PAUL VISION INSTITUTE
1613 Military Cutoff Road, Suite 230 Wilmington, NC 28403

This Notice of Privacy Practices describes how we may use and disclose your protected health
information to carry out treatment, payment or health care operations and for other purposes that are
permitted or required by law. It also describes your rights to access and control your protected health
information. “Protected health information” is information about you, including demographic
information, that may identify you and that relates to your past, present or future physical or mental health
or condition and related health care services.

We are required to abide by the terms of this Notice of Privacy Practices. We may change the
terms of our notice, at any time. The new notice will be effective for all protected health
information that we maintain at that time. Upon your request, we will provide you with any
revised Notice of Privacy Practices. You may request a revised version by accessing our website,
www.PaulVisionlInstitute.com, calling the office (910.256.6364) and requesting that a revised copy
be sent to you in the mail or asking for one at the time of your next appointment.

USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION

Your protected health information may be used and disclosed by your physician, our office staff and
others outside of our offices who are involved in your care and treatment for the purpose of providing
health care services to you. Your protected health information may also be used and disclosed to pay
your health care bills and to support the operation of your physician’s practice.

Treatment: We will use and disclose your protected health information to provide, coordinate, or
manage your health care and any related services. This includes the coordination or management of your
health care with another provider.

Payment: Your protected health information will be used and disclosed, as needed, to obtain payment
for your health care services provided by us or by another provider. This may include certain activities
that your health insurance plan may undertake before it approves or pays for the health care services we
recommend for you such as: making a determination of eligibility or coverage for insurance benefits,
reviewing services provided to you for medical necessity, and undertaking utilization review activities.

By my signature below, | acknowledge that | have read the above Notice of Privacy Practices.
I also certify that my signature authorizes Paul Vision Institute to release or disclose my medical
information to insurance companies and/or health benefit programs.

I request that payment of authorized Medicare benefits be made either to me or on my behalf to
Dr. Edward L. Paul, Jr. and/or Associates for any service furnished to me by that physician. | authorize
release to the Centers for Medicare and Medicaid Services and its agents any medical information about
me needed to determine the payments for related services.

(Signature of Patient or Patient’s Agent/Representative) (Date)

(Print Name)


http://www.paulvisioninstitute.com/

