
 

Patients Name/First:____________________________________/MI_______/Last_____________________________________________ 
Address:__________________________________________________City:_____________________State:_________Zip:_____________ 
Home Phone:(           )_______-____________Cell: :(           )_______-____________Other:(          )_______-____________ 
Patient Email Address:_______________________________________________________Birthdate:  _____/_____/_____ 
Male_____Female_____ Primary Care Doctor________________________SSN#_______-_____-_______  
Preferred Language:____________________Race and/or Ethnicity:____________________ 

A GUARANTOR is the person responsible for paying the bills for the above-mentioned patient.  
If patient is under 18 years of age or is cared for by a guardian or caregiver, who is the guarantor?  

First:___________________________________/MI____/Last______________________________________________________________ 
Mailing Address:__________________________________________City:_________________________State:______Zip:_____________ 
Home Phone:(     )______-________Cell:(     )______-________Other:(     )_____-________Email :_________________________________ 
SSN#_______-_____-_______Patient’s Relationship to Guarantor:________________________________Birthdate:_____/_____/_____ 

Consent for Treatment: I, the undersigned, a patient of Evans Medical Group, requests and authorize my attending physician and whomever he may 
designate as his/her associates or assistants, to administer such treatment as is medically necessary. I voluntarily consent to said medical care, evaluation and 
treatment, as well as any information release necessary to obtain such. This would include such services, care, diagnostic procedures, and/or medical 
treatments as the physician deems reasonable and necessary. These would include, but not be limited to, the performance of services involving pathology, 
radiology and immunizations. In the event that invasive procedures are deemed medically necessary, I further understand that additional consent will be 
obtained and this consent might be verbal or written as circumstances dictate. I am aware that the practice of medicine and surgery is no exact science and I 
acknowledge that no guarantees have been made to me as to the results of treatment or examination. 
Financial Obligation for Evans Medical Group: I authorize payment of medical benefits to Evans Medical Group for services rendered. I understand 
and agree that I am financially responsible for the payment of all charges, that are my responsibility, for services provided, regardless of insurance coverage 
or other third party coverage unless waived by contractual agreements between Evans Medical Group and my insurer or if prohibited by state, federal laws or 
regulations. If the charges, that are my responsibility, are not paid within thirty (30) days of receipt of the bill, I agree to pay any additional expenses incurred 
due to the delinquent account, including collection agency cost, and/or reasonable attorney fees if applicable, if the account is placed for collection. If the 
charges, that are my responsibility, are not paid and no arrangements are made for payment to Evans Medical Group and it is necessary to send my account to 
collection, collection agency and/or attorney, I will be responsible for payment of all collection, collection agency costs and/or reasonable attorney fees.  All 
returned checks incur a $35.00 service charge or the maximum allowed by law, to be paid by cash or credit card along with balance of patients account within 
10 days of notification by Evans Medical Group, or its assigned agent. Failure to comply and meet financial responsibility may also result in a 
patient discharge from practice. 
Privacy Notice (HIPAA): by my signature below I acknowledge that the Health Insurance Portability and Accountability Act has been made available to 
me by Evans Medical Group and a copy provided, upon request, for me at my discretion. I hereby authorize Evans Medical Group to disclose information 
about myself (or another person for whom I have authority to sign) that is protected under federal law for the purposes of treatment, payment, and healthcare 
operations. I also authorize Evans Medical Group to communicate with the individuals named below about my condition or treatment, 
all other individuals will be excluded. I understand that these contacts may potentially be aware of my medical chart information at 
this office.   
 CONTACT NAME     Relationship   Phone Number 
1.______________________________________________  ____________________  (       )______-_____________ 
2.______________________________________________  ____________________  (       )______-_____________ 
3.______________________________________________  ____________________  (       )______-_____________ 

Emergency Contact? ___________________________________Phone:(     )______-________Relationship?____________ 

I acknowledge, that it is my responsibility as a patient or parent/guardian of Evans Medical Group to notify  the office in regards 
to any changes of the information provided verbally or contained within this patient information form to include insurance, 
mailing address, custody of minors and/or health information. Signature required by patient, parent if minor child, guardian, or 
representative if Medicare, for acknowledgement of the above Consent of Treatment, Financial Obligation and Privacy Notice: 
 
Signature:______________________________________________________________Date:__________________________ 

06/2010 

1. Primary Insurance Co: 
____________________________________ 
ID:#________________________________ 
Insured Person Name: 
____________________________________ 
DOB:___/___/___SS#__________________ 

