
 

     HIPPA NOTICE 

Ridge Healthcare 100 Gorwood Dr. Coraopolis, PA  
 

NOTICE OF PRIVACY PRACTICES 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. 
Effective Date: November 6, 2025 
This Notice of Privacy Practices describes how Ridge Healthcare may use and disclose 
your protected health information (PHI) to carry out treatment, or health care operations 
(TPO) and for other purposes that are permitted or required by law. It also describes your 
rights to access and control your protected health information. 
Our Commitment to Your Privacy: We understand that medical information about you 
and your health is personal. We are committed to protecting your medical information. We 
create a record of the care and services you receive at our practice. We need this record to 
provide you with quality care and to comply with certain legal requirements. This Notice 
applies to all of the medical records generated by Ridge Healthcare. 
How We May Use and Disclose Your Protected Health Information (PHI): 
We may use and disclose your PHI for the following purposes: 

1. Treatment: We may use and disclose your PHI to provide you with medical 
treatment or services. For example, we may disclose your PHI to other healthcare 
providers who are involved in your care, such as specialists, hospitals, or 
pharmacies. 

2. Healthcare Operations: We may use and disclose your PHI for our healthcare 
operations. These uses and disclosures are necessary to run our practice and to 
ensure that all of our patients receive quality care. For example, we may use your 
PHI for quality assessment activities, staff training, and business planning. 

3. Appointment Reminders: We may use and disclose medical information to 
contact you as a reminder that you have an appointment with us. 

4. Treatment Alternatives & Health-Related Benefits and Services: We may use 
and disclose medical information to tell you about health-related benefits or 
services that may be of interest to you or about treatment alternatives. 

5. Required by Law: We may use or disclose your PHI when required to do so by 
federal, state, or local law. 

6. Public Health Activities: We may disclose your PHI for public health activities and 
purposes to a public health authority that is authorized by law to collect or receive 
such information. 

7. Reporting Victims of Abuse, Neglect, or Domestic Violence: We may disclose 
your PHI to a government authority, including social service or protective services 
agencies, if we reasonably believe you are a victim of abuse, neglect, or domestic 
violence. 

8. Health Oversight Activities: We may disclose your PHI to a health oversight agency 
for activities authorized by law, such as audits, investigations, inspections, and 
licensure. 
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9. Lawsuits and Disputes: If you are involved in a lawsuit or a dispute, we may 
disclose medical information about you in response to a court or administrative 
order. 

10. Law Enforcement: We may release medical information if asked to do so by a law 
enforcement official, under certain circumstances (e.g., in response to a court 
order, warrant, subpoena, or administrative request). 

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

12. Serious Threat to Health or Safety: We may use and disclose your PHI when 
necessary to prevent a serious threat to your health and safety or the health and 
safety of the public or another person. 

13. Military and Veterans: If you are a member of the armed forces, we may release 
medical information about you as required by military command authorities. 

14. Workers' Compensation: We may release medical information about you for 
workers' compensation or similar programs. These programs provide benefits for 
work-related injuries or illnesses. 

15. National Security and Intelligence Activities: We may release medical 
information about you to authorized federal officials for intelligence, 
counterintelligence, and other national security activities authorized by law. 

Your Rights Regarding Your Protected Health Information: 
You have the following rights regarding medical information we maintain about you: 

1. Right to Inspect and Copy: You have the right to inspect and obtain a copy of your 
PHI that may be used to make decisions about your care. 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 limited circumstances. If you 
are denied access to medical information, you may request that the denial be 
reviewed. 

2. 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 have the right to 
request an amendment for as long as the information is kept by or for the practice. 
We may deny your request for an amendment if it is not in writing or does not 
include a reason to support the request. 

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

4. 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. 

• Important Note: We are generally not required to agree to your request. However, 
we must agree to restrict disclosure of your PHI to a health plan for payment or 
healthcare operations purposes if the PHI pertains solely to a healthcare item or 
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service for which you, or someone on your behalf, has paid us in full out-of-pocket, 
and the disclosure is not otherwise required by law. 

5. 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. We will accommodate all reasonable requests. 

6. Right to a Paper Copy of This Notice: You have the right to a paper copy of this 
Notice. You may ask us for a copy of this Notice at any time. 

7. Right to be Notified of a Breach: You have the right to be notified in the event of a 
breach of your unsecured protected health information. 

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 authorization. If you provide us 
authorization to use or disclose medical 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 medical information about you for the reasons covered by your written 
authorization. We are unable to take back any disclosures we have already made with your 
authorization. 
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 copy of the current Notice in our office. 
The Notice will contain the effective date on the first page. 
Complaints: 
If you believe your privacy rights have been violated, you may file a complaint with our 
practice or with the Secretary of the Department of Health and Human Services. To file a 
complaint with our practice, please contact: 
[HIPAA Privacy Officer Name or Title] [Phone Number] [Email Address] 
All complaints must be submitted in writing. You will not be penalized for filing a 
complaint. 
Consent for Electronic Communications 

• I understand that Ridge Healthcare may use electronic communication methods, 
including email and/or text messages, to provide me with appointment reminders,  
and other communications related to my care. I understand that while precautions 
are taken, electronic communications may not be entirely secure. By signing below, 
I consent to receive such communications. 

 
 

PATIENT ACKNOWLEDGMENT AND CONSENT FORM 
I, [                             ], acknowledge that I have received, read, and understand Ridge 
Healthcares's Notice of Privacy Practices, which describes how my protected health 
information may be used and disclosed. 
I understand that I have the right to review this Notice before signing this acknowledgment. 
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I understand that Ridge Healthcare may use and disclose my protected health information 
for the purposes of treatment, and healthcare operations. 
 
Signature    Print       Date 
 
Consent for Release of Information to Specific Individuals 
I authorize Ridge Healthcare to disclose my protected health information to the following 
individuals who are involved in my care: 

• Name: ______________________________ Relationship: _______________ Phone: ____
________________ 

• Name: ______________________________ Relationship: _______________ Phone: ____
________________ 

• Name: ______________________________ Relationship: _______________ Phone: ____
________________ 

 [ ] I understand that I can revoke this authorization at any time in writing. 
 

Patient's Signature: _________________________________________ 
Printed Name: _________________________________________ 
Date: _________________________________________ 
If signed by a Personal Representative: 
Personal Representative's Signature: _________________________________________ 
Printed Name: _________________________________________ 
Relationship to Patient: _________________________________________ 

 
For Office Use Only: 
Patient refused to sign acknowledgment: [ ] Yes [ ] No 
Reason for refusal (if 
known): __________________________________________________________________ 
Staff Member Signature: _________________________________________ 
Date: _________________________________________ 
 


