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NOTICE OF PRIVACY PRACTICES 
 

Your Information. Your Rights. Our Responsibilities. 
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. 

Your Rights 
You have the right to: 

• Get a copy of your health and claims records 
• Correct your health and claims records 
• Request confidential communication 
• Ask us to limit the information we share 

• Get a list of those with whom we’ve shared your 
information 

• Get a copy of this privacy notice 
• Choose someone to act for you 
• File a complaint if you believe your privacy rights have 

been violated 
Your Choices 

You have some choices in the way that we use and share 
information as we:  

• Answer coverage questions from your family and 
friends 

• Provide disaster relief 
• Market our services and sell your information 

Our Uses and Disclosures 
We may use and share your information as we:  

• Help manage the health care treatment you receive 
• Run our organization 
• Pay for your health services 
• Administer your health plan 
• Help with public health and safety issues 
• Do research 
• Comply with the law 
• Respond to organ and tissue donation requests and 

work with a medical examiner or funeral director 
• Address workers’ compensation, law enforcement, 

and other government requests 
• Respond to lawsuits and legal actions 

 
Get a copy of health and claims records 

• You can ask to see or get a copy of your health and 
claims records and other health information we have 
about you. Ask us how to do this.  

• We will provide a copy or a summary of your health 
and claims records, usually within 30 days of your 
request. We may charge a reasonable, cost-based fee. 

Ask us to correct health and claims records 

• You can ask us to correct your health and claims 
records if you think they are incorrect or incomplete. 
Ask us how to do this. 

• We may say “no” to your request, but we’ll tell you 
why in writing within 60 days. 

Request confidential communications 

• You can ask us to contact you in a specific way (for 
example, home or office phone) or to send mail to a 
different address.  

• We will consider all reasonable requests, and must 
say “yes” if you tell us you would be in danger if we 
do not. 

Ask us to limit what we use or share 

• You can ask us not to use or share certain health 
information for treatment, payment, or our 
operations.  

• We are not required to agree to your request, and we 
may say “no” if it would affect your care. 

Get a list of those with whom we’ve shared information 

• You can ask for a list (accounting) of the times we’ve 
shared your health information for six years prior to 
the date you ask, who we shared it with, and why. 

• We will include all the disclosures except for those 
about treatment, payment, and health care 
operations, and certain other disclosures (such as any 
you asked us to make). We’ll provide one accounting 
a year for free but will charge a reasonable, cost-
based fee if you ask for another one within 12 
months. 

 

Get a copy of this privacy notice 
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You can ask for a paper copy of this notice at any time, even if 
you have agreed to receive the notice electronically. We will 
provide you with a paper copy promptly. 

Choose someone to act for you 

• If you have given someone medical power of attorney 
or if someone is your legal guardian, that person can 
exercise your rights and make choices about your 
health information. 

• We will make sure the person has this authority and 
can act for you before we take any action. 

File a complaint if you feel your rights are violated 

• You can complain if you feel we have violated your 
rights by contacting us using the information on page 
1. 

• You can file a complaint with the U.S. Department of 
Health and Human Services Office for Civil Rights by 
sending a letter to 200 Independence Avenue, S.W., 
Washington, D.C. 20201, calling 1-877-696-6775, or 
visiting 
www.hhs.gov/ocr/privacy/hipaa/complaints/. 

• We will not retaliate against you for filing a complaint. 

Your Choices 

For certain health information, you can tell us your choices 
about what we share. If you have a clear preference for how 
we share your information in the situations described below, 
talk to us. Tell us what you want us to do, and we will follow 
your instructions. 

In these cases, you have both the right and choice to tell us to: 

• Share information with your family, close friends, or 
others involved in payment for your care 

• Share information in a disaster relief situation 

If you are not able to tell us your preference, for example if 
you are unconscious, we may go ahead and share your 
information if we believe it is in your best interest. We may 
also share your information when needed to lessen a 
serious and imminent threat to health or safety. 

In these cases we never share your information unless you give 
us written permission: 

• Marketing purposes 
• Sale of your information 

Our Uses and Disclosures 

How do we typically use or share your health information?  
We typically use or share your health information in the 
following ways. 

