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.

I.

WHO WE ARE: This Notice describes the privacy practices of Ferrell Hospital (“we” or “us” or “FH”). It also
applies to independent health care providers while providing services in our facilities, such as physicians,
who are not employed by us but who attend patients in our facilities. This Notice, however, does not govern
the privacy practices of these other health care providers for services they provide outside of our facilities.

II.

OUR PRIVACY OBLIGATIONS: We are required by law to maintain the privacy of your health information
(“Protected Health Information” or “PHI”), to provide you with this Notice of our legal duties, and privacy
practices with respect to your Protected Health Information, and to notify you if your unsecured protected
health information has been breached. When we use or disclose your Protected Health Information, we are
required to abide by the terms of this Notice (or other notice in effect at the time of the use or disclosure).

III.

PERMISSIBLE USES AND DISCLOSSURES WITHOUT YOUR WRITTEN AUTHORIZATION: In certain situations,
which we will describe in Section IV below, we must obtain your written authorization in order to use and/or
disclose your PHI. However, we do not need any type of authorization from you for the following uses and
disclosures:

A. Uses and Disclosures for Treatment, Payment, and Health Care Operations. We may use and
disclose PHI, but not your “Highly Confidential Information” (defined in Section IV.C below), in order to
treat you, obtain payment for services provided to you and conduct our “health care operations” as
detailed below:
Treatment: We use and disclose your Protected Health Information to provide treatment and other
services to you – for example, to diagnose and treat your injury or illness. In addition, we may contact
you to provide appointment reminders or information about treatment alternatives or other health –
related benefits and services that may be of interest to you. We may also disclose Protected Health
Information to other providers involved in your treatment.
Payment: We may use and disclose your Protected Health Information to obtain payment for services
that we provide to you – for example, disclosures to claim and obtain payment from Medicare,
Medicaid, your health insurer, HMO, or other company or program that arranges or pays the cost of
some or all of your health care (“Your Payor”) to verify that your payor will pay for health care. We
may also use and disclose your information to a third party who provides collection services on behalf
of Ferrell Hospital such as a company that prints and mails your bills.
Health Care Operations. We may use and disclose your Protected Health Information for our health
care operations, which include internal administration and planning and various activities that
improve the quality and cost effectiveness of the care that we deliver to you. For example, we may
use Protected Health Information to evaluate the quality and competence of our physicians, nurses,
and other health care workers. We may disclose Protected Health Information to our Patient Relations

Coordinator in order to resolve any complaints you may have and ensure that you have a comfortable
visit with us. We may also disclose Protected Health Information in the course of other health care
operations such as participating in medical, nursing or other clinical training programs or we may also
disclose Protected Health Information to your other health care providers when such Protected Health
Information is required for them to treat you, receive payment for services they render to you, or
conduct certain health care operations, such as quality assessment and improvement activities,
reviewing the quality and competence of health care professionals, or for health care fraud and abuse
detection or compliance.

B. Use or Disclosure for Directory of Individuals in Ferrell Hospital: We may include your name, your
location in Ferrell Hospital, general health condition and religious affiliation in a patient directory
without obtaining your authorization unless you object to inclusion in the directory or are located in
a specific ward, wing or unit the identification of which would reveal that you are receiving
treatment for a mental illness or developmental disability, HIV/AIDS or substance abuse.
Information in the directory may be disclosed to anyone who asks for you by name or members of
the clergy; provided, however, that religious affiliation will only be disclosed to members of the
clergy.
C. Disclosure to Relatives, Close Friends, and Other Caregivers: We may use or disclose your Protected
Health Information to a family member, other relative, a close personal friend or any other person
identified by you when you are present for, or otherwise available prior to, the disclosure, if we (1)
obtain your agreement; (2) provide you with the opportunity to object to the disclosure and you do
not object; or (3) reasonably infer that you do not object to the disclosure.
If you are not present, or the opportunity to agree or object to a use or disclosure cannot practicably
be provided because of your incapacity or an emergency circumstance, we may exercise our
professional judgment to determine whether disclosure is in your best interests. If we disclose
information to a family member, other relative or a close personal friend, we would disclose only
information that we believe is directly relevant to the person’s involvement with your health care or
payment related to your health care. We may also disclose your Protected Health Information in order
to notify (or assist in notifying) such persons of your location, general health condition, or death.
D. Fundraising Communications. We may contact you to request a tax – deductible contribution to
support important activities of Ferrell Hospital. In connection with any fundraising, we may disclose to
our fundraising staff demographic Protected Health Information, information about you (e.g., your
name, address, and telephone number), and dates on which we provided health care to you, without
your written authorization.
E. Public Health Activities. We may disclose your Protected Health Information for the following public
health activities: (1) to report health information to public health authorities for the purpose of
preventing or controlling disease, injury, or disability; (2) to report child abuse and neglect to the
Illinois Department of Children and Family Services or other government authorities authorized by law
to receive such reports; (3) to report information about products or services under the jurisdiction of
the U.S. Food and Drug Administration; (4) to alert a person who may have been exposed to a
communicable disease or may otherwise be at risk of contracting or spreading a disease or condition;
and (5) to report information to your employer as required under laws addressing work-related
illnesses and injuries or workplace medical surveillance. .
F. Victims of Abuse, Neglect, or Domestic Violence. If we reasonably believe you are a victim of abuse,
neglect, or domestic violence, we may disclose your Protected Health Information to the Illinois
Department of Children and Family Services, the Illinois Department of Human Services or other

