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 Gastroenterology Atlanta LLC  

5669 Peachtree Dunwoody Rd. Suite 240 Atlanta, GA 30342 (404)257-0000 
 

PATIENT INFORMATION 
Name:________________________________  Date of Birth:_____________________ 

Gender:    Male   Female      SSN:____________________________   Marital Status:__________ 

Address:_______________________________________________________________________ 

               _______________________________________________________________________ 

Phone Numbers  Cell#:____________________  Home#:_________________ Work#:______________ 

Email:____________________________________                Preferred Method Of Contact:__________ 

Emergency Contact: Name:________________________    Relationship:_________________________ 

          Phone#:____________________________________________________________ 

Insurance Primary 
Carrier:_____________________ Policy#:________________________    Group#_____________ 

 Subscriber Name:______________________  Subscriber DOB:__________________  

 Relationship to Patient:_________________  Employer:_______________________ 

Insurance Secondary 

Carrier:_____________________ Policy#:________________________    Group#_____________ 

Subscriber Name:______________________  Subscriber DOB:__________________  

Relationship to Patient:_________________  Employer:_______________________ 

Were you referred to our practice by another physician?   ___ NO   ___YES 

If yes, please provide the following information: 

Provider Name:______________________________________ Phone#:_________________ 

Address:____________________________________________________________________ 

              _____________________________________________________________________ 

Other Healthcare Providers: 
Please provide any other healthcare providers that you would like to include in your treatment: 

Provider Name:____________________________________ Phone#:_____________________ 

Address:__________________________________________________________________________ 

              ___________________________________________________________________________ 
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                                     Gastroenterology Atlanta LLC  

5669 Peachtree Dunwoody Rd. Suite 240 Atlanta, GA 30342 (404)257-0000 
 

 
Financial Policy 

Insurance Plans and Policies  
-We participate with most insurance plans.   
-It is your responsibility to check with your insurance plan prior to your visit to make sure we are in 
network and a participating provider.  
- If you have an insurance that requires a referral, it is your responsibility to contact your PCP (Primary 
Care Physician) prior to being seen. If we do not have a referral on file, the bill is your responsibility.  
- Knowing your insurance benefits is your responsibility.  
- As a courtesy, Gastroenterology Atlanta LLC will verify your insurance and take care of any 
precertification that may be needed prior to any endoscopy procedures.  
Proof of Insurance  
- A copy of a valid insurance card will be needed on the day of your appointment.  
- It is your responsibility to provide our office with this information. If you do not have a copy of your 
card, you will be considered a self-pay patient.  
Copayments and Billing Statements  
- Copayments are due at the time of your visit.  
- All copayments and deductibles are based upon Primary Insurance coverage. . 
- Please remember that we are contractually obligated by your insurance company to collect 
copayments and deductibles.  
- We will file your charges with your insurance company. You will be responsible for payment of any 
remaining balance.  
- If any deposit or copays are due at the time of your endoscopy procedure, our office will let you know 
ahead of time so you can make appropriate arrangements.  
- If you cannot pay your balance in full, our office will be happy to set up payment arrangements. It will 
be your responsibility to contact our billing department and arrange payment plan.  
We accept Cash, Check, or Credit Cards (Visa or Mastercard or American Express)  
- Returned checks are subject to a $30.00 fee.  

Failure to receive your statement does not relieve you from your financial obligation. It is the patient’s 

responsibility to notify our office with any address or contact changes.  

 

________________________________   __________________________ 
            Patient Name (Print)                                                               Date of Birth 
 
________________________________   __________________________ 
       Signature of Patient/Guarantor                Today’s Date 
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GASTROENTEROLOGY ATLANTA LLC PATIENT RIGHTS 

 1. To become informed of his/her rights as a patient in advance of, or when discontinuing, the provision 

of care. Patient may use appointed representative. 

 2. Exercise these rights without regard to race, sex, cultural, educational or religious background or the 

source of payment for care. 

