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request and the denial. The person conducting the review will not be the person who denied your request. We will abide by the
outcome of the review.

Right to Amend.  If you feel the medical information we have about you is incorrect or incomplete, you may ask us to amend the
information. You have the right to request an amendment for as long as the information is kept by Senior Health Associates, PA.

To request an amendment, your request must be in writing and submitted to Senior Health Associates, PA, ATTN: Privacy Officer,
130 Camp St. Mary Rd, Okatie, SC 29909. In addition, you must provide a reason that supports your 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:

e Was not created by us.

¢ Is not part of the information kept by us.

e Is not part of the information which you would be permitted to inspect and copy.

e |s accurate and complete.

Right to an Accounting of Disclosures. You have the right to request an “accounting of disclosures”. This is a list of the
disclosures we have made of medical information about you.

To request this list of accounting, you must submit your request in writing to Senior Health Associates, PA, ATTN: Privacy Officer,
130 Camp St. Mary Rd, Okatie, SC 29909. Your request must state a time period which may not be longer that six years and may
not include dates before April 14, 2003. We will provide you with one free accounting each year. For subsequent requests, we
will charge a $25.00 fee per request.

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 discloses 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. If we do agree, we will comply with your request unless the
information is needed to provide you with emergency treatment.

To request restrictions, your must make your request in writing to Senior Health Associates, PA, ATTN: Privacy Officer, 401 N
Woodlake Dr., Columbia, SC 29229. In your request, you must tell us what information you want to limit, whether you want us to
limit our use, disclosure or both and to whom you want the limits to apply.

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 contact you at home, not at work or at work
and not at home.

To request confidential communications, you must make your request in writing to Senior Health Associates, PA, ATTN: Privacy
Officer, 130 Camp St. Mary Rd, Okatie, SC 29909. We will not ask the reason for your request. We will accommodate all
reasonable requests. Your request must specify how and 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. To obtain a copy of this notice, you must submit your request in writing to Senior Health Associates, PA,
ATTN: Privacy Officer, 130 Camp St. Mary Rd, Okatie, SC 29909.

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.

If you believe your privacy rights have been violated, you may file a complaint with Senior Health Associates, PA or the Secretary
of the Department of Health and Human Services. The complaint to Senior Health Associates must be submitted in writing to
Senior Health Associates, BA, ATTN: Privacy Officer, 130 Camp St. Mary Rd, Okatie, SC 29909.

Other Uses of Medical Information

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.
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Other uses and disclosures{of medical information not covered by this Notice or the laws that apply to us will be made only with
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