governmental authority, including a social service or protective services agency, authorized by law to
receive reports of such abuse, neglect, or domestic violence.
G. Health Oversight Activities. We may disclose your Protected Health Information to a health oversight
agency that oversees the health care system and is charged with responsibility for ensuring
compliance with the rules of government health programs such as Medicare or Medicaid.
H. Judicial and Administrative Proceedings. We may disclose your Protected Health Information in the
course of judicial or administrative proceedings in response to a legal order or other lawful process.
.
I. Law Enforcement Officials. We may disclose your Protected Health Information to the police or other
law enforcement officials as required or permitted by law or in compliance with a court order or a
grand jury or administrative subpoena
J.

Decedents. We may disclose your Protected Health Information to a coroner or medical examiner as
authorized by law.

K. Organ and Tissue Procurement. We may disclose your Protected Health Information to organizations
that facilitate organ, eye or tissue procurement, banking or transplantation.
L. Research. We may use or disclose your Protected Health Information without your consent or
authorization if our Institutional Review Board approves a waiver of authorization for disclosure.
M. Health or Safety. We may use or disclose your Protected Health Information to prevent or lessen a
serious or imminent threat to a person’s or the public’s health or safety.
N. Specialized Government Functions. We may use and disclose your Protected Health Information to
units of the government with special functions, such as the U.S. military or the U.S. Department of
State under certain circumstances.
O. Worker’s Compensation. We may disclose your Protected Health Information as authorized by and to
the extent necessary to comply with state law relating to workers’ compensation or other similar
programs.
P. As Required By Law. We may use and disclose your Protected Health Information when required to do
so by law not already referred to in the preceding categories.

IV.

USES AND DISCLOSURES REQUIRING YOUR WRITTEN AUTHORIZATION
.
A. Use or Disclosure with Your Authorization. For any purpose other than the ones described above in
Section III, we only may use or disclose your Protected Health Information when you grant us your
written authorization on our authorization form (“Your Authorization”). For instance, you will need to
execute an authorization form before we can send your Protected Health Information to your life
insurance company or to the attorney representing the other party in litigation in which you are
involved.
B. Marketing. We must also obtain your written authorization (“Your Marketing Authorization”) prior to
using your Protected Health Information to send you any marketing materials. (We can, however,
provide you with marketing materials in a face-to-face encounter without obtaining your marketing
authorization. We are also permitted to give you a promotional gift of nominal value, if we so choose,
without obtaining your marketing authorization.) In addition, we may communicate with you about
products or services relating to your treatment, case management or care coordination, or alternative
treatments, therapies, providers or care settings without your marketing authorization.

C.

V.

Uses and Disclosures of Your Highly Confidential Information. In addition, federal and Illinois law
requires special privacy protections for certain highly confidential information about you (“Highly
Confidential Information”), including, the subset of your Protected Health Information that: (1) is
maintained in psychotherapy notes; (2) is about mental health and developmental disabilities services;
(3) is about alcohol and drug abuse prevention, treatment and referral; (4) is about HIV/AIDS testing,
diagnosis or treatment; (5) is about venereal disease(s); (6) is about genetic testing; (7) is about child
abuse and neglect; (8) is about domestic abuse of an adult with a disability; or (9) is about sexual assault.
In order for us to disclose your Highly Confidential Information for a purpose other than those permitted
by law, we must obtain your written authorization.

YOUR RIGHTS REGARDING YOUR PROTECTED HEALTH INFORMATION
A.

For Further Information; Complaints. If you desire further information about your privacy rights, are
concerned that we have violated your privacy rights or disagree with a decision that we made about
access to your Protected Health Information, you may contact our Privacy Officer. You may also file
written complaints with the Director, Office for Civil Rights of the U.S. Department of Health and Human
Services. Upon request, the Privacy Officer will provide you with the correct address for the Director. We
will not retaliate against you if you file a complaint with the Director or Ferrell Hospital.