 3. To have considerate and respectful care, provided in a safe environment, free from all forms of abuse 

or harassment. 

 4. Remain free from seclusion or restraints of any form that are not medically necessary. 

 5. Coordinate his/her care with physicians and healthcare providers they will see.  

6. Receive information from the physician about illness, course of treatment and the prospects for 

recovery in terms that he/she can understand.  

7. Receive information about any proposed treatment or procedure as needed to give informed consent 

or to refuse treatment. Except in emergencies, this information shall include a description of the 

procedure or treatment, the medically significant risks involved in the treatment, alternate course of 

treatment of non-treatment and the risks involved.  

8. Have a family member or representative of his/her choice be involved in his/her care.  

9. Full consideration of patient privacy concerning consultation, examination, treatment and surgery.  

10. Confidential treatment of all communications and records pertaining to patient care. Written 

permission will be obtained before medical records can be released to anyone not directly concerned 

with patient care.  

11. Access information to his/her medical record within reasonable time frame (48 hours).  

12. May leave the facility even against medical advice.  

13. Have access to facility grievance process; to communicate any of his/her care problems; to voice 

grievances regarding treatment or care that is (or fails to be) furnished and receive written notice of the 

Ambulatory Surgery Center’s decision.  

14. Be informed by physician or designee to the continuing healthcare requirements after discharge 

including appointments as well as the physician providing the care.  

15. Examine and receive an explanation of the bill regardless of source of payment.  

16. Have all patient’s rights apply to the person who has legal responsibility to make decisions regarding 

medical care on behalf of the patient.  

17. All facility personnel performing patient care activities shall observe these above rights.  

18. To be advised as to the reason for the presence of any individual involved in your healthcare.  
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GASTROENTEROLOGY ATLANTA LLC PATIENT RESPONSIBILITIES 

 1. The patient has the responsibility to provide accurate and complete information concerning present 

complaints, past illnesses, hospitalizations or any other health related issues.  

2. The patient is responsible for making it known whether the planned surgical procedure/treatment 

risks, benefits and alternative treatments have been explained and understood.  

3. The patient is responsible for following the treatment plan established by the physician, including 

instructions by nurses and other healthcare professionals, given by the physician.  

4. The patient is responsible for keeping appointments or notifying the facility/physician in advance if 

unable to do so and understand that cancelling the procedure within 24 hours may result in a charge of 

$100.00.  

5. The patient accepts full responsibility for refusal of treatment and/or not following directions.  

6. The patient is responsible for assuring that the financial obligations of his/her care are fulfilled as 

promptly as possible.  

7. The patient is responsible for being respectful for the rights of others in the facility.  

8. The patient is responsible for following facility policies and procedures.  

9. The patient is responsible for notifying the staff if they have any safety concerns.  

10. The patient has the responsibility to provide a responsible adult to transport him/her home from the 

facility.  

11. The patient is responsible for informing facility personnel about any living will, medical power of 

attorney, or other directive that could affect his/her care.  

Complaints Against the Physician:    Complaints Against Nursing Staff: 

Composite State Board of Medical Examiners      Professional Licensing Boards Division 
Attn: Ms. Gladys Henderson    Georgia Board of Nursing 
2 Peachtree Street, NW, 36th Floor   237 Coliseum Drive 
Atlanta, GA 30303     Macon, GA 31217 
(404)657-6487      (478)207-2440 
 

Issues Regarding Medicare: Visit Medicare Ombudsman’s Webpage at                                                                                                                                                

www.cms.hhs.gov/center/ombudsman.asp or (800)MEDICARE                                                                                                                                                                                                                                                                             

 
 
 
 
 

http://www.cms.hhs.gov/center/ombudsman.asp
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ADVANCE DIRECTIVES 
Adult patients 18 years or older should communicate their wishes regarding advance directives to their 
significant others. This guides significant others and healthcare providers in following patients’ wishes 
should they become incapacitated or unable to make decisions.  
State law recognizes the Georgia Advance Directive for Healthcare, which combines the best features of 
a Living Will and Power of Attorney for Healthcare into one written document.  

