDRESS _____________________________________________________________

CITY _______________________________________________ STATE ____________ ZIP ______________
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Medical Conditions:
(Please list all major medical conditions, when they first started, and when they resolved, if appropriate.)

Condition or Diagnosis Date Started Date Resolved
1
2
3
4
5
6
7
8
9

10
11
12
13
14
15

Specialists involved in your care:

Specialist’s Name Specialty Condition
1
2
3
4
5
6
7
8
9

10
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Hospitalizations and Past Medical Conditions:
(Please list all hospitalizations, surgeries and serious injuries, including when they first started and when 
they resolved, if appropriate. Give Obstetrical History of pregnancies below.)

Hospitalization, Surgery or Serious Injury Date Started Date Resolved
1
2
3
4
5
6
7
8
9

10
11
12
13
14
15

Pregnancies (if applicable):

Date Weeks Type of Delivery Location M or F Complications
1
2
3
4
5
6
7
8
9

10

Total: ______ Term births: ______ Preemies: ______ Miscarriages: ______ Abortions: ______
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Medications:
(Please list all prescriptions and any over the counter medications or herbal supplements you are taking.)

Name of Medication Dose, e.g. 20 mg How Often, e.g. 3x/d
1
2
3
4
5
6
7
8
9

10
11
12
13
14
15

Primary Pharmacy_____________________________ Pharmacy Phone____________

Allergies:

Medication, Food, or Substance Reaction
1
2
3
4
5
6
7
8
9

10

Immunizations:
Most recent Tetanus booster: ___________
Please obtain and attach a copy of your immunization record.
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Family History:

Relative Name Birth Year Death Year Cause of Death

Mother
Father
Brothers

Sisters

Sons

Daughters

Mother’s Mother
Mother’s Father
Father’s Mother
Father’s Father
Other

Condition                        Please name family members from list above who have had

Heart Disease
Stroke
Diabetes
High blood pressure
High cholesterol
Colon cancer
Breast cancer
Prostate cancer
Immune disorder
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Review of Systems:

Condition                            Do you currently have?            Have you had in past?            Notes

CONSTITUTIONAL
Weight loss
Weight gain
Fever
Fatigue
EYES
Double vision
Spots before eyes
Vision changes
HEAD/EARS/NOSE/THROAT
Headaches
Ear aches
Ringing in ears
Hearing loss
Sinus problems
Sore throat
Mouth sores
Dental problems
CARDIOVASCULAR
High Blood Pressure
Chest pain
Heart Disease / Heart Attack(s)
Difficulty breathing
Swelling of legs
Heart palpitations
Heart murmurs
Rheumatic fever
Stroke
RESPIRATORY
Wheezing
Spitting up blood
Shortness of breath
Chronic cough
Asthma
TB or other lung 
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Review of Systems (cont.):

Condition                                 Do you currently have?          Have you had in past?            Notes

GASTROINTESTINAL
Nausea or vomiting
Acid reflux or heartburn
Stomach or intestinal problems
Peptic ulcer disease
Hepatitis, Mono, or liver problems
Gall bladder disease
Diverticulosis/itis
Frequent diarrhea
Constipation
Bloody stool
Colitis
Colon Cancer
GENITOURINARY
Blood in urine
Painful urination
Urgency
Urinary frequency
Incomplete emptying
Stress incontinence
Abnormal periods
Painful intercourse
Sexually transmitted diseases
Frequent vaginal infections
Infection of uterus, tubes, or ovaries
Abnormal Pap smear
Uterine or Ovarian Cancer
SKIN / BREAST
Pain in breast
Nipple discharge
Masses
Breast Cancer
Skin Rash or Ulcers
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Review of Systems (cont.):

Condition                                 Do you currently have?          Have you had in past?            Notes