B. Right to Request Additional Restrictions. You may make written requests for restrictions on our use and
disclosure of your Protected Health Information (1) for treatment, payment, and health care operations,
(2) to individuals (such as a family member, other relative, close personal friend or any other person
identified by you) involved with your care or with payment related to your care, or (3) to notify or assist
in the notification of such individuals regarding your location and general condition. (4) For any services
for which you paid out-of-pocket in full, we will honor your request to not disclose information about
these services to your health plan. While we will consider all requests for additional restrictions
carefully, we are not required to agree to a requested restriction. If you wish to request additional
restrictions, please obtain a request form from our Privacy Officer and submit the completed form to
the Privacy Officer. We will send you a written response.
C. Right to Receive Confidential Communications. You may request, and we will accommodate, any
reasonable written request for you to receive your Protected Health Information by alternative means
of communication or at alternative locations.
D. Right to Revoke Your Authorization. You may revoke Your Authorization, Your Marketing Authorization
or any written authorization obtained with your Highly Confidential Information, except to the extent
that we have taken action in reliance upon it, by delivering a written revocation statement to the Privacy
Officer identified below. A form of Written Revocation is available upon request from the Privacy
Officer.
.
E. Right to Inspect and Copy Your Health Information. You may request access to your medical record file
and billing records maintained by us in order to inspect and request copies of the records. Under limited
circumstances, we may deny you access to a portion of your records. If you desire access to your
records, please obtain a record request form from the Health Information Department at the facility
where you were a patient and submit the completed form to the Director of Health Information. If you
request copies, we will charge you $0.50 to $0.75 per page for copying costs and $7.50 per hour of
clerical work necessary to complete the requested copies. There will be a minimum charge of one hour
for clerical work. For duplication of record material or information that cannot routinely be copied or
duplicated on a standard commercial photocopy machine such as x-ray films or pictures, Ferrell Hospital
may charge for the reasonable cost of such duplication. We will also charge you for our postage costs, if
you request that we mail the copies to you.
F. Right to Amend Your Records. You have the right to request that we amend Protected Health
Information maintained in your medical record file or billing records. If you desire to amend your

records, please obtain an amendment request form from the Director of Health Information and submit
the completed form to the Director of Health Information. We will comply with your request unless we
believe that the information that would be amended is accurate and complete or other special
circumstances apply. In the case of a requested amendment concerning information about the
treatment of a mental illness or developmental disability, you have the right to appeal our decision not
to amend your Protected Health Information to an Illinois court.
G. Right to Receive an Accounting of Disclosures. Upon request, you may obtain an accounting of certain
disclosures of your Protected Health Information made by us during any period of time prior to the date
of your request provided such period does not exceed six years and does not apply to disclosures that
occurred prior to April 14, 2003. If you request an accounting more than once during a twelve (12)
month period, an estimate of the cost will be provided at the time of the additional requests.
H. Right to Receive Paper Copy of this Notice. Upon request, you may obtain a paper copy of this
Notice, even if you have agreed to receive such notice electronically.
VI.

EFFECTIVE DATE AND DURATION OF THIS NOTICE
A. Effective Date. This notice is effective on April 14, 2003.
B. Right to Change Terms of this Notice. We may change the terms of this Notice at any time. If we
change this Notice, we may make the new notice terms effective for all Protected Health Information
that we maintain, including any information created or received prior to issuing the new notice. If we
change this Notice, we will post the new notice in waiting areas around Ferrell Hospital and on our
internet site. You also may obtain any new notice by contacting the Privacy Officer.

VII.

PRIVACY OFFICER
You may contact the Privacy Officer at:
Privacy Officer
Ferrell Hospital Community Foundation
1201 Pine Street
Eldorado, IL 62930
Phone Number: (618)-273-3361

VIII.

NOTICE OF NONDISCRIMINATION

Ferrell Hospital Community Foundation dba Ferrell Hospital complies with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, national origin, age, disability, or sex. Ferrell Hospital does not
exclude people or treat them differently because of race, color, national origin, age, disability, sex, gender identity or
sexual orientation.
Ferrell Hospital
 Provides free aids and services to people with disabilities to communicate effectively with us, such as:
 Qualified sign language interpreters
 Written information in other formats (large print, audio, accessible electronic formats, other formats)
 Provides free language services to people whose primary language is not English, such as:
 Qualified interpreters
 Information written in other languages
If you need these services, contact 618-273-3361 ext. 151.
If you believe that Ferrell Hospital has failed to provide these services or discriminated in another way on the basis of
race, color, national origin, age, disability, or sex, you can file a grievance with:
Ferrell Hospital Administration, 1201 Pine Street, Eldorado, IL 62930
Phone: 618-273-3361 ext.151; Fax: 618-273-2571 and/or
E-mail: administration@ferrellhosp.org
You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, Ferrell Hospital
Administration is available to help you.
You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or telephone at:
U.S. Department of Health and Human Services
200 Independence Avenue, SW Room 509F, HHH Building
Washington, D.C. 20201
1-800-368-1019; 1-800-537-7697 (TDD)
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html

Language Assistance Services
Español (Spanish) ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia
lingüística. Llame al 800-752-6096/618-273-3361.
Polish UWAGA: Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej. Zadzwoń
pod numer 800-752-6096/618-273-3361.
繁體中文 (Chinese) 注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 800-752-6096/618273-3361
한국어 (Korean) 주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 800-7526096/618-273-3361 번으로 전화해 주십시오.
Tagalog (Tagalog – Filipino) PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga
serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-752-6096/618-273-3361
Français (French) ATTENTION : Si vous parlez français, des services d'aide linguistique-vous sont proposés
gratuitement. Appelez le 800-752-6096/618-273-3361
Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfügung. Rufnummer: 800-752-6096/618-273-3361

