
Diabetes Class Registra.on Packet 
Thanks for your interest in our classes! 

Please read and follow these instruc2ons: 

• Class registra.on form – This form registers you for the class of
your choice. Fill out completely and submit to us by email mail,
or fax.

• Hospital Consent and Financial Agreement – This form allows
Catholic Health to bill your insurance. Please sign and date this
form, and submit it to us along with your Class Registra2on form.

• Acknowledgement of Receipt of Privacy No.ce – You are receiving
the Privacy No2ce in this packet. Please sign and date form, and
submit it to us along Class Registra2on form.

• Par.cipant Self-Assessment form – Fill out completely and submit
to us by email mail, or fax.

• Preparing for your Telehealth class – Instruc2on for preparing
for telehealth class.

• NYS Pa.ents’ Bill of Rights – Please keep for your records.

• Privacy No.ce – This no2ce outlines your privacy rights and
responsibili2es. Please keep for your records. It is also available
on our website.

• The Diabetes Educa.on Pa.ent's Bill of Rights – Please keep
for your records.

12/2/2021



Diabetes Education Classes Registration Form 

1. Please complete the form below and circle the class offering that you would like to attend
2. Send your form by any of the methods below, email preferred. Forms must be received before first class :

• Email: HealthConnection@chsbuffalo.org
• Fax: (716) 706-2545
• Catholic Health’s HealthConnection  144 Genesee Street, 5th floor, Buffalo, NY 14203

3. If you need payment assistance, please call (716) 601-3600
4. Confirmation of class registration will be emailed to you at the address  you provide

ALL REGISTRANTS: Please fill out this section. 
Last Name: ________________________ First Name: _______________ Date of Birth: ________ Last 4 digits of SS#:_______ 

Address: ___________________________________ City: _______________________ State: _____ Zip: __________ 

Phone: ________________   Email: ______________________________________ Gender: M ___ F___ Race_____________ 

Employer: ______________________________________ Emergency Name and Phone: ______________________________ 
Will someone be accompanying you?   Yes   No 

PHYSICIAN INFORMATION: All registrants please fill out this section. 
Primary Physician: ________________________________________________ Phone: ________________________________ 

Office Location: ________________________________________________________________________________________ 

Endocrinologist: __________________________________________________ Phone: _______________________________ 

Office Location: ________________________________________________________________________________________ 

INSURANCE INFORMATION: All registrants please fill out this section. 
 No Insurance/Self-Pay
Primary Insurance: ________________________________ Policy Number: ________________________________________

Subscriber: _______________________________ Group: _______ Plan: _____________  

Subscribers Employer: ____________________ Subscriber’s Date of Birth: ____________ 

Secondary Insurance: ________________________ Policy Number: __________________ 

Subscriber’s relationship to patient: _______________ Medicare Number: __________________ Medicaid Number: __________ 

CHOOSE YOUR CLASSES: 
Check the class you would like to attend: 

2022 Diabetes Education WebEx Classes: Each class is a series and you must attend all dates. 
January 10, 11, 12 WebEx 9:00am-11:30am July 11, 12, 13 WebEx 9:00am-11:30am 
February 14, 15, 16 WebEx 12:30pm-3:00pm August 22, 23, 24 WebEx 9:00am-11:30am 
March 14, 15, 16 WebEx Cancelled September 12, 13, 14 WebEx 5:30pm-8:00pm 
April 11, 12, 13 WebEx 5:30pm-8:00pm October 10, 11, 12 WebEx 9:00am-11:30am 
May 9, 10, 11 WebEx 9:00am-11:30am November 14, 15, 16 WebEx 9:00am-11:30am 

December 5, 6, 7 WebEx 12:30pm-3:00pm 

ARTC 
Administrative 
Regional Training 
Center 
144 Genesee St 
Buffalo, NY 14203 

KMH 
Kenmore Mercy 
Hospital 
2950 Elmwood Ave 
Kenmore, NY 14217 

MSMH 
Mount St. Mary’s 
Hospital 
5300 Military Rd 
Lewiston, NY  14092 

SOCH 
Sisters of Charity 
Hospital 
2157 Main St 
Buffalo, NY 14214 

SJC 
St. Joseph Campus 
2605 Harlem Rd 
Cheektowaga, NY 
14225 

MHB 
Mercy Hospital of 
Buffalo 
565 Abbott Rd 
Buffalo, NY 14220 

June 13, 14, 15 WebEx 12:30pm-3:00pm 

mailto:HealthConnection@chsbuffalo.org


Consent and Financial Agreement CHS-PRIV-01-F02 Rev. 7/14, 9/16, 2/17, 5/18, 8/18 
Forms Committee 2/04, 11/16 

Kenmore Mercy Hospital,  
Mercy Hospital of Buffalo, 
Sisters of Charity Hospital- Main Street and St. Joseph Campus 

HOSPITAL CONSENT AND 

FINANCIAL AGREEMENT 

APPENDIX A 

Patient Identification Information

AUTHORIZATION FOR PATIENT CARE: The undersigned patient and/or representative (“Undersigned”) hereby grants permission to the employees of Catholic Health 
System (CHS) facilities/services to render routine patient care, and to carry out the orders of the patient’s attending physician, consultants, associates, and assistants of 
the Undersigned’s choice.  For the purpose of advancing medical knowledge, the Undersigned understands that the facilities of CHS provide a teaching environment to 
medical, allied health, and religious students and consents to such students’ participating in the patient’s care. 

ASSIGNMENTS OF BENEFITS: The Undersigned hereby certifies that all insurance information reported to all facilities of CHS and all clinical providers for this episode 
of care include all available sources of coverage, and assigns to the facilities of CHS, sufficient monies from said insurance to pay for the patient’s care and treatment.  
The Undersigned further understands that regardless of assignment of these benefits, the Undersigned is personally responsible for the total charges for services rendered, 
and further agrees that all amounts are due and payable upon demand.  The Undersigned further agrees that the facilities of CHS retain the right to transfer monies 
from any credit balance account in the Undersigned’s name to any other accounts which may be due and payable by the Undersigned 

FOR PATIENTS ENTITLED TO MEDICARE AND/OR MEDICAID BENEFITS: If applicable, I hereby irrevocably assign payment of all CHS services and medical benefits 
applicable and otherwise payable to me to the designated CHS facilities and to all clinical providers providing care to me.  I certify that the information provided in 
applying for payment under Title XVIII or XIX of the Social  Security  Act, is correct and request that payment of authorized benefits are made to the designated CHS 
facility and all clinical providers providing care on my behalf. The Undersigned authorizes any holder of medical or other information about the patient to release to the 
Social Security Administration and Centers for Medicare and/or Medicaid Services (CMS) or its intermediaries or carriers, any information needed for this or a related 
Medicare or Medicaid claim.  The Undersigned assigns the benefits payable for physician services to the physician or organization furnishing the services or authorizes 
such physician or organization to submit a claim to Medicare or Medicaid for payment. 

