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               Ph:  (541) 768-6119  www.midvalleygi.com 

Patient Information 
 
Name:         Date of Birth:     Age:   
  First    Middle        Last 
 

Address:         Social Security #:     Sex: [  ]M  [  ]F 
                                              
City, State, Zip:        Marital Status: [  ]Married [  ]Single [  ]Divorced [  ]Widowed [  ]Other 
 

Preferred Phone:    [  ]Home  [  ]Mobile  [  ]Work  [  ]Message Preferred Language:      

 

Alt Phone:    [  ]Home  [  ]Mobile  [  ]Work  [  ]Message Race:        
    
Alt Phone:    [  ]Home  [  ]Mobile  [  ]Work  [  ]Message Ethnicity: [  ]Hispanic or Latino  [  ]Non-Hispanic or Latino  [  ]Other or UND 
                                                 
E-mail:         Referring Physician:      
  
         Primary Care Physician:     

Employment Information      Emergency Contact 
 

[  ]Employed     [  ]Retired     [  ]Unemployed    [  ]Other   Name:            
 

Employer’s Name:       Relationship:       
                         
Employer’s Phone:       Phone:       
                                                     
Occupation:       

Responsible Party    [  ]Same as Patient    Employer:       
 

Name:         Phone:        
  
Address:         Date of Birth:       
 

City, State, Zip:        Social Security #:       

Primary Insurance       Secondary Insurance        

Insurance Company Name:      :        
                         
ID #:      Group/Policy#:    :             :     
 

Subscriber’s Name:       :        
 

Subscriber’s Phone #:       :        
 

Relationship to Patient:        :        
 

Subscriber’s Employer:        :        
 

Subscriber’s SSN:       :        
 

Subscriber’s DOB:       :        
 

*Is this a work related injury?   Y / N       If yes: Claim #   

Insurance Authorization and Assignment 
I attest that the information I have given here is correct and true to the best of my knowledge. I hereby assign benefits to be paid directly to the doctor, and 
authorize him/her to release information necessary to secure payment. I understand that I am responsible for any amount not paid for by my insurance. 
 

Signature           Date      
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Your safety and health are our first priority. In order to provide responsive, efficient and customized care, please complete 

each section to the best of your ability. If you need more space, please attach a separate page. 

 
Today’s date: _________________      Height:        Weight:      BMI:      

Name: ______________________________________________ DOB:         Age:      

Primary Care Provider:  _________________________________ Referred by:        
          (If different than your PCP) 

Pharmacy, Location:                                              ______Have you executed an advance directive?  Yes   No    

Current or Previous Occupation:  ________________________________________________________________________  Who lives with you?___________________________   Relationship:    

MEDICAL HISTORY   

Please check the    NONE  box if the problems listed in the following sections do not apply. 

  History of Colon polyp(s) Type: _____________________________________________________________         

  Prior Colonoscopy Year ______________________ Location _______________________________  

  Prior EGD Year ______________________ Location _______________________________  

Digestive Problems:      NONE    

  Heartburn    Diarrhea   Constipation   Blood In stool/on 
tissue   

  Liver Cirrhosis   Nausea / vomiting   Black stool   Crohn’s Disease 

  Swallowing difficulty   Abdominal pain/cramping   Unexplained weight loss   Ulcerative Colitis 

  Celiac Disease  

Heart or Vascular Problems:     NONE    

  Angina   Pacemaker   Defibrillator    Heart stent   

  Coronary artery disease   Heart surgery   Heart failure   Irregular Heart beat        

  Atrial Fibrillation   High blood pressure (even if controlled on medication)      

  Other:   _________________________________________________________________________________  

Lung Problems:     NONE    

  Chronic Bronchitis   COPD (emphysema, chronic bronchitis)  

  Asthma   Home oxygen use   

  Other     Current smoker 

Sleep Apnea:     NONE    

Have you:   Had a sleep study?     Where: 
___________________________ 

   Been diagnosed with sleep apnea? When:  __________________   

   Currently using a device for sleeping?  (CPAP, BIPAP, Oxygen)   

