






PRIVACY NOTICE

CONTACT INFORMATION AND HOW TO REPORT A PRIVACY RIGHTS VIOLATION
If you have questions and/or would like additional information regarding the uses and disclosures 
of your Health Information, you may contact our Privacy Officer at: 

Address: 2901 Corporate Park Drive 
Opelika, AL.  36801

Attn:  Dianne Carlton, Privacy Officer
Telephone: 334-203-1766 Fax:  334-203-1784 

If you believe that your privacy rights have been violated or that we have violated our own 
privacy practices, you may file a complaint with us. You may also file a complaint with the Region 
IV, Office for Civil Rights, U.S. Department of Health and Human Services, Atlanta Federal Center, 
Suite 3b70,61 Forsyth Street, SW, Atlanta, GA 30303-8909. Complaints filed directly with the 
Secretary must be made in writing, name us, describe the acts or omissions in violation of the 
Privacy Rules or our privacy practices, and must be filed within 180 days of the time you knew or 
should have known of the violation. Complaints submitted directly to us must be in writing and to 
the attention of our Privacy Officer. There will be no retaliation for filing a complaint.

The Effective Date of the Privacy Notice is 10-13-2014.

BY SIGNING BELOW, I HEREBY ACKNOWLEDGE RECEIPT OF THIS PRIVACY NOTICE. 

Alabama One Health Record® Notice of Privacy and Data Practices 

Pediatric Associates of Auburn participates in the Alabama One Health Record®, the statewide health 
information exchange (HIE) designated by the State of Alabama. The HIE is a secure network for 
health care providers to share your important health information to support treatment and 
continuity of care. For example, if you are admitted to a One Health Record® participating health 
care facility not affiliated with Pediatric Associates of Auburn, health care providers there will be able to 
see important health information held in our electronic medical record systems.

Your patient record includes medicines (prescriptions), lab and test results, imaging reports, 

conditions, diagnoses or health problems. To ensure your health information is entered into the 
correct record, also included is your full name, birth date, sex, and last four digits of your 
social security number. All information contained in the HIE is kept private and used in 
accordance with applicable state and federal laws and regulations. The information is accessible 
to participating providers to support treatment and healthcare operations such as mandated 
disease reporting to the Alabama Department of Public Health.

You do not have to participate in the HIE to receive care. For more information about the Alabama 
One Health Record® and your choices regarding participation, visit www.onehealthrecord.alabama.gov or 
call 334-353-4463. 

_______________________________________________ ______________________
Printed Name of Patient  Date

_______________________________________________ _______________________
 Date

_______________________________________________ _______________________ 
 Relationship 

To be completed by Health Care Provider: 

After a good faith attempt to obtain an Acknowledgement of receipt, the patient or representative 
refused or was unable to sign the Privacy Notice for the following reason(s) 

_______________________________________________ ______________________
Signature of Office Representative  Date





Pediatric Associates of Auburn
www.auburnpediatric.com
2901 Corporate Park Drive

Opelika, AL.  36801
Phone (334) 203-1766

Fax (334) 203-1784
Email:  auburnpediatric@gmail.com

I hereby authorize Pediatric Associates of Auburn to (circle one) release / receive my child's confidential health
information in the following manner:

( ) Mail ( ) Fax ( ) Hand Carrying ( ) Verbal ( ) Other:

To / From:
(circle one)

Phone:

Fax:

for the purpose of: ( ) Changing Physicians ( ) Treatment ( )Other

Patient's Name: Date of Birth:_

Address:

Phone#: Alt.#:

My authorization is for the use and disclosure of the following records:

( ) complete medical records ( ) mental health records ( ) Other

My authorization is given freely with the understanding that:
I may refuse to sign this authorization.
I may revoke this authorization at any time, except where information has already been released in reliance on my
authorization, provided that my revocation is in writing.
This authorization is valid for a 60-day period from the date it is signed or sooner if so specified by me, as indicated
below.
A photocopy or fax of this authorization is a valid as the original.

This authorization will expire on:

Patient's Signature if age 14 years or older Date

Signature of Parent or Legal Guardian Date

Name of Parent or Personal Representative (Please Print) Relationship to Patient

Witness (non-family member)


