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PRIVACY NOTICE 

for Inspire Health Direct Primary Care LLC, dba Inspire Health Direct Primary Care

Revision Date : December 29 , 2024

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. 
 

If you have any questions about this notice, please contact our office at 541 - 529 - 8881.
 

WHO WILL FOLLOW THIS NOTICE.  This notice describes our practices and that of (1) any healthcare professional authorized to enter 

information into your medical record that we maintain at this office; and (2) all employees, staff, and other healthcare personnel. 

 

YOUR MEDICAL INFORMATION.  We create a record of the care and services you receive at this office.  We need this record to provide 

you with quality service and to comply with certain legal requirements.  This notice applies to all of the records about you maintained 

by this office.  Other physicians or healthcare providers that you use may have different policies or notices regarding the use and 

disclosure of your medical information.  This notice will tell you about the ways in which we may use and disclose medical information 

about you.  We also describe your rights and certain obligations we have regarding the use and disclosure of medical information.  We 

are required to (1) make sure that medical information that identifies you is kept private; (2) give you this notice of our duties and 

privacy practices with respect to medical information about you; and (3) follow the terms of the notice that is currently in effect. 

 

ELECTRONIC COMMUNICATION WITH THIS OFFICE.  Note that when communicating electronically with this office, the patient portal 

is the most secure.  Although email and text messaging are convenient, they are less secure.  
 

HOW WE MAY USE AND DISCLOSE MEDICAL INFORMATION ABOUT YOU.  The following categories describe different ways that we 

use and disclose medical information.  “Use” is what we do with your information in this office.  “Disclose” means sharing your 

information with others outside this office.  All of our permitted uses and disclosures of information fall within one of the categories. 
 

● For Treatment.  We may use medical information about you to provide you with medical treatment or services.  We may disclose 

medical information about you to doctors, nurses, technicians, office staff, or other personnel who are involved in your care. 

● For Payment.  We may use and disclose medical information about you so that the treatment and services you receive at this office 

may be billed to and payment may be collected. 

● For Health Care Operations.  We may use and disclose medical information about you as reasonably necessary.  These uses and 

disclosures are necessary to run the office and make sure that all of our patients receive quality care. 

● To the Department of Health and Human Services (HHS).  We must disclose your medical information when requested by HHS 

when it is undertaking a compliance investigation, review, or enforcement action. 

● To You.  We must disclose your medical information to you when you request it as described below.  We may disclose your medical 

information to you in other situations. 

● Opportunity to Agree or Object.  We may disclose your medical information in front of others with your informal permission when 

you are present.  If you are not present or otherwise unable to give permission, we may disclose your medical information to others if, 

in a healthcare provider’s professional judgment, disclosure is determined to be in your best interest.  This includes telling family or 

friends involved in your care about your current medical condition.   

● For Appointment Reminders.  We may use medical information about you to remind you about appointments using phone calls, 

emails, or text messages.  This also allows us to leave appointment reminders and messages with limited information on your 

voicemail and answering machine. 

● Incidental Use.  Although we try to limit communications of your medical information to the minimum necessary, we can disclose 

information that is incidental to an otherwise permissible use. 

● Valid Authorization.  We may disclose your medical information pursuant to your written authorization.  For authorization to be 

valid, you must sign a form containing certain statements. 

● Public Interest and Benefit Activities.  We may disclose medical information about you for 12 national priority purposes, including 

when required by law, such as statute or court order; for public health activities, such as providing immunization records to a school 

with a parent’s permission; to government agencies regarding victims of abuse; to health oversight agencies to carry out legally 

authorized audits and investigations; pursuant to court orders and subpoenas that meet certain requirements; to law enforcement as 

described below; to a coroner or medical examiner; as necessary to facilitate organ or tissue donation and transplantation; for research 

purposes under certain circumstances; to prevent a serious threat to your health and safety or the health and safety of the public or 

another person; for certain essential government functions; and for workers’ compensation or similar programs. 

● Law Enforcement.  We may disclose your health information if asked to do so by a law enforcement official (1) in response to a 

court order, subpoena, warrant, summons, or similar process; (2) about a death we believe may be the result of criminal conduct; (3) 

about criminal conduct at the office; or (4) in emergency circumstances, in order to report a crime, the location of the crime or 

victims, or the identity, description, or location of the person who committed the crime. 

● Limited Data Set.  In certain situations we may disclose your medical information within a limited data set for research, healthcare 

operations, and public health purposes.  A limited data set is medical information about you from which certain identifying 

information about you, your relatives, household members, and employers has been removed. 
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DISCLOSURES THAT REQUIRE AUTHORIZATION FROM YOU. 
● Psychotherapy Notes.  Most uses and disclosures of psychotherapy notes require authorization 

● Marketing and Sales of Protected Health Information.  Most uses and disclosures of protected health information for marketing 

purposes, and that constitute a sale of protected health information require authorization. 