MRSA:    NONE    

  Currently have MRSA    Treated MRSA infection   Open wound           Untreated MRSA 
infection   

Blood Problems:     NONE    

  Taking a blood thinner   Excessive bleeding (Dental or surgical)   Anemia 

  Easy bruising   Blood clots   

  Easy bleeding   Had a blood transfusion  

  Other ____________________________________________________________________________________  

Kidney Problems   NONE    

  Dialysis   Chronic kidney disease  

  Other ____________________________________________________________________________________  

Diabetes   NONE     

  Use insulin   Use pills    Diet controlled 

Phone:  (541) 768-6119 

Fax:  (541) 768-6120 

www.midvalleygi.com 
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- OVER - 

Thyroid Problems   NONE 

  Overactive thyroid   Thyroid ablation or surgery   Underactive thyroid 

Mental Health Issues   NONE 

  Severe anxiety   PTSD   Bipolar disorder 

  Depression   Mild or moderate anxiety   History of abuse (physical or sexual)  

  Other  

Nervous System Problems   NONE 

  Seizures   Date of last seizure  ______________________________________________  

Other: _____________________________________________________________________________________  

Anesthesia   NONE 

Have you had:   Prior complications from anesthesia 

   Intolerance to sedation 

Cancer   NONE 

Prior Cancer (Type and year): ___________________________________________________________________  

Please list any other illnesses or medical conditions you have had: _________________________________  

 __________________________________________________________________________________________  

Please list all previous surgeries / operations:  ___________________________________________________  

 __________________________________________________________________________________________  

Please list any recent hospitalizations.  When and for what reason?  ________________________________  

 __________________________________________________________________________________________  

MEDICATIONS:  Please list all current medications, dosages and schedule (Prescriptions, supplements). _______  

 __________________________________________________________________________________________  

Over the counter pain medications (anti-inflammatories): __________________________________________  

 __________________________________________________________________________________________  

ALLERGIES:  Please list any medication allergies / intolerances / reaction:  _______________________________  
 __________________________________________________________________________________________  

Cigarette Smoking      Yes     No       # packs per day  ____________ Number of years  ________________  

Smokeless Tobacco    Yes       No       How much/often ____________ Number of years  ________________  

Quit Nicotine use        Yes      No       When  ____________________         

Alcohol Use               Yes      No       How much/often  ____________ Number of years  ________________  

Quit alcohol use        Yes     No       When   ____________________  

Drug use                     Yes     No       Type    ____________________ How much/often _________________  

Marijuana use             Yes      No       How much/often  ____________  

 

FAMILY HISTORY 
 

Have any of your blood relatives had: Relationship? Age of diagnosis? 

Rectal or Colon polyps .........................................   ___________________   ____________________________  
Rectal or Colon cancer.........................................   ___________________   ____________________________  
Stomach cancer ...................................................   ___________________   ____________________________  
Ulcerative Colitis……………… .............................    __________________   ____________________________  
Crohn’s Disease  ..................................................   ___________________   ____________________________  
Celiac Disease ………………………… ................    __________________   ____________________________  
Liver Disease  ......................................................   ___________________   ____________________________  
  
Cancer:           Type?                                         Relationship?  Age of diagnosis? 

       

       

PATIENT SIGNATURE: ______________________________________ DATE:   _________________________  
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Notice of Your Right to Decline Participation in Future Anonymous or Coded Genetic Research 
 
The State of Oregon has laws to protect the genetic privacy of individuals. These laws give you the right to 
decline to have your health information or biological samples used for research. A biological sample may include 
a blood sample, urine sample, or other materials collected from your body. You can decide whether to allow your 
health information or biological samples to be available for genetic research. Your decision will not affect the care 
you receive from your health care provider or your health insurance coverage.  
 
Research is important because it gives us valuable information on how to improve health, such as ways to 
prevent or improve treatment for heart disease, diabetes, and cancer. Under Oregon law, a special team reviews 
all genetic research before it begins. This team makes sure that the benefits of the research are greater than any 
risks to participants.  
 