NEUROLOGICAL
Frequent severe headaches
Dizziness
Numbness
Trouble walking
Epilepsy / Convulsions
MUSCULOSKELETAL
Muscle weakness or cramps
Joint problems
Fibromyalgia
PSYCHIATRIC
Mental or emotional problems
Depression
Crying frequently
Hopelessness
Fatigue
Lack of motivation
Poor concentration
No interest in activities
Decreased sexual desire
Anxiety
Irritability
Panic attacks
Insomnia
Loss of appetite
Increased appetite
Suicidal thoughts
Struggling with guilt
ENDOCRINE
Dry skin
Abnormal thirst
Hot flashes
Diabetes
Thyroid Disease
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Review of Systems (cont.):

Condition                                 Do you currently have?          Have you had in past?            Notes

HEMATOLOGICAL
Frequent bruises
Cuts that do not stop
Bleeding
Enlarged lymph node
Anemia (low blood count)
Sickle Cell
Blood clots in veins / clotting disorder
Varicose veins
Leukemia or Hodgkin’s Disease
Other Cancer (what?):
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 Social History:
HABITS
Do you smoke? Y       N       What? /How much? _______________________ Quit date?________

Do you drink alcohol? Y       N       What? /How much? _______________________ Quit date?________

Do you use drugs? Y       N       What? /How much? _______________________ Quit date?________

Do you exercise? Y       N       How? _______________ Days/week?_______ Minutes/day?______ -

EDUCATION / EMPLOYMENT
How far did you go in school?    Elementary     High School   Some College    College   Professional School

Name of College/Degree:_________________________________________________________________

Work (circle one):     Full-time        Part-time         Unemployed         Disabled        Year last worked_______

Employer:___________________________________ Position:___________________________________

Military Service (circle one):   None   Army    Navy    Air Force    Marines    Coast Guard    Merchant Marine

Year of draft or enlistment:_____________ Year of discharge:____________

PERSONAL INFORMATION
Where were you born?___________________________________________________________________

Where were you raised?__________________________________________________________________

Religion (circle one): Catholic     Protestant     Evangelical     Pentecostal     Jewish   Other:__________

Place of worship: _______________________________________________________________________

Marital status (circle one): Single          Married   Separated   Divorced Widowed

Sexual orientation (circle one):       Heterosexual         Homosexual           Bisexual

Have you ever had an STD?     Y       N       Kind/Date?______________________________________

Are you HIV positive (circle one):    Y       N       Not tested

Living arrangements (circle one):     Apartment       Group home       2-story house       1-story house     

Other information: ______________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 
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For Women Only:
MENSTRUAL HISTORY

How old were you when you started your first period? ______________________________

Do you have a period every month?      Y        N

Date of your last menstrual period (first day): ______________________________

Interval (number of days from the start of one period to the start of the next): _________________       

Number of days of flow / bleeding: ______________________________

Do you have any of the following?

Cramps Y     N              Vaginal sores Y     N

Discharge Y     N              Bleeding w/intercourse Y     N

Vaginal odor Y     N              Painful intercourse Y     N

Have you ever had a mammogram? Y       N           When? __________________________________

Have you ever had a pelvic exam? Y       N

Date of last pap smear____________________ Normal / Abnormal   Where? _______________________

Have you ever had an abnormal pap smear?        Y       N

Treatment/Date_________________________________________________________________________

Do you douche/use feminine hygiene products?    Y      N        How often? __________________________

CONTRACEPTIVE HISTORY: If Applicable

Have you ever used any birth control method to keep you from getting pregnant?   Y     N

What methods have you used in the past? (Check all that apply)

___ Withdrawal (pulling out) ___ Injections (Depo shot) ___ “Luck”

___ Oral (the pill) ___ Vaginal sponge ___ Abstinence      

___ Condoms ___ Vasectomy ___ Rhythm (calendar)             

___ Diaphragm ___ IUD (type: __________)      ___ Natural Family Planning

___ Foam, jelly, cream ___Tubal ligation ___ Other ______________

What method are you currently using? ____________________________________________________

How long have you been using this method? _______________________________________________

What method do you want to use now? ___________________________________________________

Age at your first sexual intercourse? ___________ Total # of sexual partners: _____________________

