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NATIONAL RECREATION AND PARK ASSOCIATION




Turkey Thicket Recreation Center Wellness Program
Thank you for joining us in the Step Up to Health/Community Wellness Program being conducted at Turkey Thicket Recreation Center in cooperation with the Ivan L. Robinson Family Medicine, the National Recreation and Park Association (NRPA), and the National Institute of Health (NIH).
I ___________________________________________________, understand that I will be asked to answer questions related to my knowledge, attitudes, and behaviors regarding heart-healthy habits of nutrition and physical activity.  All of my answers will be kept confidential and my individual scores will not be reported to anyone.  Only group scores will be used to gain some understanding of whether the Community Movement Wellness Program and Step Up to Health Program impacted my group’s knowledge, attitudes, or behaviors in regard to heart-healthy eating and physical activity.  In addition, my name will not appear on any of the tests that I complete.

I also understand that if I am uncomfortable answering any of the questions, I am free to not answer them.  Refusing to answer any questions will in no way affect my participation in any of the programs.

I also agree to hold harmless Turkey Thicket Recreation Center, Ivan L. Robinson and Associates their staff, officers, and instructors all rights and claims for damages, injury, or loss to person or property which may be sustained or occur during participation in this wellness program.

I agree to provide a copy of a valid ID and insurance card (or proof of enrollment) to be eligible for services and participation
__________________________________


______________________

Signature






Date

Ivan L. Robinson, FNP-BC

1100 Michigan Avenue N.E. • Washington, DC 20017 • 202-652-0536 

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.

If you have any questions about this notice, please contact the Privacy Official for Ivan L Robinson and Associates Family Medicine, 202 652-0536.

Introduction

This Notice of Privacy Practices is provided to you as a requirement of the Health Insurance Portability and Accountability Act (HIPAA).

At Ivan L Robinson and Associates Family Medicine, we are committed to treating and using protected health information about you responsibly. This Notice of Health Information Privacy Practices describes the personal health information we collect, and how and when we use or disclose that information. This notice also describes your rights as they relate to your Protected Health Information. This Notice is effective April 14, 2003, and applies to all protected health information as defined by federal regulations.

Acknowledgment of Receipt of this Notice

You will be asked to provide a signed acknowledgment of receipt of this notice. Our intent is to make you aware of the possible uses and disclosures of your protected health information and your privacy rights. The delivery of your health care service will in no way be conditioned upon your signed acknowledgment. If you decline to provide a signed acknowledgment, we will continue to provide you treatment, and will use and disclose your protected health information for treatment, payment, and health care operations when necessary.

Understanding Your Health Record/Information

Each time you visit Ivan L Robinson and Associates Family Medicine, a record of your visit is made. Typically, this record contains your symptoms, examination and test results, diagnoses, treatment, and a plan for future care or treatment. This information, often referred to as your health or medical record, and serves as a:

•  Basis for planning your care and treatment,

•  Means of communication among the many health professionals who contribute to your care,

•  Legal document describing the care you received,

•  Means by which you or a third-party payer can verify that services billed were actually provided,

•  A tool in educating health professionals,

•  A source of data for medical research,

•  A source of information for public health officials charged with improving the health of this state and the nation,

•  A source of data for our planning and marketing,

•  A tool with which we can assess and continually work to improve the care we render and the outcomes we achieve,

Understanding what is in your record and how your health information is used helps you to: ensure its accuracy, better understand who, what, when, where, and why others may access your health information, and make more informed decisions when authorizing disclosure to others.

Your Health Information Rights

Although your health record is the physical property of Ivan L Robinson and Associates Family Medicine, the information belongs to you. 

You have the right to:

•  Obtain a paper copy of this Notice of Privacy Practices upon request,

•  Inspect and obtain a copy your health record as provided for in 45 CFR 164.524,

•  Request to Amend your health record as provided in 45 CFR 164.528,

•  Obtain an accounting of disclosures of your health information as provided in 45 CFR 164.528,

•  Request communications of your health information by alternative means or at alternative locations,

•  Request a restriction on certain uses and disclosures of your information as provided by 45 CFR 164.522, and,

•  Revoke your authorization to use or disclose health information except to the extent that action has already been taken.
Acknowledgment of Receipt of this Notice

Ivan L Robinson and Associates Family Medicine is concerned about the privacy of our patients’ health care information.  Our intent is to make you aware of the possible uses and disclosures of your protected health information and your privacy rights. The delivery of your health care service will in no way be conditioned upon your signed acknowledgement. If you decline to provide a signed acknowledgment, we will continue to provide your treatment, and will use and disclose your protected health information for treatment, payment, and health care operations when necessary.

I acknowledge that I have received the Notice of Privacy Practices for:

Ivan L Robinson and Associates Family Medicine

Name of Patient (PRINT)


Signature of Patient or Authorized Representative
Date

AUTHORIZATION TO RELEASE INFORMATION: I/We hereby authorize Ivan L Robinson and Associates Family Medicine & Urgent Care to release any medical or incidental information that may be necessary for medical benefit or in processing applications for financial benefit.  This includes but is not limited to my insurance company, Rehabilitation Services, Social Security Administration, and Worker's Compensation.

CONSENT FOR TREATMENT: I/We herby authorize Ivan L Robinson and Associates Family Medicine & Urgent Care to administer diagnostic and medical procedures as may be necessary for proper health care and wellness.

OFFICE POLICY ON PAYMENT: I understand that I am not responsible for payment of all charges.  As a courtesy, my insurance will be billed for me.  I authorize insurance benefits to be paid directly to the PRACTITIONER.

SIGNATURE_________________________________________________                    DATE_____________________

                                                    Patient (over 18 years) or responsible party