 

❍ Living Will – A legal document informing the physician and health care provider of the lifesustaining 
treatments or procedures the patient wants when in a terminal condition or a persistently unconscious 
state.  

❍ Appointment of Health Care Proxy (AHCP) – A legal document allowing the patient to appoint another 
person to make medical decisions should they become temporarily or permanently unable to make 
those decisions.  

❍ Do Not Resuscitate (DNR) – A legal document stating the patient’s desire not to have 
cardiopulmonary resuscitation in the event of cardiac or respiratory arrest. These documents will be 
collectively referred to as advance directive from here forward.  
 
• The patient is responsible for informing their provider about any advance directive, including a living 
will and/or medical power of attorney, which may affect their care.  
• During the scheduling process, patients or their appointed healthcare proxy will be asked whether 
they have any advance directives. If so, patients are required to provide the document(s) which will be 
placed prominently in the patient’s chart.  
• Patients may request copies of the advance directive they provided by contacting the physician's 
office.  
 
 RELEASE OF INFORMATION  
I hereby authorize Gastroenterology Atlanta LLC to release any information acquired in the course of my 
examination, treatment, procedure to: Any physician, medical practitioner, hospital, clinic, or other 
medical or medically related facility, or insurance company. I understand that the information released 
to these facilities will be used in furthering or processing my claim with my insurance. The information 
released will not be given, sold, or transferred to any other person not mentioned above. I understand 
that I am entitled to a photocopy of the authorization upon request.  
 
AUTHORIZATION TO PAY BENEFITS TO PHYSICIANS  
I understand that my insurance company may send payments for the rendered services to me. I hereby 
assign to the above named physician all surgical, medical insurance, and/or other benefits, if any, 
otherwise payable to me for their services as described below. I agree to endorse the checks over to the 
doctor. I understand that if I use the insurance proceeds for my personal use, I have committed 
insurance fraud. I hereby authorize and direct payment directly to the above named physicians from the 
obligor of said benefits. Further, I hereby assign and convey to the above named physicians, unless 
charges for their services have been paid, so much of any cause of action or right of recovery and any 
payment proceeds relating thereto, that I may have against any third party and direct may attorney, if 
one has been retained as well as any person or insurance company obligated to pay damages or 
restitution to me, to deduct the amount of any outstanding bill for the above named physician’s services 
from any settlement proceeds or other proceeds to be paid directly to me, prior to receiving said 
proceeds. I further understand that should any account with Gastroenterology Atlanta LLC be turned 
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over to a collection agency, I will be responsible for any additional interest on my outstanding balance or 
charges that may be incurred in the collection of my account.  
 
 
 
BILLING INFORMATION  
There will be three separate billings for any procedure, possibly four separate charges if any biopsies or 
tissue or cells are removed during the procedure(s). 
1. A charge from Gastroenterology Atlanta LLC for your surgeon’s fee. This charge is what your physician 
charges for performing the procedure.  
2. A charge from the facility for a facility fee. This charge covers the use of the operating and recovery 
rooms, equipment, supplies and medications necessary to perform the procedure. It also covers the 
services of clinical staff.  
3. A charge for anesthesia. This charge covers the sedation/analgesia and the anesthetist’s charge for 
administering and supervising the anesthesia services provided during your procedure.  
4. A charge for pathology. This charge covers the examination of tissues or cells removed during your 
procedure.  
 
GRIEVANCE PROCEDURE All alleged grievances will be fully documented, investigated and reported to 
the persons in authority at Gastroenterology Atlanta. Any substantiated allegation will be reported to 
the State or Local Authority or both. The grievance documentation will include the process for how the 
grievance was addressed. The patient will be provided a thorough written notice of its decision within 
10 days which will contain the name of the Gastroenterology Atlanta LLC’s contact person. Contact 
information for the state is included in the Bill of Rights and Responsibilities. 