Are you trying to get pregnant?     Y       N              For how long? _______________________________
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Consent for Release of Medical Records

Patient’s Full Name: _______________________________________________

Social Security Number: _______________________________

Date of Birth: ________________________________

PLEASE RELEASE COPIES OF MY MEDICAL RECORDS
(Please provide complete Office/Clinical/Hospital Address plus Phone and Fax numbers)

FROM: TO:
_____________________________________            Joy Family Medicine

_____________________________________            (contact information in letterhead)

_____________________________________    

PHONE: _______________________     

FAX: __________________________

Purpose of Release: ___Treatment ___ Legal ___ Insurance Coverage ___ Personal ___ Other_____________
Use/Disclosure: ___ One Time Disclosure OR ___ Periodic Use

Information to be disclosed:
___ All Records ___ Progress Notes ___ Psychiatric Information ___ Assessments ___ Medical Information
___ Treatment Plans ___ All Laboratory Results (including pathology and Pap results) ___ Immunizations
___ All Radiological Results ___ HIV-related info ___ Alcohol/drug treatment information
___ Other _________________________________________________________________________________

Information may be released by: ___ Fax ___ Copy ___ Verbal Means ___ Other_______________________

By signing below, I understand that:
My right to health care treatment is not conditioned on the authorization.
 I may revoke this authorization at any time, in writing to the address provided above. This cancellation will 

not apply to already released information.
 If the recipient is not a healthcare or medical insurance provider, covered by the privacy regulations, the 

information indicated above may be re-disclosed.
 Psychiatric and alcohol/drug treatment info is protected under Federal and State Regulations and cannot be 

disclosed without my written authorization.
The release of HIV-related information requires additional authorization if not already indicated above. 
There may be a charge for the requested records.

_______________________________________  
(Signed) Patient or Legal Representative

_______________________________________  Date: _____________________ 
(Please Print Name)
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FINANCIAL AND BILLING POLICY

Payment is expected at the time of service. We gladly accept Master Card, Visa, Personal Checks 
and cash for co-payments and balances due. If you are not covered by insurance, your balance is 
due at the time of service unless prior arrangements have been made with the Accounts Manager.  

We do offer a Sliding Fee Scale and Payment Plan options to those who are not covered by 
insurance. Please ask one of the secretaries for more information. 

We are happy to file claims directly to your insurance carrier. If you use more than one policy, we 
will file the balance to your secondary insurance.

Please present your proof of insurance at the time of your appointment. Without valid proof of 
insurance, you will be responsible for full payment of your bill at the time of your visit.  It is your 
responsibility to update your Primary Care Physician (PCP) prior to being seen.

Your insurance policy is a contract between you and your insurance company. Joy Family 
Medicine is not a party to that contract. All balances are your responsibility regardless of insurance 
coverage.

It is your responsibility to notify the secretary of any changes to your insurance, address, or 
telephone number prior to each visit. Keeping your records accurate and up to date is important in 
providing you with the best care.

We understand how life can throw us a curve sometimes. If you have special circumstances and 
need help paying your bill, please ask one of the secretaries to establish a payment plan.

A 24-hour prior notice is required for cancellations or changes to appointments.  A $25 no show 
fee may be charged to you if we do not receive notification. 

By signing below…

I authorize direct payment to Joy Family Medicine of all medical benefits otherwise payable to
me/my family member under the terms of my/their insurance. A photocopy of this authorization 
shall be considered as effective and valid as the original.

I have read the above information and have provided information that is true and correct to the best 
of my knowledge. I agree to the above terms and will notify Joy Family Medicine of changes to 
this information.