2. Secondary Insurance Co: 
____________________________________ 
ID:#________________________________ 
Insured Person Name: 
____________________________________ 
DOB:___/___/___SS#__________________ 

3. Tertiary Insurance: 
____________________________________ 
ID:#________________________________ 
Insured Person Name: 
____________________________________ 
DOB:___/___/___SS#__________________ 

Contact me: It is my understanding that appointment reminders are by phone call to the primary phone listed above. ________Initial 
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DATE:___________________ 
 
NAME___________________________________________       DATE OF BIRTH ______________________ 
 
PAST MEDICAL HISTORY      Have you been diagnosed with a medical condition?    Circle all that apply:        
Diabetes,    High Blood Pressure,   High Cholesterol,   Heart Rhythm Problems,   Coronary Disease (such as Heart Attack or Angina), 
Congestive Heart Failure,  Asthma,  Emphysema or  other Lung Problems,   Seizures,   Acid Reflux ( GERD),  Stomach Ulcers,  Intestinal 
Problems,    Kidney Problems,  Anemia,  Cancer- what kind___________,  Depression,    Anxiety,  Arthritis,   Major Back Problems,  
Osteoporosis.       
Other___________________________________________________________________ 
 
Have you ever been hospitalized for any reason other than surgery   ?        ______No            ______Yes               
Date _____________    Reason for hospitalization  ____________________________________________________________ 
Date _____________    Reason for hospitalization  ____________________________________________________________ 
List any doctors you see regularly and their specialty:    _________________________________________________________ 
______________________________________________________________________________________________________ 
 
Have you ever had surgery?       ______No           ______Yes      Circle all that apply and give DATE/YEAR of surgery 
Tonsils _______     Gallbladder_______     Appendix_______     Hysterectomy_______     Hernia_______      
 C-section_____________     Breast Biopsy or Mastectomy______________   Breast Implants____________           
 
(Other, please list) 
                       Type of surgery                                                                                       Date 
  

  

  

  

 
FEMALE PATIENTS:  How many times have you been pregnant?   _______        Miscarried _______        Aborted  _______ 
    Have you had an abnormal Pap Smear in the past       _______No       ______Yes 
    If yes explain outcome  ____________________________________________________________________                                                    
 
 
List all medications you currently take (including vitamins, remedies and non prescription medications). 
               
                Name                                                         Strength                                              Directions   (once a day, etc) 
 
   

   

   

   

   

   

   

 
 
Are you allergic to any medication?       ______No      ______ Yes        
Medication____________________________________  Reaction______________________________ 
                  ____________________________________                ______________________________ 
                  ____________________________________                ______________________________ 
                  ____________________________________                _______________________________ 

 
Caring for the Whole Family  www.evans.md  

http://www.evans.md/
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SOCIAL HISTORY     
 
Preferred Nickname ___________________________________________        
Marital status :  Circle one         Single          Engaged           Married          Widowed           Separated           Divorced    
Who lives in your home with you? ( Children,Grandparents, other relatives)___________________________________  
Do you have any children?   ______No     ______Yes                  Number of children ____________ 
Occupation:  ________________________________________________________________________ 
Highest level of education completed  ______________________________________________________ 
School attended:  _________________________________________________________________________________________ 
Hobbies:  ________________________________________________________________________________________________ 
Inside pets:     ______No       ______Yes           Type: ____________________________________________________________ 
Religion:   _________________________________       Church attended:  ___________________________________________ 
To what level is religion (and/or God) a source of strength and comfort to you?            Circle one 
 Not very much                Somewhat                  Quite a bit                 A great deal 
Have you ever been exposed to TB (tuberculosis) or worked in a prison or with homeless people?   ______No      ______Yes 
 
Have you ever traveled overseas?  ______No      ______Yes       To which country/countries? _____________________________ 
 
Do you smoke?   ______No     ______Yes           Packs per day  ______________       Year started _________________ 
Have you smoked in the past?   ______No   ______Yes     Year started ______________     Year stopped _______________ 
Do you use any smokeless tobacco products (chewing tobacco or dip)?      ______No                  ______Yes 
 