FINANCIAL AGREEMENT: In consideration of the services to be rendered to the patient on this date and all future dates, the Undersigned personally guarantees to pay the 
account of the designated CHS facility/service in accordance with the rates and terms established for the services rendered.  The Undersigned also agrees that the CHS 
facilities and all clinical providers who have provided care or interpreted my tests, along with any billing service and their collection agency or attorney who may work on 
their behalf, to contact me on my cell phone and/or home phone using pre-recorded messages, artificial voice messages, automatic telephone dialing devices or other 
computer assisted technology or by electronic mail, text messaging or by any other form of electronic communication. The undersigned has been informed that many of the 
physicians at the CHS facility are privately practicing independent physicians, NOT CHS employees. These physicians (such as x-ray, emergency room, cardiology, etc.) bill 
separately from CHS for their professional services.   The undersigned also agrees that if the account remains delinquent and thereby requires the services of a collection 
agency and/or lawful authorities for collection, the Undersigned shall pay reasonable attorney’s fees and collection expenses.  The undersigned has been made aware that 
the CHS Healthcare Assistance Program allows persons to receive medically necessary services at no charge or reduced charge, if they are eligible, at CHS facilities. Please 
call (716) 601-3600 to arrange for a payment plan. 

PERSONAL VALUABLES: I understand and agree that money, jewelry, and other valuables should not be brought into CHS facilities.   However, if out of necessity, 
valuables are brought into the hospital they should be deposited in the hospital safe by Security until the time of my discharge.  Items brought into a CHS Long Term 
Care facility will be catalogued on the Resident Belonging sheet, appropriately labeled and any money deposited in the facility safe during my stay.  Residents in long 
term care wi l l  also be provided a locked drawer upon request for personal belongings. I further understand and agree that the CHS facilities shall not 
be liable for the loss or damage to any personal proper ty kept with me at CHS facilities during my stay. With respect to Home Care, I further understand and agree that 
CHS Home Care shall not be liable for the loss of or damage to any personal effects kept in my home unless there is proof of willful misconduct by a CHS associate.  

I hereby consent to the above and acknowledge that a copy of the “Patient Bill of Rights”/Health Care Proxy Information Packet was made available to me. 

Signature: ________________________________________________________________________ Date:    T i m e :  _ _ _ _ _ _ _ _ _ _  

CERTIFICATION: The Undersigned certifies that the Undersigned has read this form, and is either the patient, or has legal authority on behalf of the patient to execute 
the above and accept its terms; and that all information provided is accurate and complete to the best of the Undersigned’s knowledge. 

Patient Signature:    Date:    T i m e :  _ _ _ _ _ _ _ _ _ _  

Representative Name (please print):   ____________ 

Representative's Signature:   Date:    T i m e :  _ _ _ _ _ _ _ _ _ _  

Relationship of Representative to Patient:   ____________ 

The Signing of this Form Above, Witnessed by:   Date:    T i m e :  _ _ _ _ _ _ _ _ _  

COMPLETE PAGE TWO –HIPAA CONSENT 

*FS0019*



Consent and Financial Agreement CHS-PRIV-01-F02 Rev. 7/14, 9/16, 2/17, 5/18, 8/18 
Forms Committee 2/04, 11/16 

Kenmore Mercy Hospital 
Mercy Hospital of Buffalo 
Sisters of Charity Hospital- Main Street and St. Joseph Campus

APPENDIX A 

Patient Identification Information 

HIPAA Consent and Acknowledgment of Notice of Privacy Practice 

RELEASE OF INFORMATION:  The Undersigned hereby permits the CHS’s facilities and agencies, the workforce of such entities, and the members of the CHS’s 
various medical staffs, to disclose the patient’s personally identifiable information for purposes related to the patient’s treatment, to obtain payment for the patient’s 
treatment, and in the other circumstances listed in the CHS’s Privacy Notice where federal law does not require my further Authorization.  I hereby authorize and consent 
to release of all PHI; medical and personal information (including but not limited to my home phone, cell phone, work phone, address and email address) to the CHS 
facility and to any and all clinical providers responsible for my care: interpretation of test results; account billing and collection; payment posting and/or processing; or 
related healthcare functions. The Undersigned also grants permission to release medical information to other health care providers involved in the patient’s care and to 
others involved in planning for the care of the patient.  The Undersigned likewise grants permission for these par ties to release appropriate medical information back to 
CHS. 

USE OF INFORMATION WITHIN THE CATHOLIC HEALTH SYSTEM: I understand CHS is composed of numerous facilities and agencies including hospitals, nursing 
homes, adult care homes, home health care companies and related medical services. I further understand that in order for CHS to effectively operate and to render 
appropriate health care, it may be necessary to use and review the patient’s medical records and information retained at one or more of the facilities of CHS.  I therefore 
authorize the use of the patient’s medical information by appropriate personnel and medical staff members within CHS for purposes related to the patient’s treatment, to 
obtain payment for the patient’s treatment, and for the healthcare operations of CHS.  Additionally, I understand that CHS will include the patient’s name, location, general 
condition and religious affiliation in its Patient Directories, such as a patient census and clergy report. I understand that CHS may disclose Directory Information to 
members of the clergy and to individuals who ask for the patient by name (except for religious affiliation).  I do not object to the use of this limited information about myself 
in facility Directories. 

PATIENT ACKNOWLEDGEMENT FOR COMMUNICATION VIA THE PORTAL CONSENT. The Patient Portal will help you communicate with doctors, nurses and other 
support staff, allow you to see portions of your health information and in the future access to more types of information and communications. Do not use the Patient Portal 
for serious medical problems. For an Emergency please call 911  

To be completed by the Patient or the Patient's/Client’s/Resident’s Legal Representative: 

I hereby consent to the above and acknowledge that a copy of the System's Privacy Notice was made available to me. 

Name of Patient  Signature of Patient or Legal Representative 

Name of Legal Representative (if signed by Legal Representative)   Authority of Legal Representative (e.g., Healthcare Proxy, Guardian, Parent) 

Date Signed: /  /  ______Time:______________ 

To be completed by the Health Care Provider: (If above is unable to sign) 

Patient Refused/Unable to Sign:  I or a representative of the Catholic Health System exercised a good faith effort to obtain the signature on the above 
acknowledgement from the patient named below.  Our good faith efforts to obtain such signature included requesting that the patient sign this acknowledgement at the 
time we offered him/her with a copy of the System’s Privacy Notice.  Despite our good faith efforts, the patient failed or refused to sign the above acknowledgement. 