________________________________________________________ 
Please Print Patient or Guarantor Name

_______________________________________________      __________________________
Please Sign Patient or Guarantor Name                                      Today’s Date
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________________________________________________________ 
Please Print Patient Name

PRIMARY INSURANCE INFORMATION

COMPANY_______________________________ POLICY NUMBER ________________________

POLICY HOLDER __________________________________ EFFECTIVE DATE: ______________

SECONDARY INSURANCE INFORMATION

COMPANY_______________________________ POLICY NUMBER ________________________

POLICY HOLDER __________________________________ EFFECTIVE DATE: ______________

Copy of Primary Insurance Card (Office Use Only)

Copy of Secondary Insurance Card (Office Use Only)

Please bring your Primary and Secondary Insurance cards with you to your first appointment and to each
follow up appointment afterwards so that we can verify and make copies of them for our Billing Office.
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To Our Valued Medicaid Patients,

Recent changes in NYS Medicaid billing rules require that you must have your plastic Benefit Card 
with you for each visit at the time of check-in at the front desk.

For Medicaid to pay for your visit, we need your Sequence Number from the lower right hand corner 
of the card.  Without the Sequence Number we cannot bill Medicaid and YOU will need to pay the 
cost of the visit at the time you are seen.

We need to see the card for the person being seen, as each member of your family will have their own 
card and Sequence Number.

Below is a form for you to record the information, then please send it back to us so that we have a 
record of your numbers.

The Staff at Joy Family Medicine

Patient Name: ___________________________________

Date of Birth: _________________________________

Medicaid ID # ______________________________

Sequence #___________________
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NOTICE OF PRIVACY POLICIES

THIS NOTICE OF PRIVACY POLICIES (NPP) DESCRIBES HOW MEDICAL INFORMATION 
ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS 
INFORMATION. PLEASE REVIEW IT CAREFULLY.

At Joy Family Medicine, we are committed to treating and using your personal health information 
responsibly. 

New York State law requires a physician to maintain a medical record for each patient, which 
accurately reflects the evaluation and treatment of a patient. Unless otherwise provided by law, 
medical records must be retained for at least six years. Obstetrical records and records of minor 
patients must be retained at least six years and until the minor patient reaches the age of nineteen.

It is important to understand that all individually identifiable information about your health, condition, 
treatment, or payment for your health care is considered “Protected Health Information” (PHI) under the 
Federal Health Insurance Portability and Accountability Act (HIPAA). HIPAA requires us to maintain 
the privacy of your protected health information. 

HIPAA also requires us to provide you with a notice describing how we may use and share your 
information, as well as our legal responsibilities and your rights are regarding your protected health 
information. We are required to follow the privacy practices described in this notice; however, we 
reserve the right to change the terms of this notice at any time. If changed, the provisions of the new 
notice will become effective for all protected health information maintained at Joy Family Medicine. 
The new version will be posted in our waiting area, and the effective date will be clearly stated in the 
introduction of the document. You may also request a copy of the updated notice from our office staff.

The effective date of this notice is July 14, 2010.

How We May Use and Disclose Your Protected Health Information
We use your health information within Joy Family Medicine, and disclose or share your health 
information outside Joy Family Medicine in order to provide you excellent medical care. 

For certain uses and disclosures of your protected health information, we must get your authorization. 
However, the law allows us to make some uses and disclosures without your authorization. For 
example, we are not required by law to obtain your authorization to use or disclose your protected 
health information for activities related to treatment, payment for health care services, or health care 
operations. The following section further describes how we use and share information for such 
purposes.
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Treatment
We may use and disclose your protected health information to assist your health care providers 
(doctors, mental health practitioners, pharmacies, hospitals, ambulance services and others) in your 
diagnosis and treatment. For example, we may disclose your information in order to consult with, or 
refer you to, another health care provider.

At your request, we will make copies of your records available to subsequent treatment physicians or 
health care professionals who may use the medical records as a reference for your care.

We may contact you to provide appointment reminders or to tell you about treatment alternatives or 
other health related benefits and services that may be of interest to you. For example, we may leave 
brief telephone messages on your answering machine or with other persons at your household in order 
to notify you of upcoming appointments. We may also contact you regarding fundraising activities for 
the benefit of Joy Family Medicine.

We may disclose your protected health information to family members, other relatives, close personal 
friends, or any other person that you identify, as long as the information is directly related to their 
involvement with your health care or payment for care. We may also use or disclose your information 
to notify, identify, or locate a family member or other person responsible for your care concerning your 
location, general condition, or death.