Do you drink alcohol?      ______No           ______Yes       Amount per day:   Circle one       <1        1,        2,        3,        4+ 
Type:   Circle all that apply              Beer                Wine                Mixed drink                  Hard liquor 
Have you ever used illegal drugs?     ______None        ______Past        ______Recent past        ______Present 
Type of drug: ___________________________________________________________________ 
Are you sexually active outside of marriage?  ______No     ______Yes 
Do you have any risk factors for HIV, such as IV drug use, multiple sex partners, or past of present gay lifestyle? 
______No      ______Yes 
Have you ever received a blood transfusion?   ______No      ______Yes 
 
FAMILY HISTORY     (Specifically;    Father,    Mother,     Sister,    Brother) 
Condition/Disease                                                   Circle one                                      Relative/ Relatives        
Diabetes Yes No  

Heart Attack/Heart Disease Yes No  

Stroke Yes No  

High Blood Pressure Yes No  

High Cholesterol Yes No  

Drug/Alcohol Problem Yes No  

Psychiatric Problem Yes No  

Colon Cancer/Polyps Yes No  

Breast Cancer (including grandmothers) Yes No  

Prostate Cancer (including grandfathers) Yes No  

Osteoporosis (including grandparents) Yes No  

 
 
Other family history that you may think your physician may consider important information concerning your health.  
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 



project, for exam
ple, to help them

 look for patients w
ith specific m

edical needs, as long as the 
m

edical inform
ation they review

 does not leave the P
ractice. W

e w
ill alm

ost alw
ays ask for your 

specific perm
ission if the researcher obtains access to your nam

e, address or other inform
ation that 

reveals w
ho you are, or w

ill be involved in your care at the P
ractice. 

To A
vert a Serious Threat to H

ealth or Safety. W
e m

ay use and disclose m
edical inform

ation 
about you w

hen necessary to prevent a serious threat to your health and safety or the health and 
safety of the public or another person. A

ny disclosure, how
ever, w

ould only be to som
eone able to 

help prevent the threat.  
Treatm

ent A
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edical inform

ation to inform
 you about, 

recom
m
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ent options or alternatives that m
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 � C
oroners, M

edical Exam
iners and Funeral D

irectors. W
e m

ay release m
edical inform

ation to a 
coroner or m

edical exam
iner, in order to identify a deceased person or determ

ine the cause of 
death. W

e m
ay also release m

edical inform
ation about patients of the P

ractice to funeral directors 
as necessary to carry out their services. 
� 

H
ealth O

versight A
ctivities. W

e m
ay disclose m

edical inform
ation to a health oversight agency 

for 
activities 

authorized 
by 

law
. 

These 
oversight 

activities 
include, 

for 
exam

ple, 
audits, 

investigations, inspections, and licensure. These activities are necessary for the 
governm

ent to m
onitor the health care system

, governm
ent program

s, and com
pliance w

ith civil 
rights law

s. 
� 

Inm
ates. 

If you are an inm
ate of a correctional institution or under the custody of a law

 
enforcem

ent official, w
e m

ay release m
edical inform

ation about you to the correctional institution or 
law

 enforcem
ent official. This release w

ould be necessary: (1) for the 
institution to provide you w

ith health care; (2) to protect your health and safety or the health and 
safety of others; or (3) for the safety and security of the correctional institution. 
� 

Law
 Enforcem

ent. W
e m

ay release m
edical inform

ation if asked to do so by a law
 enforcem

ent 
official: 
° In response to a court order, subpoena, w

arrant, sum
m

ons or sim
ilar process; 

° To identify or locate a suspect, fugitive, m
aterial w

itness, or m
issing person; 

° 
A

bout the victim
 of a crim

e if, under certain lim
ited circum

stances, w
e are unable to obtain the 

person's agreem
ent; 

° A
bout a death w

e believe m
ay be the result of crim

inal conduct; 
° A

bout crim
inal conduct at the P

ractice; and 
° 

In em
ergency circum

stances to report a crim
e; the location of the crim

e or victim
s; or to identify, 

description or location of the person w
ho com

m
itted the crim

e. 
� 

Law
suits and D

isputes. If you are involved in a law
suit or a dispute, w

e m
ay disclose m

edical 
inform

ation about you in response to a court or adm
inistrative order. W

e m
ay also disclose m

edical 
inform

ation about you in response to a subpoena, discovery request, or other law
ful process by 

som
eone else involved in the dispute, but only if efforts have been m

ade to tell you about the 
request or to obtain an order protecting the inform

ation requested. 
� 

M
ilitary and Veterans. If you are a m

em
ber of the arm

ed forces, w
e m

ay release m
edical 

inform
ation about you as required by m

ilitary com
m

and authorities. W
e m

ay also release m
edical 

inform
ation about foreign m

ilitary personnel to the appropriate foreign m
ilitary authority. 