Help manage the health care treatment you receive 

We can use your health information and share it with 
professionals who are treating you. 

Example: A doctor sends us information about your 
diagnosis and treatment plan so we can arrange 
additional services. 

Through our patient portal; all of your health information is 
accessible by you when you sign up with e-mail to access the 
patient portal. 

Run our organization 

• We can use and disclose your information to run our 
organization and contact you when necessary.  

• We are not allowed to use genetic information to 
decide whether we will give you coverage and the 
price of that coverage. This does not apply to long 
term care plans. 

Example: We use health information about you to develop 
better services for you. 

Pay for your health services 

We can use and disclose your health information as we 
pay for your health services. 

Example: We share information about you with your 
dental plan to coordinate payment for your dental work. 

Administer your plan 

We may disclose your health information to your health 
plan sponsor for plan administration. 

Example: Your company contracts with us to provide a 
health plan, and we provide your company with certain 
statistics to explain the premiums we charge. 

How else can we use or share your health information?  
We are allowed or required to share your information in other 
ways – usually in ways that contribute to the public good, such 
as public health and research. We have to meet many 
conditions in the law before we can share your information for 
these purposes. For more information see: 
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www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/in
dex.html. 

Help with public health and safety issues 

We can share health information about you for certain 
situations such as:  

• Preventing disease 
• Helping with product recalls 
• Reporting adverse reactions to medications 
• Reporting suspected abuse, neglect, or domestic 

violence 
• Preventing or reducing a serious threat to anyone’s 

health or safety 

Do research 

We can use or share your information for health research. 

Comply with the law 

We will share information about you if state or federal 
laws require it, including with the Department of Health 
and Human Services if it wants to see that we’re 
complying with federal privacy law. 

Respond to organ and tissue donation requests and work 
with a medical examiner or funeral director 

• We can share health information about you with 
organ procurement organizations. 

• We can share health information with a coroner, 
medical examiner, or funeral director when an 
individual dies. 

Address workers’ compensation, law enforcement, and other 
government requests 

We can use or share health information about you: 

• For workers’ compensation claims 
• For law enforcement purposes or with a law 

enforcement official 
• With health oversight agencies for activities 

authorized by law 
• For special government functions such as military, 

national security, and presidential protective services 

Respond to lawsuits and legal actions 

We can share health information about you in response to 
a court or administrative order, or in response to a 
subpoena. 

Our Responsibilities 

• We are required by law to maintain the privacy and 
security of your protected health information.  

• We will let you know promptly if a breach occurs that 
may have compromised the privacy or security of 
your information. 

• We must follow the duties and privacy practices 
described in this notice and give you a copy of it.  

• We will not use or share your information other than 
as described here unless you tell us we can in writing. 
If you tell us we can, you may change your mind at 
any time. Let us know in writing if you change your 
mind.  

For more information see: 
www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/n
oticepp.html. 

Changes to the Terms of this Notice 
We can change the terms of this notice, and the changes will 
apply to all information we have about you. The new notice 
will be available upon request, on our web site, and we will 
mail a copy to you. 

Please sign to acknowledge that you have had an opportunity 
to receive this Notice and to ask questions regarding its 
contents.  Signing this Acknowledgment form in no way 
affects the care you will receive. 

 

 

Print Name ________________________________ 
 
Signature  ________________________________ 
 
Date   _______________ ,  
 
 
 
 
 
 
 
 

 

http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html
http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html
http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html
http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html
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            TREATMENT AUTHORIZATION AND AGREEMENT 

 

Patient Name: ___________________________            Date of Birth: ______________________ 

• I hereby voluntarily request, consent to, and authorize Coastal Community Health Services’ doctors, nurse practitioners, 
physician assistants, behavioral health clinicians, dental providers or other practitioners to provide confidential medical, 
family planning, dental and surgical treatment including, but not limited to, diagnostic procedures, lab testing, and 
administration of medications as deemed necessary and advisable. 

• I further understand and acknowledge that an HIV test may be performed upon me or my child, without written consent, 
under the circumstances that a Coastal Community Health Services employee sustains a percutaneous mucous membrane, or 
other exposure, to my blood or other bodily fluids. 