Emergency: Treatment was delivered during an emergency and, therefore, the Catholic Health System was not obligated to obtain the patient’s signature on the 
above acknowledgment.  If the patient did not previously receive a copy of the System’s Privacy Notice, Patient will receive a copy with their discharge instruction or as 
soon as practicable after the emergency is resolved. 

_______ 
Name of System Representative  Signature of System Representative  Date Signed    Time 

*FS0019*
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Diabetes Self-Management Education & Support Services

Participant Self-Assessment of Diabetes Management

Please complete the unshaded areas of this form and return before first class via 
Email: HealthConnection@chsbuffalo.org  or Fax: (716) 706-2545   
Please note that this information may be shared with your health care provider. 

Name:                                                                                         Instruction dates:__________________ 

Date of birth:                                            Age:   __________  

___ Male            ___ Female        ___ Transgender man           ___  Transgender woman     ___ Non-binary/other 

Phone/home: ____________________________       Cell/work: _________________________ 

Physician: ____________________________________   Phone: _________________________ 

Endocrinologist: _______________________________  Phone: _________________________ 

I verified my insurance coverage on: (date: _____________) 

Race/Ethnicity:  ___ American Indian, Alaskan Native 
___ Black 
___  Middle Eastern or North African       
___  White

 ___ Asian    
___ Hispanic/Latino or  Spanish Origin    
___ Native  Hawaiian/Other Pacific Islander
___ Other: ______________________________

Language you prefer:    ___ English       ___ Other: _____________________________ _____

How confident are you filling out medical forms by yourself?
  ___ Extremely        ___ Quite a bit         ___ Somewhat      ___ A little      ___ Not at all 

Do you have any difficulty with:  ___ seeing     ___ hearing     ___ reading     ___ speaking   
other: ______________________    Please explain   _________________________________________ 

Do you have any cultural or religious practices or beliefs that influence  how you care for your 
diabetes?  ___Yes    ___ No   Please  describe:  _____________________________________________ 

Diabetes History: 
What type of diabetes do you have?  
___ Type 1  ___ Type 2  ___ Pre-diabetes  ____ Don’t know 

Year and age of diagnosis:  __________________________________ 

mailto:HealthConnection@chsbuffalo.org
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Do you have a history of Gestational Diabetes?   ____ Yes      ____ No 
Does anyone in your family have diabetes? Who? _______________________________ 

How would you rate your understanding             of diabetes? 
  ____  Good      ____  Fair      ____  Poor 
Have you ever been instructed on diabetes         care?     ____  Yes      ____  No 
In your own words, what is diabetes? ___________________________________ 

Check all that apply: 

I am thinking about a healthy change: __ now     __ in 30 days   ___ in 6 months 
I have made a healthy change: ___ in the past 6 months      ___ for 6 months + 
I do not plan to make any healthy changes this year

What is the hardest part about taking care of your diabetes?  
______________________________________________________________________________ 

I feel good about my general health:  ___ Agree     ___ Neutral   ___ Disagree 

Assessment

Medical History
When was your last physical exam?  _______________________________________

Do you have any of the following health problems or chronic complications? 
 ___  heart      ___  thyroid        ___  kidney               ___ history of DKA 
 ___  high blood pressure        ___  high cholesterol           ___  eye problems 
  ___ decreased circulation    ___  digestive problems      ___  depression 
  ___ foot problems ___  sexual problems          ___  numbness/pain  
 ___ non-alcoholic fatty liver disease     ___ arthritis, back, joint problems   
 ___ Other: ________________________________________________________________ 

Check any of the following tests/procedures you have had in the past 12 months: 
  ___  dental exam  ___  professional foot exam     ___ A1c 
  ___  dilated eye exam   ___  urine test for protein       ___ blood pressure  
  ___  weight ___ cholesterol    ___ flu shot    ___ pneumonia shot 

Do you check your feet regularly?      ___ Yes   ___   No 

In the past 12 months have you gone to the ER or been admitted to a hospital 
for diabetes?  ___  Yes   ___  No 
Do you snore?   ___ Yes    ___ No      Feel tired after sleeping?     ___ Yes   ___ No 
Do you smoke?  ___Yes    ___ No       If yes, how much?  _____________________ 
Do you wear a medical identification?    ___ Yes    ___ No 

Needs: 
Physical exam

Dental exam

Professional
foot exam

A1c

Eye exam

Urine test 
for protein

Flu/pneumonia
vaccine

Cholesterol

Monitoring Assessment

Do you test your own blood sugar at home?   ___  Yes     ___  No 

When do you test? ___ before breakfast  ___  before lunch/dinner   
___ 2 hours after meals    ___  at bedtime

1 
2 
3 
4 
N/a 

1 
2 
3 
4 
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Usual results: _________________     What is   your target blood sugar? ____________

What do you do with the results? _____________________________________________ 

When have you had an A1c test at the lab?__________________         Result: ________ % 

How do you dispose of your lancets? _________________________________

Medication: Oral and Injectable Assessment

List all meds taken (or attach list)  ____________________________________

________________________________________________________________ 
________________________________________________________________ 

How often do you miss taking medications as prescribed? _____________________
If so, what did you do? ________________________________________________________
Did you miss the medication due to side effects? Explain: ______________________
 _____________________________________________________________________________ 
Allergies:_________________________________________________________

For injectable medications: 
Do you use:  ___  vial and syringe          ___  pen device    ___  insulin pump    
Where do you store your insulin? ____________________________________________    
What time do you inject your medication? ____________________________________   
Where do you inject? ________________________________________________________   
How do you dispose of your used needles? __________________________________

Acute Complications: Assessment 

How often have you had low blood sugar (hypoglycemia, less than 70mg/dL) 
in the last month?  __________________________________________________________ 
How did you feel?   __________________________________________________________ 
How did you treat it?   _______________________________________________________
Do you carry a source of fast acting sugar with you?   ___  Yes   ___  No 
Physical Activity: Assessment 

Do you have any physical limitations?    ______________________________________
Are you physically active (30+ minutes of exercise/day)?    ___  Yes    ___  No  
Is your work physically active?    ___ Yes    ___  No 
What, how long, and how often do you engage in physical activity:   
____________________________________________________________________________ 
It is recommended you have your provider’s clearance prior to starting a new exercise regimen. 