� 
N

ational Security and Intelligence A
ctivities. W

e m
ay release m

edical inform
ation about you to 

authorized federal officials for intelligence, counterintelligence, and other national security activities 
authorized by law

. 
� 

O
rgan and Tissue D

onation. If you are an organ donor, w
e m

ay release m
edical inform

ation to 
organizations that handle organ procurem

ent or organ, eye or tissue transplantation or to an organ 
donation bank, as necessary, to facilitate organ or tissue donation and transplantation. 
� 

Protective Services for the President and O
thers. W

e m
ay disclose m

edical inform
ation about 

you to authorized federal officials so they m
ay provide protection to the P

resident, other authorized 
persons, and foreign heads of state or conduct special investigations.  
� 

Public H
ealth 

R
isks. 

W
e 

m
ay 

disclose 
m

edical 
inform

ation 
about 

you for public health activities. These 
activities 

generally 
include 

the 
follow

ing, 
but are not lim

ited 
to: 

° 
P

reventing or controlling disease, 
injury or disability; 
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 The follow
ing categories describe different w

ays that w
e use and disclose m

edical inform
ation. For 

each category of uses or disclosures, w
e w

ill elaborate on the m
eaning and provide m

ore specific 
exam

ples, if you request. N
ot every use or disclosure in a category w

ill be listed. H
ow

ever, all of the 
w

ays w
e are perm

itted to use and disclose inform
ation w

ill fall w
ithin one of the categories. 

 For Paym
ent. W

e m
ay use and disclose m

edical inform
ation about you so that the treatm

ent and 
services you receive at the P

ractice m
ay be billed to and paym

ent m
ay be collected from

 you, an 
insurance com

pany or a third party. For exam
ple: w

e m
ay disclose your record to an insurance 

com
pany, so that w

e can get paid for treating you. 
For Treatm

ent. W
e m

ay use m
edical inform

ation about you to provide you w
ith m

edical treatm
ent 

or services. W
e m

ay disclose m
edical inform

ation about you to doctors, nurses, technicians, m
edical 

students, or other personnel w
ho are involved in taking care of you at the P

ractice or the hospital. 
For exam

ple, w
e m

ay disclose m
edical inform

ation about you to people outside the P
ractice w

ho 
m

ay be involved in your m
edical care, such as fam

ily m
em

bers, clergy or other persons that are part 
of your care. 
For H

ealth C
are O

perations. W
e m

ay use and disclose m
edical inform

ation about you for health 
care operations. These uses and disclosures are necessary to run the P

ractice and ensure that all 
of 

our 
patients 

receive 
quality 

care. 
W

e 
m

ay 
also 

disclose 
inform

ation 
to 

doctors, 
nurses, 

technicians, m
edical students, and other P

ractice personnel for review
 and learning purposes. For 

exam
ple, w

e m
ay review

 your record to assist our quality im
provem

ent efforts. W
H

O
 W

ILL FO
LLO

W
 

TH
IS

 N
O

TIC
E

. This notice describes our P
ractice's policies and procedures and that of any health 

care professional authorized to enter inform
ation into your m

edical chart, any m
em

ber of a volunteer 
group w

hich w
e allow

 to help you, as w
ell as all em

ployees, staff and other P
ractice personnel. 
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. E

vans 
M

edical G
roup creates a record of the care and services you receive at the P

ractice. W
e 

need this record in order to provide you w
ith quality care and to com

ply w
ith certain legal 

requirem
ents. This notice applies to all of the records of your care generated by the 

P
ractice, w

hether m
ade by P

ractice personnel or by your personal doctor. The law
 

requires us to: m
ake sure that m

edical inform
ation that identifies you is kept private; give 

you this notice of our legal duties and privacy practices w
ith respect to m

edical 
inform

ation about you; and to follow
 the term

s of the notice that is currently in effect. 
O

ther w
ays w

e m
ay use or disclose your protected healthcare inform

ation include: 
appointm

ent rem
inders; as required by law

; for health-related benefits and services; to 
individuals involved in your care or paym

ent for your care; research; to avert a serious 
threat to health or safety; and for treatm

ent alternatives. 
O

ther uses and disclosures of your personal inform
ation could include disclosure to, or 

for: 
coroners, 

m
edical 

exam
iners 

and 
funeral 

directors; 
health 

oversight 
activities; 

inm
ates; law

 enforcem
ent; law

suits and disputes; m
ilitary and veterans; national security 



and 
intelligence 

activities; 
organ 

and 
tissue 

donation; 
protective 

services 
for 

the 
P

resident and others; public health risks; and w
orker's com

pensation. 
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  You have the follow
ing rights regarding m

edical inform
ation w

e m
aintain about you: 