● Other.  Other uses and disclosures not described in this notice will be made only with your authorization. 
 

YOUR RIGHTS REGARDING MEDICAL INFORMATION ABOUT YOU.  You may have the following rights regarding medical 

information we maintain about you: 

● Right to Inspect and Copy.  You may have the right to inspect and copy medical information that may be used to make decisions 

about your care.  Usually, this includes prescriptions and billing records.  To inspect and copy medical information that may be used 

to make decisions about you, you may be required to submit your request in writing .  If you request a copy of the information, we 

may charge a fee for the costs of copying, mailing or other supplies associated with your request. 

 We may deny your request to inspect and copy in certain very limited circumstances.  If you are denied access to medical information, 

you may request that the denial be reviewed.  We will select a licensed healthcare professional to review your request and the denial.  

The person conducting the review will not be the person who denied your request.  We will comply with the outcome of the review. 

● Right to Amend.  If you feel that medical information we have about you is incorrect or incomplete, you may ask us to amend the 

information.  You may request an amendment for as long as the information is kept by or for this office. 

 To request an amendment, contact the office in writing with the request. 

 We may deny your request for an amendment if it is not in writing or does not include a reason to support the request.  In addition, we 

may deny your request if you ask us to amend information that (1) was not created by us, unless the person or entity that created the 

information is no longer available to make the amendment; (2) is not part of the medical information kept by or for the office; (3) is 

not part of the information which you would be permitted to inspect and copy; or (4) is accurate and complete. 

● Right to an Accounting of Disclosures.  You may have the right to request an “accounting of disclosures.”  This is a list of certain 

disclosures we made of medical information about you. 

 To request this list or accounting of disclosures, you must submit your request in writing.  Your request must state a time period 

which may not be longer than six years.  Your request should indicate in what form you want the list (for example, on paper, 

electronically).  The first list you request within a 12-month period will be free.  For additional lists, we may charge you for the costs 

of providing the list.  We will notify you of the cost involved and you may choose to withdraw or modify your request at the time 

before any costs are incurred. 

● Right to Request Restrictions.  You have the right to request a restriction or limitation on the medical information we use or disclose 

about you for treatment, payment or health care operations.  You also have the right to request a limit on the medical information we 

disclose about you to someone who is involved in your care or the payment for your care, like a family member or friend. 

 We are not required to agree to your request unless (1) the disclosure is for the purposes of carrying out payment or healthcare 

operations, and (2) the protected health information pertains to an item or service which you, or another person other than your health 

insurance, have paid for in full.  If we do agree, we will comply with your request unless the information is needed to provide you 

emergency treatment. 

 Contact our office with your written request.  We will not ask you the reason for your request.  Your request must specify how or 

where you wish to be contacted. 

● Right to Request Confidential Communications.  You have the right to request that we communicate with you about medical 

matters in a certain way or at a certain location. 

 To request confidential communications, contact our office with your written request.  We will not ask you the reason for your 

request.  Your request must specify how or where you wish to be contacted. 

● Right to a Paper Copy of This Notice.  You have the right to a paper copy of this notice.  You may ask us to give you a copy of this 

notice at any time.  Even if you have agreed to receive this notice electronically, you are still entitled to a paper copy of this notice.  

To obtain a paper copy of this notice, contact our office. 

● Right to Receive Notice of Breach.  You will receive notification of breaches of your unsecured protected health information unless 

we determine there is a low probability your PHI was compromised. 
 

CHANGES TO THIS NOTICE.  We reserve the right to change this notice.  We reserve the right to make the revised or changed notice 

effective for medical information we already have about you as well as any information we receive in the future.  We will post a summary of 

the current notice in the office.  The summary will contain, in the top right-hand corner the effective date.  You are entitled to a copy of the 

current notice in effect. 
 

COMPLAINTS.  If you believe your privacy rights have been violated, you may file a complaint with our office.  You will not be penalized for 

filing a complaint. 
 

OTHER USES OF MEDICAL INFORMATION.  Other uses and disclosures of medical information not covered by this notice or the laws that 

apply to us will be made only with your written permission.  If you provide us permission to use or disclose medical information about you, 

you may revoke that permission, in writing, at any time.  If you revoke your permission, we will no longer use or disclose medical information 

about you for the reasons covered by your written authorization.  You understand that we are unable to take back any disclosures we have 

already made with your permission, and that we are required to retain our records of the care that we provided to you. 