Gastroenterology Atlanta LLC 

5669 Peachtree Dunwoody Rd. Suite 240 Atlanta GA 30342 (404)257-0000 
 

HIPAA PATIENT CONSENT FORM  

This consent form goes over the Health Insurance Portability & Accountability Act of 1996. HIPAA 
provides information about how we may use and disclose protected health information about you. This 
Notice contains a Patient’s Rights section describing your rights under the law. You have the right to 
review our Notice before signing this Consent. The terms of our Notice may be subject to change at any 
given point. If we change our Notice, you may obtain a revised copy by contacting our office, or going to 
our Website (www.gastroatl.com). You have the right to request that we restrict how protected health 
information about you is used or disclosed for treatment, payment, health care operations, and/or 
coordination of care. By signing this form, you consent to our use and disclosure of protected health 
information about you for treatment, payment, health care operations, and coordination of care. You 
have the right to revoke this Consent, in writing, signed by you. However, such revocation shall not 
affect any disclosures we have already made in reliance on your prior Consent. The Practice provides 
this form to comply with the Health Insurance Portability and Accountability Act of 1996 (HIPAA). The 
Patient understands that:  
- Protected health information may be disclosed or used for treatment, payment, health care 
operations, and/or coordination of care.  
- The patient has the right to obtain and view the Notice of Privacy Practices containing a more complete 
description.  
- The Practice reserves the right to change the Notice of Privacy Practices.  
- The patient has the right to look over and/or obtain a copy of their health care records with a signed 
release.  
- The patient has the right to restrict the uses of their information.  
- The patient may provide a written request to revoke this consent at any time during care.  
- If the patient refuses to sign the consent form for purposes of treatment, payment, health care 
operations, and/or coordination of care, the Practice has the right to refuse care to the patient.  
 
 
 
____________________________________           _________________________ 
                      Patient Name                                                                                Date of Birth 
 
 
____________________________________               ___________________________ 
                  Patient Signature                                                                         Today’ Date 



 

G a s t r o e n t e r o l o g y  A t l a n t a  L L C  N o t i c e  o f  P r i v a c y  P r a c t i c e s  1 | 3 

 

 
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.  
At Gastroenterology Atlanta LLC, we understand that medical information about you and your health is personal, and we are 

committed to protecting that information. This Notice of Privacy Practices describes how we and the medical staff and personnel 

who provide you with care or services at this facility may use and disclose your Protected Health Information (“PHI”) to carry 

out treatment, payment or healthcare operations and for other purposes that are permitted or required by law. It also describes 

your rights to access and control your PHI, which 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 healthcare services. We are 

required by law to maintain the privacy of your PHI, to provide notice of our legal duties and privacy practices with respect to 

your PHI, to notify affected individuals following a breach of unsecured PHI, and to abide by the terms of this Notice of Privacy 

Practices.  
We may change the terms of our notice at any time. The new notice will be effective for all PHI that we maintain at that time. 

Upon your request, you can receive any revised Notice of Privacy Practices by accessing our website www.gastroatl.com, 

contacting the facility where you received services, or by contacting the Privacy Officer Paula Walker at paulaw@gastroatl.com.  
1. How We May Use and Disclose Your PHI.  
We may use or disclose your PHI as described in this section. The following are examples of the types of uses and disclosures of 

your PHI that Gastroenterology Atlanta LLC is permitted to make without your specific authorization. These examples are not 

meant to be exhaustive, but to describe the types of uses and disclosures that may be made by our facility. Where State or federal 

law restricts one of the described uses or disclosures, Gastroenterology Atlanta LLC will follow the requirements of such State or 

federal law. The following are general descriptions only. They do not cover every example of disclosure within a category. 