• I understand that the 2019 novel coronavirus, which causes the disease COVID-19, has been declared a pandemic by the 
World Health Organization, is extremely contagious, and is believed to be spread by person-to-person contact.  I recognize 
that the staff of Coastal Community Health Services has put in place reasonable preventative measures aimed at reducing the 
spread of COVID-19.  However, I recognize and accept the risk of becoming infected by virtue of seeking services in-person 
at Coastal Community Health Services. 

AGREEMENT TO PAY FOR SERVICES 

• I authorize Coastal Community Health Services to release my medical necessary information to Medicare, Medicaid, or other 
insurance carriers to process claims and further authorize payment of medical benefits payable directly to CCHS. 

• I understand that CCHS will file and complete necessary steps to collect my insurance payment. 
• I understand that I am responsible for any account balance that is not covered by insurance or for any services rendered at 

Coastal Community Health Services according to the sliding fee scale. This includes any deductibles or co-payment portions 
of my bill after insurance payment. 

COASTAL COMMUNITY HS SCREENS EVERY PATIENT FOR POTENTIAL FURTHER DISCOUNTS RELATED 
TO SERVICES. THIS INFORMATION CAN HELP YOU TO DECREASE YOUR COPAY LEVEL OR LEVEL OF 
YOUR DEDUCTIBLE IF YOUR POLICY INCLUDES SUCH PROVISIONS. 

  HOUSEHOLD SIZE _______                        

HOUSEHOLD INCOME: {  } $0-14,580  {  } $14,581-19,391{  } $19,392-24,349[  } $24,350-29,160{  } >29,161-36,450 

Decline release of income information    

Authorization and Consent to Access, Use and Disclosure of Protected Health Information to/from Coastal Community 
Health Services 

• I consent to and authorize Coastal Community Health Services to store my personal protected health information in an 
electronic health record through eClinical Works. 

• I consent to Coastal Community Health Services and its designees accessing through and/or disclosing my individually 
identifiable health information (medical and dental) to eClinical Works. 

________________________________________________                                                  Date:  __________________________ 

Patient/Guardian Signature 

*If signing as a legal guardian, you are verifying that you are giving consent to the above listed conditions for your 
minor child. 
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Shoppers Way Location 
(912) 275-8028 (P)
(912) 289-2085 (F)

Ellis Street Location 
912-289-2006 (P) 
912-289-2014 (F)

Shellman Blu ff Location 
912-623-4755 (P)
912-549 -1040 (F)

AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION 

Patient's Name: ________ _ Date of Birt h: __________ _ 

Previous Name: _______ _ Social Securi ty #: _________ _ 

-E You HAYE ANY DOCTORS THAT YOU WOULD LIKE us TO REQUEST MEDICAL RECORDS FROM. PLEASE EILL IN THE

UNE BELOW WITH THEIR NAME PLEASE REQUEST ADPIIIONAL FORMS IE NEEDEQ. 

I reque st and authorize ___________________ _ to release my healthcare information to 
(Previous Doctor's Name/ Clinic Name) 

Coastal Community Health Services, INC. 

Please check this box if you would like to authorize both people/ organization s listed above to share author ized 
info rmat ion. 

This request and authorization applies to: 

o Healthcare information relating to the following treatment, condition, or dates:

o All Healthcare information
o Other: ______________________ _

Definition: Sexually Transmitted Disease (STD) is defined by law, RCW 70.24 et seq., includes herpes, herpes simplex, 
human papilloma virus, wart, genital wart, condyloma, chlamydia , non -specific urethritis, syphilis, VDRL, chancroid, 
lymphogranuloma venereuem, HIV (Human Immunodeficiency Virus), AIDS (Acquired Immunodeficiency Syndrome), and 
gonorrhea. 

o Yes
o No

I authorize the release of my STD result s, HIV/AIDS testing, whether negative or positive, 
to the person(s) listed above. I understand that the person(s) listed above will be not ified 
that I must give specific written permission before disclosure of these test results to 
anyone. 

o Yes I authorize the release of any records regarding drug, alcohol, or mental health treatment
o No to the person(s) listed above .