If you are not present, or when the opportunity to agree or object to a disclosure cannot practicably be 
provided due to your incapacity or an emergency circumstance, we may, in the exercise of professional 
judgment, determine whether the disclosure is in your best interests. If this is the case, we will disclose 
only the information that is directly relevant to the recipient’s involvement with your care.

Payment
We use and disclose your protected health information in order to obtain payment for your covered 
health expenses. For example, we may use your information to process claims. We may also disclose 
your information for health payor programs that involve review of health care services with respect to 
medical necessity, coverage, appropriateness of care, justification of charges, or utilization. 

Health Care Operations
We may use and disclose your protected health information in order to perform planned activities at 
Joy Family Medicine, including, but not limited to: 

Quality assessment and improvement activities. For example, we may review your medical 
record as part of our ongoing effort to improve the quality and effectiveness of the services 
we provide.

Review of the competence and qualification of health care professionals.
Conducting or arranging for medical review, legal services and auditing functions.
Business planning, management and administration.

Other Uses and Disclosures Not Requiring Your Authorization
As Required by Law - We may use or disclose protected health information to the extent 

required by law. Examples include disclosures made in accordance with a court order or 
those made to law enforcement authorities in response to official requests relating to 
criminal investigation. 
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Public Health - We may use or disclose protected health information to a legally authorized 
public health authority to prevent or control disease, report births or deaths, track products 
if required by the Food and Drug Administration, or report abuse or neglect if required by 
law.

Health Oversight Activities - We may report information to a health oversight agency for 
certain activities authorized by law, including audits and those needed for administrative or 
licensure purposes. 

Coroners and Medical Examiners - We may use or disclose protected health information to a 
coroner or medical examiner for the purpose of identifying a deceased person, determining 
cause of death, or other duties authorized by law.

Funeral Directors - We may use or disclose protected health information to funeral director, 
consistent with law, as necessary to carry out their duties with respect to the deceased 
person.

Cadaveric organ, eye or tissue donation - We may use or disclose protect health information 
to organ procurement organizations to facilitate organ, eye or tissue donation, and 
transplantation.

Serious and Imminent Threat or Health or Safety - We may, consistent with the applicable 
law and medical ethics, use or disclose protected health information if we in good faith 
believe such action is necessary to prevent/lessen a serious and imminent threat to the 
health or safety of a person or the public, and the person(s) receiving the information is 
(are) reasonably able to prevent or lessen the threat.

National Security and Intelligence Activities - We may use or disclose protected health 
information to authorized federal officials for intelligence and other national security 
activities authorized by federal law.

Inmates - We may use or disclose protected health information to a correctional institution 
or a law enforcement official having lawful custody of an inmate if the institution or official 
represents that the information is necessary for the health and safety of the inmate or other 
inmates or employees at the institution. 

Workers’ Compensation - We may use or disclose protected health information as 
authorized by and to the extent necessary to comply with laws relating to Workers’ 
Compensation.

Military and Veteran Activities - We may use or disclose protected health information of 
Armed Forces personnel for activities deemed necessary by appropriate military command 
authorities to assure the proper execution of the military mission.

To an employer - We may use or disclose protected health information to your employer if 
we provide health care to you at the request of your employer concerning work-related 
injuries or illness, or workplace medical surveillance in situations where the employer has a 
legal duty to keep records on or act on such information. In such cases, we will give you 
written notice at the time your care is provided that we will be sharing the information 
related to the medical surveillance or work-related injury or illness with your employer.

Research - We may disclose your protect health information to researchers when their 
research has been approved by an institutional review board that has reviewed the research 
proposal and established protocols to ensure the privacy of your protected health 
information.