However, all of the ways Gastroenterology Atlanta LLC is permitted to use and disclose your PHI will fall within one of the 

categories in this Notice of Privacy Practices.  
Treatment. We may use PHI about you to provide you with medical treatment or services. We may disclose medical 

information about you to doctors, nurses, technicians, medical students or other personnel who are involved in your care to, for 

example, plan a course of treatment for you. We also may disclose PHI about you to individuals outside of Gastroenterology 

Atlanta LLC who may be involved in your medical care, such as family members or others we use to provide services that are 

part of your care.  
Payment. Your PHI will be used, as needed, to obtain payment for your healthcare services. This may include certain activities 

that your health insurance plan may undertake before it approves or pays for the healthcare services we recommend for you, such 

as making a determination of eligibility or coverage for insurance benefits, reviewing services provided to you for medical 

necessity and undertaking utilization review activities. For example, obtaining approval for a surgery may require that your 

relevant PHI be disclosed to your health plan.  
Healthcare Operations. We may use or disclose your PHI as needed to support our business activities. These activities 

include, but are not limited to, quality assessment activities, employee review activities, training of medical students, licensing, 

and conducting or arranging for other healthcare operations. For example, your health information may be disclosed to members 

of the medical staff, risk or quality improvement personnel and others to:  
• Evaluate the performance of our staff;  

• Assess the quality of care and outcomes in your case and similar cases;  
• Learn how to improve our facilities and services; or  

• Determine how to continually improve the quality and effectiveness of the health care we provide.  

In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name. We may also call you 

by name in the waiting room when your healthcare provider is ready to see you. We may use or disclose your PHI, as necessary, 

to contact you to remind you of your appointment.  
We will share your PHI with third party “business associates” that may perform various activities (e.g., billing or transcription 

services) for Gastroenterology Atlanta LLC. Whenever an arrangement between our facility and a business associate involves the 

use or disclosure of your PHI, we will require the business associate to appropriately safeguard it.  
2. Other Permitted and Required Uses and Disclosures That May Be Made With Your Authorization or 
Opportunity to Object. You have the opportunity to authorize or object to the use or disclosure of all or part of your PHI. You 

may revoke your authorization at any time, but your revocation will only be effective for future uses and disclosures and will not 

affect any use or disclosure made in reliance on your authorization. If you are not present or able to authorize or object to the use 

or disclosure of the PHI, then your healthcare provider may, using professional judgment, determine whether the disclosure is in 

your best interest. In this case, only the PHI that is relevant to your healthcare will be disclosed. We may use and disclose your 

PHI in the following instances. Other uses and disclosures not described in this Notice of Privacy Practices will be made only 

with your written authorization.  
Facility Directories. Unless you object, we will use and disclose in our facility directory your name, the location at which you 

are receiving care, your condition (in general terms) and your religious affiliation. All of this information, except religious 

affiliation, will be disclosed to people that ask for you by name. Members of the clergy will be told of your religious affiliation.  
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Others Involved in Your Healthcare. Unless you object, we may disclose to a member of your family, a relative, a close 

friend or any other person you identify, your PHI that directly relates to that person’s involvement in your healthcare. If you are 

unable to agree or object to such a disclosure, we may disclose such information as necessary if we determine that it is in your 

best interest based on our professional judgment. We may use or disclose PHI to notify or assist in notifying a family member, 

personal representative or any other person that is responsible for your care of your location, about your general condition or 

death. Finally, we may use or disclose your PHI to an authorized public or private entity to assist in disaster relief efforts and to 

coordinate uses and disclosures to family or other individuals involved in your healthcare.  
In addition, with few exceptions, unless you provide written authorization, we will not use or disclose your PHI for 
marketing purposes and we will not sell your PHI.  
3. Other Permitted and Required Uses and Disclosures That May Be Made Without Your Authorization or 
Opportunity to Object. We may use or disclose your PHI without your authorization in the following situations:  
Required By Law. We may use or disclose your PHI to the extent that the use or disclosure is required by law. The use or 

disclosure will be made in compliance with the law and will be limited to the relevant requirements of the law. You will be 

notified, as required by law, of any such uses or disclosures.  
Public Health. We may disclose your PHI for public health activities and purposes to a public health authority that is permitted 

by law to collect or receive the information. The disclosure will be made for the purpose of controlling disease, injury or 