R
ight to a Paper C

opy of this N
otice. You have the right to a paper copy of this notice. You m

ay 
ask us to give you a copy of this notice at any tim

e.  
R

ight to Inspect and C
opy. You have the right to inspect and copy m

edical inform
ation that m

ay 
be used to m

ake decisions about your care. W
e m

ay deny your request to inspect and copy in 
certain very lim

ited circum
stances. 

R
ight to A

m
end. If you feel that m

edical inform
ation w

e have about you is incorrect or incom
plete, 

you m
ay ask us to am

end the 
inform

ation. You have the right to request an am
endm

ent for as long as the inform
ation is kept by, 

or for, the P
ractice. To request an 

am
endm

ent, your request m
ust be m

ade in w
riting and subm

itted to the P
rivacy O

fficer and you 
m

ust provide a reason that supports your 
request. W

e m
ay deny your request for an am

endm
ent.  

R
ight to R

equest R
estrictions. You have the right to request a restriction or lim

itation on the 
m

edical inform
ation w

e use or disclose about you for treatm
ent, paym

ent or health care operations. 
You also have the right to request a lim

it on the m
edical inform

ation w
e disclose about you to 

som
eone w

ho is involved in your care or the paym
ent for your care, like a fam

ily m
em

ber or friend. 
W

e are not required to agree to your request. If w
e do agree, w

e w
ill com

ply w
ith your request 

unless the inform
ation is needed to provide you em

ergency treatm
ent. To request restrictions, you 

m
ust m

ake your request in w
riting to the P

rivacy O
fficer. 

R
ight 

to 
R

equest 
C

onfidential 
C

om
m

unications. 
You have the right to request that w

e 
com

m
unicate w

ith you about m
edical m

atters in a certain w
ay or at a certain location. You m

ust 
m

ake your request in w
riting and you m

ust specify how
 or w

here you w
ish to be contacted. 

R
ight to an 

A
ccounting of D

isclosures. 
Y

ou have the right to request an "accounting of 
disclosures." This is a list of the disclosures w

e m
ade of m

edical inform
ation about you. To request 

this list or accounting of disclosures, you m
ust subm

it your request in w
riting to the P

rivacy O
fficer.  

C
H

A
N

G
E

S
 TO

 TH
IS

 N
O

TIC
E

. W
e reserve the right to change this notice. W

e w
ill post a copy of the 

current notice in the P
ractice's w

aiting room
.  

C
O

M
P

LA
IN

TS
. If you believe your privacy rights have been violated, you m

ay file a com
plaint w

ith 
the P

ractice or w
ith the S

ecretary of the D
epartm

ent of H
ealth and H

um
an S

ervices.  
To file a com

plaint w
ith the P

ractice, contact: 
 

E
vans M

edical G
roup 

A
ttn: H

IP
A

A
 O

fficer 
465 N

orth B
elair R

oad, S
uite 1B

 
E

vans, G
eorgia   30809 

or 
O

ffice for C
ivil R

ights 
 U

.S
. D

ept. of H
ealth and H

um
an S

ervices 
200 Independence A

venue, S
.W

., R
oom

 509F, H
H

H
 B

uilding 
W

ashington, D
C

   20201 
 

A
ll 

com
plaints m

ust be subm
itted in w

riting. 
 You w

ill not be penalized for filing a com
plaint.  