HIV Related Information - New York State Law, Article 27-F of the public Health Law and 
Regulations of the New York State Department of Health provide protection to the 



Notice of Privacy Policies 

NPP-8J - Revised 7/10                  Page 4

confidentiality of HIV Related Information. A summary of HIV/AIDS Testing, Reporting 
and Confidentiality of HIV Related Information is found on the website of the New York 
State Department of Health at

http://www.health.state.ny.us/diseases/aids/regulations/full63.htm

Other uses and disclosures that do not involve treatment, payment, or health care operations, and which 
do not involve any of the exceptions listed above will be made only with your written authorization.
You may revoke your authorization at any time in writing, except to the extent that we have already 
taken action based on your authorization.

Your Rights
You have the following rights regarding your protected health information: 

To Request Limits on Uses or Disclosures of Your Protected Health Information
Your have the right to ask Joy Family Medicine to limit how your information is used or disclosed. For 
example, you may request that we restrict uses or disclosures of your protected health information 
related to treatment, payment, or health care operations. You must make such requests in writing and 
specify what information you want to limit and to whom you want the limits to apply. We will 
consider your request, but please realize that Joy Family Medicine is not legally bound to agree to the 
restriction. If we do agree to the restriction, you can make a written request to terminate the restriction 
if you change your mind.

To Inspect and Obtain a Copy of Your Protected Health Information
You have the right to inspect or obtain copies of your medical information, unless we restrict your 
access for clear and documented legal, treatment-related, or safety reasons. Your request must be in 
writing. You may be charged a fee for the cost of copying. We cannot deny you access to records if 
you cannot afford to pay the copying charge. You have the right to choose what portion of your 
information you want copied and to be informed of the cost of copying in advance. 

If we deny you access to your information, we will give you written reason for our decision to do so 
and explain your right to have the denial reviewed.

To Change or Update Your Records
You may ask Joy Family Medicine to change or add missing information to your medical record if you 
think there is a mistake. You must make your request in writing, and provide a reason for your request. 
If we agree to make the change, we will add or attach the information to your medical record. We are 
not required to delete any information in the original record.

Please realize that we may deny your request for a change to your medical record for the following 
reasons:

It is not in writing or does not include a reason to support the request.
We determine that the information is correct and complete, not created by us, and/or not 

part of our record. 

Any denial will state the reason and explain your right to have your request reviewed. If we deny your 
request, you will be permitted to submit a written statement in disagreement. We may reasonably limit 
the length of this statement.
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To Find out How Your Protected Health Information Has Been Shared
You have the right to ask Joy Family Medicine for a list of disclosures regarding your protected health 
information. This list can go back as far as six years prior to the date of your request. Your request 
must be in writing. 

Please realize that certain types of disclosures may not be on the list, as we are not legally obligated to 
account for the following: 

Disclosures made for treatment, payment, or healthcare operations. 
Information provided directly to you or other persons you designate to be involved with 

your care or payment for care. 
Information that was sent in accordance with your authorization. 
Disclosures made for national security or intelligence purposes as provided by law.
Disclosures to correctional institutions or law enforcement officials as provided by law.
Disclosures that occurred prior to July 14, 2010.

To receive a paper copy of this notice
If you have not downloaded and printed your own copy from our website, you may ask one of our 
secretaries if you would like a copy of this document.

To choose how we communicate with you
You have the right to ask that Joy Family Medicine share information with you in a certain way or in a 
certain place. For example, you may ask Joy Family Medicine to send information to your work 
address instead of your home address, or to leave appointment reminders at your work phone number 
instead of at home. You must make this request in writing. You do not have to explain the basis for 
your request.

Complaints
If you believe that your privacy rights have been violated, you may complain to Joy Family Medicine 
by contacting Ruth Smith, Office Manager, at 585-697-0004. You may also complain to the Secretary 
of the United States Department of Health and Human Services. 

Joy Family Medicine will not retaliate against any person filing a compliant.

Acknowledgement
Once you have read this notice, please fill out the following forms and return them to our office with 
all of the other New Patient Information:

NPP Acknowledgment Form - 2 copies: 1 for you, 1 for the office
Message Authorization and Privacy Rights
3rd Party Disclosure

Contact Person
If you have any further questions please contact Ruth Smith, Office Manager, at 585-697-0004.


