
HIPAA Notice of Privacy Practices 
This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to 
carry out treatment, payment 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.  "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 provide this notice to you by the Health Insurance Portability and Accountability Act ("HIPPA").  

 
You have the right to: 

 Get a copy of your paper or electronic medical record 
 Request correction of your paper or electronic medical record 
 Request confidential communication 
 Ask us to limit the information WCRMC shares 
 Get a list of those with whom WCRMC shared your information 
 Get a copy of this privacy notice 
 Choose someone to act for you 
 File a complaint if you believe your privacy rights have been violated 

 
You have both the right and choice to tell us your choices about what WCRMC can share. 

 Choose how little or how much information we can disclose to a family member, friend or 
others involved in your care or payment for care 

 Share information in a disaster relief situation 
 Include your information in a hospital directory 

 
In these cases, WCRMC will never share your information without your written 
permission: 

 Marketing Purposes 
 Sales of your information 
 Sharing of psychotherapy notes 
 WCRMC may contact you for fundraising efforts, but you can tell us not to contact you 

again. 
 
Uses and Disclosures of Protected Health Information: 
Your protected health information may be used and disclosed by your physician, our hospital staff 
and others outside of our facility that are involved in your care and treatment for the purpose of 
providing health care services to you, to pay your health care bills, to support the operation of the 
hospital, and any other use required by law. 
 
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 a third party. For example, we would disclose your protected health information, as 
necessary, to a home health agency that provides care for you.  Your protected health information 
may be provided to a physician to whom you have been referred to, to ensure that the physician 
has the necessary information to diagnose or treat you.  
 
Payment: 
Your protected health information will be used, as needed, to obtain payment for your health care 
services. Tor example, obtaining approval for a hospital stay may require that your relevant 
protected health information be disclosed to the health plan to obtain approval for the hospital 
admission. 
 
Healthcare Operations: 
We may use or disclose, as needed, your health information to support the business activities of 
the Hospital. These activities include, but are not limited to, quality assessment activities, employer 
review activities, training of nursing students, licensing, and conducting or arranging for other 
business activities. For example, we may disclose your protected health information to nursing 
students that care for patients in our hospital. In addition, we may use a sign-in sheet at the 
registration desk where you will be asked to sign your name.  We will share your protected health 



information with third-party "business associates" who perform various activities (for example, 
Billing, transcription services, and coding).  Business associates will also be required to protect 
your health information. 
 
Our Uses and Disclosures 
We may use or disclose your protected health information in the following situations without your 
authorization.  These situations include as Required By Law, Public Health issues (as required by 
law), Communicable Diseases Health Oversight, Abuse or Neglect, Food and Drug Administration 
requirements, Legal Proceedings, Law Enforcement, Coroners, Funeral Directors, Worker's 
Compensation, Organ and Tissue Donation, and other government requests. Under the law, we 
must make disclosures to you and when required by Secretary of the Department of Health and 
Human Services to investigate or determine our compliance with the requirements of Section 
164.500. 
If WCRMC has your substance use disorder patient records, subject to 42 CFR part 2, WCRMC will 
not share that information for investigations or legal proceedings without (1) your written consent 
or (2) a court order and a subpoena. 
 
Other permitted and required Uses and Disclosures will be made only with your consent, 
authorization, or opportunity to object unless required by law. WCRMC is required by law to 
maintain the privacy and security of your protected health information. We will let you know 
promptly if a breach occurs that may have compromised the privacy or security of your 
information. 
 
You may revoke this authorization at any time, in writing, except to the extent that the 
Hospital has taken an action in reliance on the use or disclose indicated in the authorization. 
 
HIPAA Patient Consent Form 
This form is to obtain your consent to Washington County Regional Medical Center to use and 
disclose your protected health information to carry out treatment, payment activities and health 
care operations. 
 
In this document, "I", "me", "my" refer to the patient and "Hospital", "our", "us" refers to 
Washington County Regional Medical Center and private physicians with privileges to treat patients 
at Washington County Regional Medical Center. 
 

 I have been provided with the opportunity to receive a copy of the Hospital's Notice of 
Privacy Practice.  I have the right to read this Notice before I decide whether to sign this 
consent. 

 I consent to the use or disclosure of my protected health information by the Hospital for the 
purpose of analyzing, diagnosing or providing treatment to me, obtaining payment for my 
health care bills or to conduct health care operation of the Hospital. I understand that 
analysis, diagnosis or treatment of me by the Hospital may be conditioned upon my consent 
as evidenced by my signature below.  

 I understand that I have the right to request a restriction as to how my protected health 
information is used or disclosed to carry out treatment, payment or healthcare operations of 
the Hospital.  

 This consent is effective unless and until it is revoked by you in writing.  Such revocation 
will not affect any action we took in reliance to this consent before we received your 
revocation.   

 This consent is a condition of your treatment by us. 
I have had the opportunity to read and consider the contents of this consent form and your 
Notice of Privacy Practice.  I understand that by signing this consent form, I am giving my 
consent to your use and disclosure of my protected health information to carry out 
treatment, payment activities and health care operations 

 
 
Effective Date: 2/16/2026 
Email: privacyofficer@wcrmc.com 
Phone: 478-240-2188 