In anonymous research, personal information that could be used to identify you, like your name or medical record 
number, cannot be linked to your health information or biological sample. In coded research, personal information 
that could be used to identify you is kept separate from your health information or biological sample so it would 
be very difficult for someone to link your personal information to your health information or biological sample. 
Your identity is protected in both types of research. 
 

If you want to allow your health information and biological sample to be available for anonymous or coded 

genetic research, simply complete the patient information portion at the bottom of this form. If you make 
this choice, your health information or biological sample may be used for anonymous or coded genetic research 
without further notice to you. 
 

If you want to decline to have your health information and biological sample available for anonymous or coded 

genetic research, check the box below and complete the patient information portion at the bottom.  Your 
decision is effective on the date your health care provider receives this form. 
 
If you have any questions or concerns about this notice, please contact Bonnie Bertalotto at (541) 768-6119.  
 
No matter what you decide now, you can always change your mind later. If you change your mind, tell your health 
care provider your decision in writing by sending a letter to Mid-Valley Gastroenterology, Attention:  Bonnie 
Bertalotto, 3521 NW Samaritan Drive, Suite 101, Corvallis, OR  97330.  If you change your mind, the new 
decision will apply only to health information or biological samples collected after your health care provider 
receives written notice of your new decision. 
 

 By checking this box I indicate that I decline to have my health information and biological samples 
available for anonymous or coded genetic research. 

 
 
 

  
Printed Name Date of Birth Signature 
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NNOOTTIICCEE  OOFF  RREEFFEERRRRAALL  RRIIGGHHTTSS  AANNDD  AACCKKNNOOWWLLEEDDGGMMEENNTT  
 

THIS NOTICE DESCRIBES YOUR REFERRAL RIGHTS WHEN YOUR HEALTH 

CARE PROVIDER REFERS YOU TO ANOTHER PROVIDER OR FACILITY FOR 

ADDITIONAL TESTING OR HEALTH CARE SERVICES. 
 
In accordance with Oregon law, when we refer you for care outside of our clinic, we are required to 
notify you that you may have the test or service done at a facility other than the one recommended 
by your physician or health care provider.  
 
Oregon law says (ORS 441.098): 

  A referral for a diagnostic test or health care treatment or service shall be based on the patient’s 
clinical needs and personal health choices. 
 

 A health practitioner or the practitioner’s designee shall provide notice of patient choice at the 
time the patient establishes care with the practitioner and at the time the referral is communicated 
to the patient. 
 

 The oral or written notice of patient choice shall clearly inform the patient:  
a) That when referred, a patient has a choice about where to receive services; and  
b) Where the patient can access more information about patient choice.  

 

 The patient has a choice and when referred to a facility for a diagnostic test or health care 
treatment or service the patient may receive the diagnostic test or health care treatment or 
service at a facility other than the one recommended by the health practitioner; 
 

 If the patient chooses to have the diagnostic test, health care treatment or service at a facility 
different from the one recommended by a practitioner, the patient is responsible for determining 
the extent of coverage or the limitation on coverage for the diagnostic test, health care treatment 
or service at the facility chosen by the patient. 
 

 A health practitioner shall not deny, limit or withdraw a referral solely because the patient chooses 
to have the diagnostic test or health care treatment or service at a facility other than the one 
recommended by the health practitioner. 

 

By signing below, I acknowledge that I have read and understand my referral rights as 

outlined above.  
 

 
 
 
 
 
 
 
 

-OR- 
 
 
 
 
 
 
 
 
 
 
 
 

July 2014   Notice of Referral Rights  © Oregon Medical Association 

 

 
 
 
 

___________________________________________________  _______________ 
Patient Signature        Date 

 
 
______________________________________________________________ 
Print Patient Name 

 
 
 
 
 
 
 
 

________________________________________________  _______________ 
Parent, Guardian, Responsible Party, Legal Representative  Date 
Signature     

 
 

_______________________________________________________________ 
Description of Representative’s Authority 
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 (541) 768-6119   www.midvalleygi.com 

 

MID-VALLEY GASTROENTEROLOGY FINANCIAL POLICY 
 

Mid-Valley Gastroenterology is committed to serving your healthcare needs.  Part of this 
commitment is providing you with a clear outline of our financial policies.   