Stress/coping: Assessment

Is there anyone to help you with your diabetes?      ___  Yes      ___  No 
From whom do you get support for your diabetes:  ___________________________ 
_______________________________________________________________   ______________
What are your thoughts/feelings about having diabetes (burdened, angry, 
   guilty, okay, etc.):___________________________________________________ _________
Do you have financial concerns regarding food, medicine, diabetes supplies? 
   If yes, describe:__________________________________________________ ___________
On a scale of 1 – 10, (1 being the lowest and 10 being the highest), how high would 
you rate your stress related to your diabetes?    __________ 

1 
2 
3 
4 
N/a 

1 
2 
3 
4 
N/a 

1 
2 
3 
4 
N/a 

1 
2 
3 
4 
N/a 

1 
2 
3 
4 
N/a 
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Nutrition: 

Height:  __________     Weight: ________        Preferred weight: ________ 
Any weight changes?  What/how much: ______________________________________ 
Are you following a special diet now? ___ Yes    ___ No 

     If yes, what kind: _____________________________________________________ 

List any vitamins, supplements or herbs taken:   ______________________________ 
_____________________________________________________________________________

How is your appetite? ________________________________________________________  
Any cravings?    ___ Yes     ___ No     For? ________________________________

Who does the cooking?   ____________________________
How many times a week do you eat away from home: 
      ___ fast food   ___ restaurant   ___ buffet   ___ cafeteria 

How is your food typically prepared?   ___ fried      ___ baked       ___ broiled 
How would you describe your portions?  ___ small      ___ medium   ___ large 

Any food allergies/intolerances: ________________________________________________ 
Problems with:  ___  chewing/swallowing     ___ diarrhea 

___  constipation ___ nausea/vomiting 

How often do you consume on average per day: 
 ____ fruit     

Beverages: 
              ____  vegetables               ____ desserts/sweets 
___  coffee   ___  tea      ___ creamer    ___ sugar       
___ other sweetened drinks              ___  juice      ___ water 
___ regular pop    ___ diet pop    ___ alcohol:    ____________

What eating concerns do you have?  _______________________________________ 

What best describes your eating pattern? (Check all that apply) 
_____No set meal or snack times 
_____Often skip breakfast or lunch  
_____Usually eat three meals per day

_____Snack before bed 
_____Snack in the afternoon 
_____Snack or “graze” all day long

What time of day do you usually eat? 
Breakfast: _______      Snack: _______       Lunch: _______      Snack:  _______  
Dinner: _______       Snack:  _______ 

Write down 5 favorite foods: Write down 5 typical snack choices: 
1. 1. 
2. 2. 
3. 3. 
4. 4. 
5. 5. 

Assessment
1 
2 
3 
4 
N/a 
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Individual Education Plan KEY: 

Type of diabetes:   ___  Type 1     ___  Type 2     ___   Pre-diabetes 

Diabetes medications: _____________________________________________________

_______________________________________________________________________ 

TOPIC Pre Education 
Assessment 

Post Education 
Assessment PLAN 

Healthy Eating/Nutrition 
Physical Activity 
Medications 
Monitoring 
Acute Complications 
Chronic Complications 
Problem Solving 
Healthy Coping 

Patient/CDE Identified Learning Objective: 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

Other education needs or methods to overcome barriers: 

_______________________________________________________________________ 

_______________________________________________________________________ 

Educator(s): 

________________________  ________________________   ____________ 
 (name)  (signature)          (date) 

________________________  ________________________  ____________ 
 (name)  (signature)  (date) 

Assessment: 

1- Needs
education

2- Needs review

3-  Comprehends
 key points

4- Demonstrates
understanding

Plan: 
1- Class

2- Individual
Session

3- Support
Services
Referral

7/23/20 



Department
of Health

Patients’ Bill of Rights in a Hospital
As a patient in a hospital in New York State, you have the right, consistent with law, to:
(1) Understand and use these rights. If for any reason you do not understand or you need help, the 

hospital MUST provide assistance, including an interpreter.
(2) Receive treatment without discrimination as to race, color, religion, sex, gender identity, national origin, 

disability, sexual orientation, age or source of payment.
(3) Receive considerate and respectful care in a clean and safe environment free of unnecessary restraints.
(4) Receive emergency care if you need it.
(5) Be informed of the name and position of the doctor who will be in charge of your care in  

the hospital.
(6) Know the names, positions and functions of any hospital staff involved in your care and refuse their 

treatment, examination or observation.
(7) Identify a caregiver who will be included in your discharge planning and sharing of  

post-discharge care information or instruction.
(8) Receive complete information about your diagnosis, treatment and prognosis.
(9) Receive all the information that you need to give informed consent for any proposed procedure or 

treatment. This information shall include the possible risks and benefits of the procedure or treatment. 
(10) Receive all the information you need to give informed consent for an order not to resuscitate. You also 

have the right to designate an individual to give this consent for you if you are too ill to do so. If you 
would like additional information, please ask for a copy of the pamphlet “Deciding About Health Care 
— A Guide for Patients and Families.” 

(11) Refuse treatment and be told what effect this may have on your health. 
(12) Refuse to take part in research. In deciding whether or not to participate, you have the right to a  

full explanation. 
(13) Privacy while in the hospital and confidentiality of all information and records regarding your care.
(14) Participate in all decisions about your treatment and discharge from the hospital. The hospital must 

provide you with a written discharge plan and written description of how you can appeal your discharge.
(15) Review your medical record without charge and, obtain a copy of your medical record for which 

the hospital can charge a reasonable fee. You cannot be denied a copy solely because you cannot 
afford to pay.

(16) Receive an itemized bill and explanation of all charges. 
(17) View a list of the hospital’s standard charges for items and services and the health plans the hospital 

participates with.
(18) Challenge an unexpected bill through the Independent Dispute Resolution process.
(19) Complain without fear of reprisals about the care and services you are receiving and to have the 

hospital respond to you and if you request it, a written response. If you are not satisfied with the 
hospital’s response, you can complain to the New York State Health Department. The hospital must 
provide you with the State Health Department telephone number. 

(20) Authorize those family members and other adults who will be given priority to visit consistent with your 
ability to receive visitors.  

(21) Make known your wishes in regard to anatomical gifts. Persons sixteen years of age or older may 
document their consent to donate their organs, eyes and/or tissues, upon their death, by enrolling in 
the NYS Donate Life Registry or by documenting their authorization for organ and/or tissue donation in 
writing in a number of ways (such as a health care proxy, will, donor card, or other signed paper). The 
health care proxy is available from the hospital.

Public Health Law(PHL)2803 (1)(g)Patient’s Rights, 10NYCRR, 405.7,405.7(a)(1),405.7(c) 

1500 2/19
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iti
on

s 
w

ill
 a

pp
ly

: 
 

a.
 