Patient Signature: ____________ _ Date Signed: ___________ _ 

Townsend (Elulonia)
912-574-5277 (P)
912-228-5007 (F)

Saint Marys Location
912-574-5084(P)
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Permission to Share My Personal Health Information (HIPAA) 

Patient Name: _______________ Birth Date: ____ _ 

You have the right to control who can see private information about your 
health (Protected Health Information). Use this form to give permission for a 
trusted friend or family member to get private information about your health 
care. You can change these permissions at any time by letting us know in 

writing. 

Name: 

NO, do not share my Protected Health Information with anyone. 

YES, I give permission for the person/people listed below to 
access my private health information: 

-------------------------

This person can (INITIAL all the permissions you want to give): 

__ Make or cancel appointments for me 
__ Talk with my doctor or health staff on my behalf 
__ Handle my paperwork, labs, and prescriptions 

__ See my complete medical records 
__ See my financial records 

Name: 
-------------------------

This person can (INITIAL all the permissions you want to give): 

Signature 

__ Make or cancel appointments for me 

__ Talk with my doctor or health staff on my behalf 

__ Handle my paperwork, labs, and prescriptions 

__ See my complete medical records 
__ See my financial records 

Date 



Sliding Fee Scale Discount Application 

NEW APPLICATION ] RE-CERTIFICATION ] 

***CHECK HERE ONLY IF YOU po NOT WANT TO APPLY FOR THE SLIDING FEE SCALE DISCOUNT*** 

I have been given the opportunity to apply for the Coastal Community Health Center, Inc. (CCHS) discount services sliding fee schedule. 

□ I DO NOT wish to apply for the CCHS discount services sliding fee program at this time.

SIGNATURE OF PATIENT OR GUARANTOR 

The questions on this form will only be used to gather information about you and your family, so we can better meet your medical, dental, 
behavioral health, and/or vision needs (if you are insured, you may qualify for discounted copays or deductibles. If you are uninsured, 

you may qualify for discounted fees for services provided.) This information will not be used to withhold or deny services. 

No Are you covered under Medicaid, Medicare, and/or any other insurance? 

No Are you unemployed? 

No Are you disabled? 

HOUSEHOLD INFORMATION 

Please include yourself, your spouse/partner, and all dependents receiving 50% or more of their support from the head of household. 

Applicant/Self 
edicaid Medicare 

ther: 

Medicare 

Medicare 

Medicare 

Medicare 

Medicare 

If you aren't able to comply with the documentation requirements, you are required to provide your cash income amount below, sign the 

applicant certification statement, and provide a letter from your employer on company letterhead that verifies the income amount you 
provide. Failure to complete this information will result in the denial of your application for a sliding scale discount. 

MY CASH INCOME IS: $ 0 Weekly 0 Bi-Weekly 0 Monthly D Other:

CURRENT EMPLOYER: 

APPLICANT CERTIFICATION STATEMENT 

I certify that I have no other way to document my income, and all of the above information is accurate. I understand this information is to be 
used to determine eligibility for the CCHS Sliding Fee Discount Program. I understand CCHS officials may verify information provided on 
this form. 

SIGNATURE OF PATIENT DATE 





To qualify for discount on services, patient must fill discount application and provide verifiable household

size and household income. 

HOUSEHOLD INCOME Combined gross income o
f 

all members fora household who are 18 years old and older. 

Allernatively,household income is the combined income of oil members of a household who jointly apply for Sliding Fee Scale 

Discount. Household income includes any sourece of normally taxable Income of rhe applying parry and it includes wages. salary. 

social securiry benefits, disabiliry income, and anyother paymems. Food stamps, child support, SNAP programs or any 

compensation not defined as taxable Income are excluded from 

the calculation. Patienr's assers (such as savings. IRA, -10 I (k)). 

HOUSEHOLD SIZE Is rhe number of persons living in the household who cohabir. mulllally conrribure to 

household expenses and assen that they are a household unit It is recognized that anorher person may reside at rhe common 

residence and not be considered as par o
f 

household unit (example: roomare). 

My Discount Is Slide A 

Slide B 

Slide C 

Slide D 

Slide E 

Your visit fee is due in full at the time of each visit 

Your Sliding Fee Discount Expires on _______ _,20 

_________

_________

_________

_________

_________
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