 
Financial Responsibility:  Please understand that you are ultimately responsible for payment of 
medical services you receive.  Cash, personal check and credit cards are accepted methods 
of payment. 

 
Proof of Identity / Insurance:  All patients must complete our patient information form(s), 
provide photo ID and a current, valid insurance card.  Insurance is a contract between you and 
your insurance company.  We will submit claims to your insurance company and assist you in 
any way we reasonably can.  It is important that you keep us informed regarding any changes 
in your insurance information.  You are responsible for all charges not paid by your insurance.   

 
Knowing your insurance benefits and which medical providers are in your insurance network is 
your responsibility.  Please contact your employer or insurance company with any questions 
about coverage or out of pocket expenses.  If you are covered by an insurance plan that we 
are not contracted with, you may be responsible for a higher out of pocket expense.   

 
Authorization and Referrals:  We make efforts to obtain appropriate insurance referrals and 
authorizations prior to an office visit or procedure.  However, it is ultimately your responsibility 
to verify that these referrals / authorizations are in place before services / tests are performed.  
If services or tests are performed without proper authorization, you may be financially 
responsible for the entire bill.   

 
We will refer you for tests and / or services according to our standard referral patterns and 
your clinical need.  The providers of those tests and / or services are generally contracted with 
a wide range of insurance plans.  Again, it is your responsibility to ensure that these providers 
are in network with your plan and that any services are authorized.  Failure to do so may result 
in higher out of pocket expenses. 

 
Co-pays:  All co-payments and past due balances are due at the time of service.  Your co-
payment is a contract with your insurance company.  Co-payments will be collected at time of 
check-in.  Failure to pay / collect co-pays can be considered a breach of contract.  A $20.00 
Billing Fee will be added to accounts each time a co-payment is not made at the time of 
service. 

 
Missed Appointments:  An appointment is a reservation of our office and staff for your 
treatment needs.  This time is deprived from someone else if we do not have adequate notice 
of cancellations.  Please give us at least 24 hours’ notice if you cannot keep your appointment.  
We reserve the right to charge a $50 missed appointment fee. 

 

-OVER- 
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Uninsured / Self Pay:  Patients without insurance are expected to pay in full at the time of each 
visit.  If this is not possible, we require a deposit of $150 for an extended office visit and $60 
for a follow-up visit.  This deposit will be applied toward the visit.  Any remainder will be due 
within 60 days.  (See Prompt-Pay, below) 
 
Nutrition Consults: Personalized nutrition consultation is charged at $20 per 15 minute 
increment or $80 per hour.  A consult generally lasts 30 minutes. This is an elective service.  It 
is not billable to your insurance and is paid out of pocket at the time of service.   
 
Statements:  Statements are mailed monthly.  Payment in full is expected upon receipt of the 
initial statement.  If you are unable to pay your balance in full, please contact our Patient 
Accounts office at (541) 768-7600 to make arrangements.  Accounts with balances remaining 
will receive a second statement and will be assessed a $20.00 fee.  Upon receiving your third 
statement your account will be pending collection activity.  PLEASE make arrangements with 
Patient Accounts if unable to address your account in full. 

 
Past Due Balance:  Once a balance is past due, payment will be required before your next 
visit.  We ask that you make a payment over the telephone when scheduling your 
appointment.  Failure to make a payment on a past due balance before your next scheduled 
appointment may result in that appointment being rescheduled. 

 
Prompt-pay Discount:  We offer a discount to patients who pay in full at the time of service.  
Please ask our staff about this program. 

 
Returned Check:  Checks returned by the bank unpaid will be assessed a $20.00 Returned 
Check Charge.  If the original check amount plus the Returned Check Charge is not paid 
within 15 days your account may be transferred to a collection agency. 