disability. We may also disclose your PHI, if directed by the public health authority, to a foreign government agency that is 

collaborating with the public health authority.  
Communicable Diseases. We may disclose your PHI, if authorized by law, to a person who may have been exposed to a 

communicable disease or may otherwise be at risk of contracting or spreading the disease or condition.  
Health Oversight. We may disclose PHI to a health oversight agency for activities authorized by law, such as audits, 

investigations and inspections. Oversight agencies seeking this information include government agencies that oversee the 

healthcare system, government benefit programs, other government regulatory programs and civil rights laws.  
Abuse or Neglect. We may disclose your PHI to a public health authority that is authorized by law to receive reports of child 

abuse or neglect. In addition, we may disclose your PHI to the governmental entity or agency authorized to receive such 

information if we believe that you have been a victim of abuse, neglect or domestic violence. In this case, the disclosure will be 

made consistent with the requirements of applicable federal and state laws.  
Food and Drug Administration (“FDA”). We may disclose your PHI to a person or company required by the FDA to report 

information such as adverse events and product defects, to enable product recalls, to make repairs or replacements, or to conduct 

post marketing surveillance.  
Legal Proceedings. We may disclose PHI in response to a court or administrative order. We may also disclose PHI in 

response to a subpoena, discovery request, or other lawful process, but only if a reasonable effort has been made to tell you about 

the request or to obtain an order protecting the information requested.  
Law Enforcement. We may release PHI for certain law enforcement purposes including, for example, reports required by law, 

to comply with a court order or warrant, or to report or answer questions about a crime.  
Coroners, Funeral Directors and Organ Donation. We may disclose PHI to a coroner, funeral director or medical 

examiner as necessary to permit them to carry out their duties.  
Research. We may disclose your PHI to researchers when their research has been approved by an institutional review board 

that has reviewed the research proposal and established protocols to ensure the privacy of your PHI.  
Criminal Activity. Consistent with applicable federal and state laws, we may disclose your PHI if we believe that the use or 

disclosure is necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the public. We 

may also disclose PHI if it is necessary for law enforcement authorities to identify or apprehend an individual.  
Military Activity and National Security. When the appropriate conditions apply, we may use or disclose PHI of individuals 

who are Armed Forces personnel (1) for activities deemed necessary by appropriate military command authorities (2) for the 

purpose of a determination by the Department of Veterans Affairs of your eligibility for benefits or (3) to foreign military 

authority if you are a member of that foreign military services. We may also disclose your PHI to authorized federal officials for 

conducting national security and intelligence activities, including for the provision of protective services to the President of the 

United States or other officials.  
Workers’ Compensation. Your PHI may be disclosed by us as authorized to comply with workers compensation laws and 

other similar legally established programs.  
Required Uses and Disclosures. Under the law, we must make disclosures to you and to the U.S. Department of Health and 

Human Services when required to determine our compliance with the requirements of the Federal Privacy Standards.  
4. Your Rights. Following is a statement of your rights with respect to your PHI and a brief description of how you may 

exercise these rights. We have the right to deny your request in certain circumstances. We will inform you if your request is 

denied.  
Right to Access Your PHI. You may inspect and obtain a copy of PHI about you that is contained in a designated record set 

for as long as we maintain the PHI. A “designated record set” contains medical and billing records and any other records that 

your healthcare provider and  
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Gastroenterology Atlanta LLC use for making decisions about you. Under federal law, however, you may not inspect or copy the 

following records: psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil, criminal or 

administrative action or proceeding; and, PHI that is subject to law that prohibits access to PHI. Depending on the circumstances, 

a decision to deny access may be reviewable. If the information you request is maintained electronically, and you request an 

electronic copy, we will provide a copy In the electronic form and format you request, if the information can be readily produced 

in that form and format. If the information cannot be readily produced in that form and format, we will work with you to come to 

an agreement on form and format.  
Please contact the facility if you have questions about access to your PHI. If you request a copy of the information, we may 

charge a fee for the costs of retrieving, copying, mailing and any other supplies associated with your request. Your records 

remain the property of Gastroenterology Atlanta LLC.  
Right to Request a Restriction on the Use or Disclosure of Your PHI. You may ask us not to use or disclose any part 

of your PHI for the purposes of treatment, payment or healthcare operations. You may also request that any part of your PHI not 

be disclosed to family members or friends who may be involved in your care or for notification purposes as described in the 