If
 y

ou
 a

re
 p

re
se

nt
 a

t 
or

 a
va

ila
bl

e 
pr

io
r 

to
 t

he
 u

se
 

or
 d

is
cl

os
ur

e 
of

 y
ou

r 
pr

ot
ec

te
d 

he
al

th
 in

fo
rm

at
io

n,
 t

he
 

Sy
st

em
 m

ay
 

us
e 

or
 d

is
cl

os
e 

yo
ur

 
pr

ot
ec

te
d 

he
al

th
 

in
fo

rm
at

io
n 

if 
yo

u 
ag

re
e,

 
or

 
if 

th
e 

Sy
st

em
 

ca
n 

re
as

on
ab

ly
 in

fe
r 

fr
om

 t
he

 c
irc

um
st

an
ce

s,
 b

as
ed

 o
n 

th
e 

ex
er

ci
se

 o
f 

its
 p

ro
fe

ss
io

na
l j

ud
gm

en
t,

 t
ha

t 
yo

u 
do

 n
ot

 
ob

je
ct

 t
o 

th
e 

us
e 

or
 d

is
cl

os
ur

e.
 

 b.
 

If
 y

ou
 a

re
 n

ot
 p

re
se

nt
 o

r 
ar

e 
un

ab
le

 t
o 

ag
re

e 
or

 
ob

je
ct

 t
o 

th
e 

us
e 

of
 d

is
cl

os
ur

e 
be

ca
us

e 
of

 i
nc

ap
ac

ity
 

or
 a

n 
em

er
ge

nc
y,

 t
he

 S
ys

te
m

 w
ill

, 
in

 t
he

 e
xe

rc
is

e 
of

 
pr

of
es

si
on

al
 j

ud
gm

en
t,

 d
et

er
m

in
e 

w
he

th
er

 t
he

 u
se

 o
r 

di
sc

lo
su

re
 is

 in
 y

ou
r 

be
st

 in
te

re
st

s 
an

d,
 if

 s
o,

 d
is

cl
os

e 
on

ly
 t

he
 p

ro
te

ct
ed

 h
ea

lth
 i

nf
or

m
at

io
n 

th
at

 i
s 

di
re

ct
ly

 
re

le
va

nt
 t

o 
th

e 
pe

rs
on

's
 in

vo
lv

em
en

t 
w

ith
 y

ou
r 

ca
re

. 
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. 
R

eq
ui

re
d 

by
 L

aw
. 

In
 a

dd
iti

on
 t

o 
th

os
e 

us
es

 a
nd

 
di

sc
lo

su
re

s 
lis

te
d 

ab
ov

e,
 w

e 
m

ay
 u

se
 a

nd
 d

is
cl

os
e 

yo
ur

 
pr

ot
ec

te
d 

he
al

th
 i

nf
or

m
at

io
n 

if 
an

d 
to

 t
he

 e
xt

en
t 

w
e 

ar
e 

re
qu

ire
d 

by
 la

w
. 

 C
. 

Y
O

U
R

 R
IG

H
TS

: 
Yo

u 
ha

ve
 t

he
 f

ol
lo

w
in

g 
rig

ht
s 

re
ga

rd
in

g 
yo

ur
 p

ro
te

ct
ed

 h
ea

lth
 in

fo
rm

at
io

n:
 

 

1.
 

R
ig

ht
 

to
 

R
ev

ok
e 

an
 

A
ut

ho
ri

za
ti

on
. 

Yo
u 

m
ay

 
re

vo
ke

 a
n 

Au
th

or
iz

at
io

n 
in

 w
rit

in
g,

 a
t 

an
y 

tim
e.

 T
o 

re
qu

es
t 

a 
re

vo
ca

tio
n,

 y
ou

 m
us

t 
su

bm
it 

a 
w

rit
te

n 
re

qu
es

t 
to

 t
he

 
Sy

st
em

's
 P

riv
ac

y 
O

ff
ic

er
, 

w
ho

se
 c

on
ta

ct
 in

fo
rm

at
io

n 
is

 li
st

ed
 

be
lo

w
. 

 2.
 

R
ig

ht
 t

o 
R

eq
ue

st
 R

es
tr

ic
ti

on
s 

on
 U

se
s 

an
d/

or
 

D
is

cl
os

ur
es

. 
Yo

u 
m

ay
 

re
qu

es
t 

re
st

ric
tio

ns
 

on
 

th
e 

us
e 

an
d/

or
 d

is
cl

os
ur

e 
of

 y
ou

r 
pr

ot
ec

te
d 

he
al

th
 i

nf
or

m
at

io
n 

fo
r 

tr
ea

tm
en

t,
 p

ay
m

en
t 

or
 h

ea
lth

 c
ar

e 
op

er
at

io
ns

. 
To

 r
eq

ue
st

 
re

st
ric

tio
ns

, 
yo

u 
m

us
t 

su
bm

it 
a 

w
rit

te
n 

re
qu

es
t 

to
 

th
e 

Sy
st

em
's

 P
riv

ac
y 

O
ff

ic
er

. 
In

 y
ou

r 
w

rit
te

n 
re

qu
es

t,
 y

ou
 m

us
t 

id
en

tif
y 

th
e 

sp
ec

ifi
c 

re
st

ric
tio

n 
re

qu
es

te
d.

 E
xc

ep
t 

in
 l

im
ite

d 
ci

rc
um

st
an

ce
s,

 t
he

 S
ys

te
m

 is
 n

ot
 o

bl
ig

at
ed

 t
o 

ag
re

e 
to

 a
ny

 
of

 y
ou

r 
re

qu
es

te
d 

re
st

ric
tio

ns
. 

If
 t

he
 S

ys
te

m
 a

gr
ee

s 
to

 y
ou

r 
re

qu
es

te
d 

re
st

ric
tio

n,
 

w
e 

m
ay

 
no

t 
us

e 
or

 
di

sc
lo

se
 

yo
ur

 
pr

ot
ec

te
d 

he
al

th
 i

nf
or

m
at

io
n 

in
 v

io
la

tio
n 

of
 t

ha
t 

re
st

ric
tio

n 
un

le
ss

 
it 

is
 

ne
ed

ed
 

to
 

pr
ov

id
e 

yo
u 

w
ith

 
em

er
ge

nc
y 

tr
ea

tm
en

t.
 U

nd
er

 c
er

ta
in

 c
irc

um
st

an
ce

s,
 w

e 
m

ay
 t

er
m

in
at

e 
ou

r 
ag

re
em

en
t 

to
 a

 r
es

tr
ic

tio
n.