 
Completion of Forms:  As Specialists, we may determine that forms such as FMLA, Disability, 
etc. would be best completed by your Primary Care Practitioner.  In some situations, it may be 
appropriate for our practitioners to complete the form.  If this is the case, you must complete 
the “patient” section and a separate Authorization to Disclose Health Information.  You will be 
responsible for any charge associated with completing these forms.  This is not billable to 
insurance. 

 
Our Patient Accounts office is available Monday thru Friday, 8AM to 4PM, at (541) 768-7600. 
 
 
      

 Signature   Date 
 
    

 Printed Name 

 

 
*** _____I acknowledge that the Notice of Privacy Practices has been made available to 
me. 

(Initials)  

 

              

    

*** _____I acknowledge that the Nondiscrimination Notice has been made available to me. 
(Initials)  
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 (541) 768-6119   www.midvalleygi.com 

 

 
MID-VALLEY GASTROENTEROLOGY NONDISCRIMINATION POLICY 

 
 
Corvallis Gastroenterology, PC dba Mid-Valley Gastroenterology complies with applicable Federal civil rights laws and 
does not discriminate on the basis of race, color, national origin, age, disability, or sex.  Mid-Valley Gastroenterology does 
not exclude people or treat them differently because of race, color, national origin, age, disability, or sex. 
 
Mid-Valley Gastroenterology: 
 

 Provides free aids and services to people with disabilities to communicate effectively with us, such as: 
o Qualified sign language interpreters 
o Written information in other formats (large print, audio, accessible electronic formats, other 

formats) 
 

 Provides free language services to people whose primary language is not English, such as: 
o Qualified interpreters 
o Information written in other languages 

 
If you need these services, contact Mid-Valley Gastroenterology at (541-768-6119 
 
If you believe that Mid-Valley Gastroenterology has failed to provide these services or discriminated in another way on the 
basis of race, color, national origin, age, disability, or sex, you can file a grievance with: Bonnie Bertalotto, 3521 NW 
Samaritan Drive, Suite 101, Corvallis, OR  97330, (541) 768-6119, Fax:  (541-768-6120. You can file a grievance in 
person or by mail, fax, or email. If you need help filing a grievance, Bonnie Bertalotto, Practice Manager is available to help 
you.  You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil 
Rights, electronically through the Office for Civil Rights Complaint Portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:U.S. Department of Health and Human Services 200 
Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201 1-800-368-1019, 800-537-7697 (TDD) 
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.  
 

http://www.hhs.gov/ocr/office/file/index.html
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Spanish: ATENCIÓN:  si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística.  Llame al 1-541-768-6119 

(TTY: 1-541-768-6119). 

 

Vietnamese:  CHÚ Ý:  Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn.  Gọi số 1-541-768-6119 (TTY: 

1-541-768-6119). 

 

Chinese:  注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 1-541-768-6119（TTY：1-541-768-6119. 

 

Russian:  ВНИМАНИЕ:  Если вы говорите на русском языке, то вам доступны бесплатные услуги перевода.  Звоните 1-541-

768-6119 (телетайп: 1-541-768-6119). 

 

Korean:  주의:  한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다.  1-541-768-6119 (TTY: 1-541-

768-6119)번으로 전화해 주십시오. 

 

Japanese:  注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。1-541-768-6119（TTY:1-541-768-

6119）まで、お電話にてご連絡ください. 

 

Arabic:   

)رقم هاتف الصم  145-867-9116-1خدمات المساعدة اللغوية تتوافر لك بالمجان.  اتصل برقم ملحوظة:  إذا كنت تتحدث اذكر اللغة، فإن 

 (9116-867-145-1)  والبكم:

Oromo:  XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama.  Bilbilaa 1-541-

768-6119 (TTY: 1-541-768-6119). 

 

Ukrainian:  УВАГА!  Якщо ви розмовляєте українською мовою, ви можете звернутися до безкоштовної служби мовної 

підтримки.  Телефонуйте за номером 1-541-768-6119 (телетайп:  1-541-768-6119). 

 

Romanian:  ATENȚIE:  Dacă vorbiți limba română, vă stau la dispoziție servicii de asistență lingvistică, gratuit.  Sunați la 1-541-768-

6119 (TTY: 1-768-6119). 