Notice of Privacy Practices. Your request must state the specific restriction requested and to whom you want the restriction to 

apply. Except as provided in the following paragraph, we are not required to agree to your request. However, if we do agree to 

the request, we will honor the restriction until you revoke it or we notify you.  
We will comply with any restriction request if (1) except as otherwise required by law, the disclosure is to a health plan for 

purposes of carrying out payment or health care operations (and is not for purposes of carrying out treatment); and (2) the PHI 

pertains solely to a health care item or service for which the health care provider involved has been paid out-of-pocket in full. 

Gastroenterology Atlanta LLC is not responsible for notifying subsequent health care providers of your request for restrictions on 

disclosures to health plans for those items and services, so you will need to notify other providers if you want them to abide by 

the same restriction.  
To request restrictions, you must make your request in writing to Gastroenterology Atlanta LLC. In your request, you must tell us 

(1) what information you want to limit; (2) whether you want to limit our use, disclosure, or both; and (3) to whom you want the 

limits to apply (for example, disclosures to your spouse).  
Right to Request to Receive Confidential Communications From Us. You have the right to request that we 

communicate with you about medical matters in a certain way or at a certain location. We will attempt to accommodate 

reasonable requests. We will not request an explanation from you as to the basis for the request. Please make this request in 

writing to the facility.  
Right to Request Amendment. If you think that the PHI we have about you is wrong or incomplete, you may ask us to 

amend the information. In certain cases, we may deny your request for an amendment. If we deny your request for amendment, 

you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide 

you with a copy of any such rebuttal. Please contact the facility if you have a question about amending your medical record.  
Right to Request an Accounting of Certain Disclosures. You may request a list of our disclosures of your PHI, subject 

to several exceptions and limitations. For example, this right does not apply to disclosures for purposes other than treatment, 

payment or healthcare operations, and it excludes disclosures we may have made to you, to family members or friends involved 

in your care, or for notification purposes. You have the right to receive specific information regarding these disclosures. To 

request this list or accounting of disclosures, you must submit your request in writing to Gastroenterology Atlanta LLC’s Privacy 

Officer. Your request must state a time period that may not be longer than six years prior to the request date and may not include 

dates before February 6, 2018. The first list you request within a 12-month period will be free. For additional lists during the 

same 12-month period, we may charge you for the cost of providing the list. We will notify you of the cost involved and you may 

choose to withdraw or modify your request at the time before any costs are incurred.  
Right to Be Notified of a Breach. You have a right to be notified in the event that we discover a breach of unsecured PHI, as 

defined under federal law.  
Right to Obtain a Paper Copy of This Notice. You have the right to obtain a paper copy of this notice, even if you agreed 

to receive such notice electronically. You may ask us to give you a copy of this notice at any time. To request a copy of this 

notice, you can make your request in writing to Gastroenterology Atlanta LLC’s Privacy Officer (contact information is below).  
5. Questions and Complaints.  
You may file a complaint with us or with the Secretary of the Department of Health and Human Services if you believe your 

privacy rights have been violated by us. You may file a complaint with us by notifying our Privacy Officer of your complaint. 

We will not retaliate against you for filing a complaint. For further information about the complaint process, or to make any 

requests or inquiries, you may contact our Privacy Officer at:  
Gastroenterology Atlanta LLC 

5669 Peachtree Dunwoody Road Suite 240 

Atlanta, GA 30342  

Telephone: (404)257-0000  
E-mail: paulaw@gastroatl.com  
This notice was effective on February 6, 2018. 
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