   
 Re

qu
es

ts
 s

ub
m

itt
ed

 in
 w

rit
in

g 
fo

r 
re

st
ric

tio
n 

of
 d

is
cl

os
ur

e 
to

 
a 

he
al

th
 

pl
an

 
fo

r 
pu

rp
os

es
 

of
 

ca
rr

yi
ng

 
ou

t 
pa

ym
en

t 
or

 
he

al
th

ca
re

 
op

er
at

io
ns

 
w

ill
 

be
 

ho
no

re
d 

pr
ov

id
ed

 
th

e 

in
fo

rm
at

io
n 

pe
rt

ai
ns

 s
ol

el
y 

to
 a

 h
ea

lth
 c

ar
e 

ite
m

s 
or

 s
er

vi
ce

 
pa

id
 f

or
 o

ut
-o

f-
po

ck
et

 b
y 

th
e 

in
di

vi
du

al
 u

nl
es

s 
pr

oh
ib

iti
ng

 
su

ch
 d

is
cl

os
ur

e 
is

 r
es

tr
ic

te
d 

by
 la

w
.  

 

3.
 

R
ig

ht
 t

o 
R

eq
ue

st
 C

on
fi

de
nt

ia
l 

C
om

m
un

ic
at

io
ns

.  
Yo

u 
m

ay
 r

eq
ue

st
 t

o 
re

ce
iv

e 
co

nf
id

en
tia

l c
om

m
un

ic
at

io
ns

 o
f 

pr
ot

ec
te

d 
he

al
th

 i
nf

or
m

at
io

n 
by

 a
lte

rn
at

iv
e 

m
ea

ns
 o

r 
at

 
al

te
rn

at
iv

e 
lo

ca
tio

ns
. 

Yo
u 

m
us

t 
m

ak
e 

yo
ur

 r
eq

ue
st

 t
o 

th
e 

Sy
st

em
's

 P
riv

ac
y 

O
ff

ic
er

. 
 T

he
 S

ys
te

m
 w

ill
 a

cc
om

m
od

at
e 

al
l 

re
as

on
ab

le
 r

eq
ue

st
s.

 W
e 

m
ay

 c
on

di
tio

n 
th

is
 a

cc
om

m
od

at
io

n 
on

 y
ou

r 
pr

ov
id

in
g 

us
 w

ith
 i

nf
or

m
at

io
n 

as
 t

o 
ho

w
 p

ay
m

en
t 

w
ill

 b
e 

ha
nd

le
d 

or
 b

y 
sp

ec
ify

in
g 

an
 a

lte
rn

at
iv

e 
ad

dr
es

s 
or

 
ot

he
r 

m
et

ho
d 

of
 c

on
ta

ct
. 

W
e 

w
ill

 n
ot

 r
eq

ui
re

 y
ou

 t
o 

pr
ov

id
e 

an
 e

xp
la

na
tio

n 
fo

r 
yo

ur
 r

eq
ue

st
. 

 

4.
 

R
ig

ht
 t

o 
In

sp
ec

t 
an

d 
C

op
y 

In
fo

rm
at

io
n.

  
Ac

co
rd

in
g 

to
 f

ed
er

al
 r

eg
ul

at
io

ns
, 

yo
u 

m
ay

 g
en

er
al

ly
 in

sp
ec

t 
an

d 
ob

ta
in

 a
 c

op
y 

of
 y

ou
r 

pr
ot

ec
te

d 
he

al
th

 in
fo

rm
at

io
n 

th
at

 
w

e 
m

ai
nt

ai
n 

in
 

a 
de

si
gn

at
ed

 
re

co
rd

 
se

t.
 

A 
"d

es
ig

na
te

d 
re

co
rd

 s
et

" 
is

 a
 g

ro
up

 o
f 

re
co

rd
s 

th
at

 i
nc

lu
de

 m
ed

ic
al

 a
nd

 
bi

lli
ng

 r
ec

or
ds

 o
r 

ot
he

r 
re

co
rd

s 
th

at
 t

he
 S

ys
te

m
 u

se
s 

fo
r 

m
ak

in
g 

de
ci

si
on

s 
ab

ou
t 

yo
u.

 
U

nd
er

 
fe

de
ra

l 
re

gu
la

tio
ns

, 
ho

w
ev

er
, 

yo
u 

ha
ve

 
no

 
rig

ht
 

to
 

in
sp

ec
t 

or
 

co
py

 
ce

rt
ai

n 
re

co
rd

s,
 

in
cl

ud
in

g 
ps

yc
ho

th
er

ap
y 

no
te

s,
 

in
fo

rm
at

io
n 

co
m

pl
ie

d 
in

 r
ea

so
na

bl
e 

an
tic

ip
at

io
n 

of
 li

tig
at

io
n.

 P
le

as
e 

no
te

 
th

at
 

N
ew

 
Yo

rk
 

St
at

e'
s 

M
en

ta
l 

H
yg

ie
ne

 
La

w
s 

an
d 

Pu
bl

ic
 

H
ea

lth
 L

aw
 m

ay
 p

ro
vi

de
 y

ou
 w

ith
 i

nd
ep

en
de

nt
 r

ig
ht

s 
to

 
in

sp
ec

t 
an

d 
co

py
 s

uc
h 

in
fo

rm
at

io
n.

 I
f 

fe
de

ra
l 

la
w

 d
oe

s 
no

t 
al

lo
w

 y
ou

 t
o 

in
sp

ec
t 

or
 c

op
y 

ce
rt

ai
n 

in
fo

rm
at

io
n,

 s
uc

h 
as

 
ps

yc
ho

th
er

ap
y 

no
te

s,
 b

ut
 S

ta
te

 l
aw

 a
llo

w
s 

yo
u 

to
 i

ns
pe

ct
 

an
d 

co
py

 s
uc

h 
in

fo
rm

at
io

n,
 t

he
 S

ys
te

m
 w

ill
 r

es
po

nd
 t

o 
yo

ur
 

re
qu

es
t 

to
 a

cc
es

s 
su

ch
 in

fo
rm

at
io

n 
in

 a
cc

or
da

nc
e 

w
ith

 N
ew

 
Yo

rk
 S

ta
te

 l
aw

. 
W

e 
m

ay
 d

en
y 

yo
ur

 r
eq

ue
st

 t
o 

in
sp

ec
t 

or
 

co
py

 y
ou

r 
pr

ot
ec

te
d 

he
al

th
 i

nf
or

m
at

io
n.