 

French:  ATTENTION:  Si vous parlez français, des services d'aide linguistique vous sont proposés gratuitement.  Appelez le 1-541-

768-6119 (ATS : 1-541-768-6119). 

 

German:  ACHTUNG:  Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfügung.  

Rufnummer: 1-541-768-6119 (TTY: 1-541-768-6119). 

 

Farsi:   

 گفتگو می کنید، تسهیلات زبانی بصورت رايگان برای شما فراهم  فارسی: اگر به زبان توجه

 تماس بگیريد. (TTY: 1-541-768-6119)6119-768-541-1می باشد. با 

Cambodian:   

ប្រយ័ត្ន៖  បរើសិនជាអ្នកនិយាយ ភាសាខ្មែរ, បសវាជំនួយខ្ននកភាសា បោយមិនគិត្ឈ្ន លួ គឺអាចមានសំរារ់រំបរ ើអ្នក។  ចូរ ទូរស័ព្ទ 1-541-

768-6119 (TTY: 1-541-768-6119)។ 

 

Thai:  เรียน:  ถ้าคุณพูดภาษาไทยคุณสามารถใช้บริการช่วยเหลือทางภาษาได้ฟรี  โทร 1-541-768-6119 (TTY: 1-541-768-6119). 



Mid-Valley Gastroenterology 

NOTICE OF PRIVACY PRACTICES 

Revision Date:  March 23, 2013 

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 the designated privacy officer of our office at 541-768-6119. 

We take our responsibility to safeguard your protected health information very seriously. We value your trust as an important part of our ability to provide you 
with the best possible medical care. We are dedicated to defending your right to a confidential relationship with your physician. This notice is intended to inform 
you of how we protect, use and disclose your information, as well as to explain your right to control these disclosures. 

Your Health  Information  

We may use and disclose health information about you without your permission for the following purposes: 

1. We may disclose your information for treatment purposes and to coordinate your medical care.  
2. We may disclose your information to ensure th at you receive insurance benefits.  
3. We may disclose your information internally to enhance the operation of our practice.  This includes our commitment to reviewing the quality of care we 

provide. 
4. We may disclose your information to comply with a limited num ber of legal requirements , as outlined in this notice. 
Additional information regarding each of these disclosures is provided in this notice.  In any case, we will only disclose the minimum amount of information 
necessary for the purpose it was requested. 

Our Duties  
We are required by law to keep your information private. We must also provide you with this Notice and abide by its terms. We may need to revise our privacy 
practices from time to time. We expressly reserve the right to change the terms of our Notice of Privacy Practices and to make the new terms effective for all 
information covered by our Notice. If such changes occur, we will let you know about the new terms by providing a copy of the changes.  
Your Privacy Rights  
Please note that you are entitled to very specific rights regarding the use and disclosure of your information. We have listed your rights below: 
Right to Inspect and Copy  
You have the right to inspect and copy your health information, such as medical and billing records, that we use to make decisions about your care. You must 
submit a written request to our designated contact in order to inspect and/or copy your information. If you request a copy of your information, we may charge a fee 
for the costs of copying, mailing or other associated supplies. You may also choose to receive a copy of your health information in electronic form. We may deny 
your request to inspect and/or copy information in certain limited circumstances. If you are denied access to your health information, you can ask that the denial 
be reviewed. If the law requires such a review, we will select a licensed health care professional to review your request and our denial. The person conducting the 
review will not be the person who denied your request and we will comply with the outcome of the review. 
Right to Amend  
If you believe our records contain errors, you may make a written request that they be amended. We reserve the right to review your request and can decline to 
amend the record. We are required to place a copy of your proposed amendment in the record, even when we do not agree to amend the record itself. We may deny 
your request for an amendment if we did not create the information, unless the person or entity that created the information is no longer available to make the 
amendment. 
Right to Request Restrictions  
You have the right to request restrictions on the use and disclosure of your information. We are not required to agree to your request. If we do agree, we will 
comply to the best of our ability unless the information is needed to provide you with emergency treatment. To request restrictions, you may complete and submit 
the Request for Restriction on Use/Disclosure of Medical Information to our designated Privacy Officer/Contact. If your restriction invalidates your insurance 
coverage, we may require you to execute a waiver of insurance benefits and a payment agreement. 
Right to Request Confidential Communications  
You have the right to request that we communicate with you about medical matters in a certain way or at a certain location.  For example, you can ask that we only 
contact you at work or by mail. 
To request confidential communications, you may complete and submit the form Request for Restriction on Use/Disclosure of Medical Information to our 
designated Privacy Officer/Contact. We will not ask you the reason for your request. We will accommodate all reasonable requests. 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 it electronically, you 
are still entitled to a paper copy.  
Right to an Accounting of Disclosures  
You have the right to request an “accounting of disclosures.” This is a list of the disclosures we made of medical information about you for purposes other than 
treatment, payment and health care operations. To obtain this list, you must submit your request in writing to our designated Privacy Officer/Contact. It must state 
a time period, which may not be longer than six years and may not include dates before April 14, 2003. Your request should indicate in what format  you want the 
list (for example, on paper or 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 that time before any costs are incurred. 