    

This is a N
otice of Privacy Policy only. Signature required on the Evans 

M
edical 

G
roup 

Acknow
ledgem

ent 
of 

R
eceiving 

Privacy 
Policy 

and 
Authorization to U

se and D
isclose P

rotected H
ealth Inform

ation. 
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ther uses and disclosures of m
edical inform

ation 
not covered by this notice or the law

s that apply to use w
ill be m

ade only w
ith your w

ritten 
authorization. If you provide us perm

ission to use or disclose m
edical inform

ation about you, you 
m

ay revoke that perm
ission, in w

riting, at any tim
e. If you have any questions about this notice or 

w
ould like to receive a m

ore detailed explanation, please contact our P
rivacy O

fficer. 
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. E

vans M
edical G

roup 
understands that m

edical inform
ation pertaining to you and your health is personal. W

e are 
com

m
itted to protecting your m

edical inform
ation. W

e create a record of the care and services you 
receive at the P

ractice. W
e need this record in order to provide you w

ith quality care and to com
ply 

w
ith certain legal requirem

ents. This notice applies to all of the records of your care generated by 
the P

ractice, w
hether m

ade by P
ractice personnel or by your personal doctor. Y

our personal doctor 
m

ay have different policies or notices regarding the doctor's use and disclosure of your m
edical 

inform
ation created in the doctor's office or clinic. This notice w

ill inform
 you about the different w

ays 
in w

hich w
e m

ay use and disclose m
edical inform

ation about you. W
e also describe your rights and 

certain obligations w
e have regarding the use and disclosure of m

edical inform
ation. 

 The law
 requires us to: 

• 
M

ake sure that m
edical inform

ation that identifies you is kept private; 
• 

G
ive you this notice of our legal duties and privacy practices w

ith respect to m
edical 

inform
ation about you; and 

• 
Follow

 the term
s of the notice that is currently in effect. 
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F IN

FO
R

M
A

TIO
N

 TH
A

T W
E

 M
A

Y
 U

S
E

 O
R

 D
IS

C
LO

S
E

 IN
C

LU
D

E
. 

 A
ppointm

ent R
em

inders. W
e m

ay use and disclose m
edical inform

ation to contact you as a 
rem

inder that you have an  appointm
ent for treatm

ent or m
edical care at the P

ractice. 
A

s R
equired B

y Law
. W

e w
ill disclose m

edical inform
ation about you w

hen required to do so by 
federal, state or local law

. 
Fundraising A

ctivities. W
e m

ay use m
edical inform

ation about you to contact you in an effort to 
raise m

oney for the P
ractice and its operations. W

e m
ay disclose m

edical inform
ation to a 

foundation related to the practice so that the foundation m
ay contact you in raising m

oney for the 
P

ractice. W
e w

ould only release contact inform
ation, such as your nam

e, address and phone 
num

ber and the dates you received treatm
ent or services at the P

ractice. If you do not w
ant the 

P
ractice to contact you for fundraising efforts, you m

ust notify in w
riting. 

H
ealth-R

elated B
enefits and Services. W

e m
ay use and disclose m

edical inform
ation to tell you 

about health-related benefits or services that m
ay be of interests to you. 

Practice D
irectory. W

e m
ay include certain lim

ited inform
ation about you in the practice directory 

w
hile you are a patient at the P

ractice. This inform
ation m

ay include your nam
e, location in the 

P
ractice, your general condition (e.g. fair, stable, etc.) and your religious affiliation. The directory 

inform
ation, except for your religious affiliation, m

ay also be released to people w
ho ask for you by 

nam
e. Y

our religious affiliation m
ay be given to a m

em
ber of the clergy, such as a priest or rabbi, 

even if they do not ask for you by nam
e. This is so your fam

ily, 
friends and clergy can call the P

ractice about you and generally know
 how

 you are faring. 
Individual Involved in Your C

are or Paym
ent for Your C

are. W
e m

ay release m
edical inform

ation 
about you to a friend or fam

ily m
em

ber w
ho is involved in your m

edical care. W
e m

ay also give 
inform

ation to som
eone w

ho helps pay for your care. W
e m

ay also inform
 your fam

ily or friends 
about your condition. In addition, w

e m
ay disclose m

edical inform
ation about you to an entity 

assisting in a disaster relief effort so that your fam
ily can be notified about your 

condition, status and location. 
R

esearch. U
nder certain circum

stances, w
e m

ay use and disclose m
edical inform

ation about you 
for research purposes. For exam

ple, a research project m
ay involve com

paring the health and 
recovery of all patients w

ho received another treatm
ent, for the sam

e condition. A
ll research 

projects, how
ever, are subject to a special approval process. This process evaluates a proposed 

research project and its use of m
edical inform

ation in order to balance the research needs w
ith 

patients' need for privacy of their m
edial inform

ation. B
efore w

e use or disclose m
edical inform

ation 
for research, the project w

ill have been approved through this research approval process, but w
e 

m
ay, how

ever, disclose m
edical inform

ation about you to people preparing to conduct a research 
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