 D
ep

en
di

ng
 o

n 
th

e 
ci

rc
um

st
an

ce
s,

 y
ou

 m
ay

 o
r 

m
ay

 n
ot

 h
av

e 
a 

rig
ht

 t
o 

ap
pe

al
 

ou
r 

de
ci

si
on

 t
o 

de
ny

 y
ou

r 
re

qu
es

t.
 T

o 
in

sp
ec

t 
or

 c
op

y 
yo

ur
 

pr
ot

ec
te

d 
he

al
th

 i
nf

or
m

at
io

n,
 y

ou
 m

us
t 

su
bm

it 
a 

w
rit

te
n 

re
qu

es
t 

to
 t

he
 H

ea
lth

 I
nf

or
m

at
io

n 
M

an
ag

em
en

t 
D

ep
ar

tm
en

t 
or

 L
on

g 
Te

rm
 C

ar
e 

Fa
ci

lit
y 

Ad
m

in
is

tr
at

io
n.

 I
f 

yo
u 

re
qu

es
t 

a 
co

py
 o

f 
yo

ur
 in

fo
rm

at
io

n,
 w

e 
m

ay
 c

ha
rg

e 
yo

u 
a 

fe
e 

fo
r 

th
e 

co
st

 o
f 

co
py

in
g 

an
d 

m
ai

lin
g 

yo
ur

 in
fo

rm
at

io
n 

an
d 

fo
r 

ot
he

r 
co

st
s 

on
ly

 a
s 

al
lo

w
ed

 b
y 

la
w

. 
 If

 y
ou

r 
pr

ot
ec

te
d 

he
al

th
 i

nf
or

m
at

io
n 

is
 m

ai
nt

ai
ne

d 
in

 a
n 

EH
R 

(E
le

ct
ro

ni
c 

H
ea

lth
 R

ec
or

d)
 u

po
n 

yo
ur

 w
rit

te
n 

re
qu

es
t, 

pr
ov

id
in

g 
no

 o
th

er
 r

es
tr

ic
tio

ns
 a

pp
ly

, 
yo

u 
m

ay
 o

bt
ai

n 
an

 
el

ec
tr

on
ic

 c
op

y 
of

 s
uc

h 
in

fo
rm

at
io

n 
an

d 
re

qu
es

t 
th

at
 s

uc
h 

a 
co

py
 

be
 

tr
an

sm
itt

ed
 

di
re

ct
ly

 
to

 
an

 
en

tit
y 

or
 

pe
rs

on
 

de
si

gn
at

ed
 b

y 
yo

u.
  

 A
 f

ee
 m

ay
 b

e 
ch

ar
ge

d 
fo

r 
th

is
 s

er
vi

ce
 

as
 a

llo
w

ed
 b

y 
la

w
.  

 5.
 

R
ig

ht
 

to
 

A
m

en
d 

yo
ur

 
In

fo
rm

at
io

n.
 

Yo
u 

m
ay

 
re

qu
es

t 
th

at
 w

e 
am

en
d 

yo
ur

 p
ro

te
ct

ed
 h

ea
lth

 i
nf

or
m

at
io

n 
th

at
 w

e 
m

ai
nt

ai
n 

in
 a

 d
es

ig
na

te
d 

re
co

rd
 s

et
. 

To
 r

eq
ue

st
 a

n 
am

en
dm

en
t,

 y
ou

 m
us

t 
su

bm
it 

a 
w

rit
te

n 
re

qu
es

t, 
al

on
g 

w
ith

 
a 

re
as

on
 t

ha
t 

su
pp

or
ts

 y
ou

r 
re

qu
es

t 
to

 o
ur

 P
riv

ac
y 

O
ff

ic
er

. 
In

 
ce

rt
ai

n 
ca

se
s,

 
w

e 
m

ay
 

de
ny

 
yo

ur
 

re
qu

es
t 

fo
r 

an
 

am
en

dm
en

t.
 I

f 
w

e 
de

ny
 y

ou
r 

re
qu

es
t 

fo
r 

an
 a

m
en

dm
en

t, 
yo

u 
ha

ve
 t

he
 r

ig
ht

 t
o 

fil
e 

a 
st

at
em

en
t 

of
 d

is
ag

re
em

en
t 

w
ith

 
us

. 
If

 y
ou

 f
ile

 s
uc

h 
a 

st
at

em
en

t,
 w

e 
m

ay
 p

re
pa

re
 a

 r
eb

ut
ta

l 
to

 y
ou

r 
st

at
em

en
t 

an
d 

w
ill

 p
ro

vi
de

 y
ou

 w
ith

 a
 c

op
y 

of
 a

ny
 

su
ch

 r
eb

ut
ta

l. 

6.
 

R
ig

ht
 t

o 
R

ec
ei

ve
 a

n 
A

cc
ou

nt
in

g.
 Y

ou
 m

ay
 r

eq
ue

st
 

an
 

ac
co

un
tin

g 
of

 
ce

rt
ai

n 
di

sc
lo

su
re

s 
of

 
yo

ur
 

pr
ot

ec
te

d 
he

al
th

 in
fo

rm
at

io
n 

m
ad

e 
by

 t
he

 S
ys

te
m

 a
ft

er
 A

pr
il 

14
, 2

00
3.

 
W

e 
ar

e 
no

t 
re

qu
ire

d 
to

 
ac

co
un

t 
fo

r 
so

m
e 

di
sc

lo
su

re
s,

 
in

cl
ud

in
g 

th
os

e 
m

ad
e 

fo
r 

tr
ea

tm
en

t,
 p

ay
m

en
t 

or
 h

ea
lth

 c
ar

e 
op

er
at

io
ns

. 
Ad

di
tio

na
lly

, 
w

e 
ar

e 
no

t 
re

qu
ire

d 
to

 p
ro

vi
de

 y
ou

 
w

ith
 a

n 
ac

co
un

tin
g 

of
 d

is
cl

os
ur

es
 t

ha
t 

yo
u 

au
th

or
iz

e 
or

 w
ith

 
an

 a
cc

ou
nt

in
g 

of
 s

om
e 

di
sc

lo
su

re
s 

th
at

 w
e 

ar
e 

pe
rm

itt
ed

 t
o 

m
ak

e 
w

ith
ou

t 
yo

ur
 

au
th

or
iz

at
io

n.
 

Yo
ur

 
re

qu
es

t 
fo

r 
an

 
ac

co
un

tin
g 

of
 d

is
cl

os
ur

es
 m

us
t 

be
 s

ub
m

itt
ed

 i
n 

w
rit

in
g 

to
 

ou
r 

Pr
iv

ac
y 

O
ffi

ce
r 

an
d 

m
us

t 
sp

ec
ify

 a
 t

im
e 

pe
rio

d 
to

 b
e 

co
ve

re
d 

by
 

th
e 

ac
co

un
tin

g.
 

Yo
u 

rig
ht

 
to

 
re

ce
iv

e 
th

is
 

in
fo

rm
at

io
n 

is
 s

ub
je

ct
 t

o 
ad

di
tio

na
l 

ex
ce

pt
io

ns
, 

re
st

ric
tio

ns
 

an
d 

lim
ita

tio
ns

.  
 7.