Complaints and Investigations  
We have developed procedures for investigating any complaints or concerns you may have regarding our use and disclosure of your information or any other 
complaint you may have regarding our services. The law allows you to contact the Secretary of the Department of Health and Human Services with complaints 
about our use and disclosure of information. 

You may also contact our on-site Privacy Officer/Contact, who is dedicated to investigating complaints regarding the use and disclosure of information in our care. 
We will not, and legally cannot, retaliate against you for any complaint. 

Types of Use and Disclosure of Your Protected Health Information  
We may disclose your information for the following purposes without  your consent: 

For Treatment Purposes  
We may disclose information needed for the provision, coordination or management of health care and related services, including the coordination between our 
office and a third party, such as a consultation between medical providers or a referral from our office to another provider. Personnel in our office may share 
information about you and disclose information to people who do not work in our office in order to coordinate your care, such as phoning prescriptions to your 
pharmacy, scheduling lab work and ordering X-rays. Family members and other health-care providers may be part of your medical care outside this office and may 
require information about you that we have. 

For Payment  
To obtain reimbursement from your insurer, we may be required to disclose your information. This may be necessary for determining your eligibility for coverage 
and adjudication of claims, billing, claims management and collections activities. We may also be required to disclose your information to your insurer for review of 
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the medical necessity, coverage, appropriateness or justification of our charges. 

For example, we may need to give your health plan information about a service you received here so your health plan will pay us or reimburse you for the service. 
We may also tell your health plan about a treatment you are going to receive to obtain prior approval, or to determine whether your plan will cover the treatment. 
You have the right to restrict disclosures of your PHI to a health plan if you have paid out-of-pocket in full for the treatment. 

For Health Care Operations  
We may use and disclose health information about you in order to run the office and make sure that you and our other patients receive quality care. Healthcare 
operations may include: 

 Quality assessment and improvement activities 
 Reviewing the competence or qualifications of healthcare professionals or evaluating practitioner and provider performance 
 Conducting training programs, accreditation, certification, licensing or credentialing activities 
 Arranging for or conducting medical review, legal services or auditing functions, including fraud and abuse detection and compliance programs 
 Managing and operating our practice, including activities such as customer service and complaint resolution 
Appointment Reminders  
We may contact you (via voicemail messages, postcards or letters) as a reminder that you have an appointment for your treatment or medical care at our office. 

Treatment Alternatives  
We may tell you about or recommend possible treatment options or alternatives that may be of interest to you. We also may tell you about health-related products 
or services that may be of interest to you. 

Marketing Health -Related Services 
We will not use your health information for marketing communications without your written, prior authorization. We will not sell your PHI to another organization 
for marketing or any other purposes. 

Special Situations  
We may use or disclose health information about you without your permission for the following purposes, subject to all applicable legal requirements and 
limitations:  

1. To Avert a Serious Threat to Health or Safety . We may use and disclose health information about you when necessary to prevent a serious threat to your 
health and safety or the health and safety of the public or another person. 

2. Required By Law . We will disclose health information about you when required to do so by federal, state or local law. 
3. Research. We may use and disclose health information about you for research projects that are subject to a special approval process. We will ask you for your 

permission if the researcher will have access to your name, address or other information that reveals who you are, or will be involved in your care at the office. 
4. Organ and Tissue Donation . If you are an organ donor, we may release health information to organizations that handle organ procurement or organ, eye or 

tissue transplantation or to an organ donation bank, as necessary to facilitate such donation and transplantation. 
5. Military , Veterans, National Security and Intelligence . If you are or were a member of the armed forces, or part of the national security or intelligence 

communities, we may be required by military command or other government authorities to release health information about you. We may also release 
information about foreign military personnel to the appropriate foreign military authority.  

6. 7ÏÒËÅÒÓȭ Compensation. We may release health information about you for workers’ compensation or similar programs. These programs provide benefits for 
work -related injuries or illness. 

7. Public Health  Risks. We may disclose health information about you for public health reason in order to prevent or control disease, injury or disability; or 
report births, deaths, suspected abuse or neglect, non-accidental physical injuries, reactions to medications or problems with products. 

8. Health Oversight  Activities . We may disclose health information to a health oversight agency for audits, investigations, inspections, or licensing purposes. 
These disclosures may be necessary for certain state and federal agencies to monitor the health care system, government programs, and compliance with civil 
rights laws. 

9. Lawsuits and Disputes . If you are involved in a lawsuit or a dispute, we may disclose health information about you in response to a court or administrative 
order. Subject to all applicable legal requirements, we may also disclose health information about you in response to a subpoena. 

10. Law Enforcement . We may release health information if asked to do so by a law enforcement official in response to a court order, subpoena, warrant, 
summons or similar process, subject to all applicable legal requirements. 

11. Coroners, Medical Examiners and Funeral Directors . We may release health information to a coroner or medical examiner. This may be necessary, for 
example, to identify a deceased person or to determine the cause of death. 

12. Information  Not Personally Identifiable . We may use or disclose health information about you in a way that does not personally identify you or reveal who 
you are. 

13. Family and Friends . We may disclose health information about you to your family members or friends if we obtain your verbal agreement to do so or if we 
give you an opportunity to object to such a disclosure and you do not raise an objection. We may also disclose health information to your family or friends if we 
can infer from the circumstances, based on our professional judgment that you would not object.  
For example, we may assume you agree to our disclosure of your personal health information to your spouse when you bring your spouse with you into the 
exam room during treatment or while treatment is discussed. 

In situations where you are not capable of giving consent (because you are not present or due to your incapacity or medical emergency), we may, using our 
professional judgment, determine that a disclosure to your family member or friend is in your best interest. In that situation, we will disclose only health 
information relevant to the person’s involvement in your care. 

14. Deceased PersoÎȭÓ 0() may be disclosed by our practice to family or others involved in the person’s care or payment for care, unless our practice knows the 
deceased preferred that certain people not receive the PHI. Disclosures are limited to the PHI directly relevant to the person’s involvement. 

  
Other Uses and Disclosures of Health Information  
We will not use or disclose your health information for any purpose other than those identified in the previous sections without your specific, written 
Authorization. We must obtain your Authorization separate from any Consent we may have obtained from you. 

If you give us Authorization to use or disclose health information about you, you may revoke that Authorization, in  writing , at any time. If you revoke your 
Authorization, we will no longer use or disclose information about you for the reasons covered by your written Authorization. However, we cannot take back any 
uses or disclosures already made with your permission. You have the right to be notified following a breach of your PHI by our practice. 

Complaints  
If you believe your privacy rights have been violated, you may file a complaint with our office or with the Secretary of the Department of Health and Human 
Services. You will not be penalized for filing a complaint . To file a complaint with our office, contact: 
  

Mid-Valley Gastroenterology 
3521 NW Samaritan Drive, Suite 101 

Corvallis, OR 97330 
541-768-6119 

 