 
R

ig
ht

 t
o 

R
ec

ei
ve

 a
 C

op
y 

of
 N

ot
ic

e.
 U

po
n 

yo
ur

 
re

qu
es

t, 
w

e 
w

ill
 p

ro
vi

de
 y

ou
 w

ith
 a

 p
ap

er
 c

op
y 

of
 t

hi
s 

Pr
iv

ac
y 

N
ot

ic
e.

 
 8.

 
R

ig
ht

 
to

 
N

ot
if

ic
at

io
n 

of
 

an
 

U
na

ut
ho

ri
ze

d 
U

ns
ec

ur
ed

 B
re

ac
h.

   
In

 t
he

 c
as

e 
of

 a
 b

re
ac

h 
of

 u
ns

ec
ur

ed
 

pr
ot

ec
te

d 
he

al
th

 i
nf

or
m

at
io

n,
 y

ou
 o

r 
yo

ur
 n

ex
t 

of
 k

in
 (

if 
in

di
vi

du
al

 i
s 

de
ce

as
ed

) 
w

ill
 b

e 
no

tif
ie

d 
by

 m
ai

l 
or

 e
-m

ai
l 

if 
th

e 
la

te
r 

is
 s

pe
ci

fie
d 

as
 p

re
fe

rr
ed

 b
y 

yo
u.

  
 

9.
 

R
ig

ht
 t

o 
C

om
pl

ai
n.

 Y
ou

 h
av

e 
th

e 
rig

ht
 t

o 
co

m
pl

ai
n 

to
 t

he
 S

ys
te

m
 o

r 
to

 t
he

 S
ec

re
ta

ry
 o

f 
th

e 
D

ep
ar

tm
en

t 
of

 
H

ea
lth

 a
nd

 H
um

an
 S

er
vi

ce
s 

if 
yo

u 
be

lie
ve

 
yo

ur
 

pr
iv

ac
y 

rig
ht

s 
ha

ve
 b

ee
n 

vi
ol

at
ed

. 
Yo

u 
m

ay
 c

om
pl

ai
n 

to
 t

he
 S

ys
te

m
 

by
 

co
nt

ac
tin

g 
th

e 
Sy

st
em

's
 

Pr
iv

ac
y 

O
ff

ic
er

, 
us

in
g 

th
e 

co
nt

ac
t 

in
fo

rm
at

io
n 

be
lo

w
. Y

ou
 w

ill
 n

ot
 b

e 
re

ta
lia

te
d 

ag
ai

ns
t 

in
 a

ny
 w

ay
 f

or
 f

ili
ng

 a
 c

om
pl

ai
nt

. 
 

10
. 

 R
ig

ht
 t

o 
R

ec
ei

ve
 L

ab
 R

ep
or

ts
. 

U
po

n 
yo

ur
 r

eq
ue

st
 

or
 y

ou
r 

pe
rs

on
al

 r
ep

re
se

nt
at

iv
e’

s 
re

qu
es

t,
 t

he
 l

ab
or

at
or

y 
m

ay
 p

ro
vi

de
 y

ou
 o

r 
yo

ur
 p

er
so

na
l r

ep
re

se
nt

at
iv

e,
 a

nd
 t

ho
se

 
pe

rs
on

s 
sp

ec
ifi

ed
 

un
de

r 
45

 
CF

R 
16

4.
52

4(
c)

(3
)(

ii)
, 

as
 

ap
pl

ic
ab

le
, w

ith
 a

cc
es

s 
to

 c
om

pl
et

ed
 t

es
t 

re
po

rt
s 

th
at

, u
si

ng
 

th
e 

la
bo

ra
to

ry
’s

 a
ut

he
nt

ic
at

io
n 

pr
oc

es
s,

 c
an

 b
e 

id
en

tif
ie

d 
as

 
be

lo
ng

in
g 

to
 y

ou
. 

 D
. 

P
R

IV
A

C
Y

 C
O

N
TA

C
T:

 T
he

 S
ys

te
m

's
 c

on
ta

ct
 p

er
so

n 
fo

r 
al

l 
is

su
es

 r
eg

ar
di

ng
 p

at
ie

nt
 p

riv
ac

y 
an

d 
yo

ur
 r

ig
ht

s 
un

de
r 

th
e 

fe
de

ra
l 

pr
iv

ac
y 

st
an

da
rd

s 
is

 t
he

 P
riv

ac
y 

O
ff

ic
er

. 
Q

ue
st

io
ns

 
re

ga
rd

in
g 

m
at

te
rs

 c
ov

er
ed

 b
y 

th
is

 N
ot

ic
e 

sh
al

l 
be

 d
ire

ct
ed

 
to

 t
he

 P
riv

ac
y 

O
ffi

ce
r.

 Y
ou

 m
ay

 c
on

ta
ct

 t
he

 p
riv

ac
y 

O
ff

ic
er

 
at

: 
 

Le
on

ar
do

 S
et

te
-C

am
ar

a,
 E

sq
. 

D
ep

ut
y 

C
ou

ns
el

, C
or

po
ra

te
 C

om
pl

ia
nc

e 
   

   
   

   
 

&
 P

ri
va

cy
 O

ff
ic

er
 

A
dm

in
is

tr
at

iv
e 

&
 R

eg
io

na
l T

ra
in

in
g 

C
en

te
r 

14
4 

G
en

es
ee

 S
t,

 L
eg

al
 S

er
vi

ce
s,

 6
th

 F
lo

or
 

B
uf

fa
lo

, N
ew

 Y
or

k,
 1

42
03

 
 

     
 

 
C

H
S

-L
S

-P
R

IV
-0

1
-F

0
1
 R

e
v
is

e
d
 1

1
/4

/0
8

, 
9
/0

9
, 

2
/1

0
, 

9
/1

3
, 

1
1
/1

4
 

R
e
v
ie

w
e
d
 8

/1
6
 

C
at

ho
lic

 H
ea

lt
h 

Sy
st

em
 

P
ri

va
cy

 N
ot

ic
e 

Ef
fe

ct
iv

e 
A

pr
il 

14
, 2

00
3 

(R
ev

is
ed

 1
1/

04
/0

8,
 2

/1
7/

20
10

, 0
9/

17
/2

01
3;

 1
1/

11
/2

01
4)

 
Re

vi
ew

ed
 8

/1
6 

TH
IS

 N
O

TI
C

E 
D

ES
C

R
IB

ES
 H

O
W

 M
ED

IC
A

L 
IN

FO
R

M
A

TI
O

N
 

A
B

O
U

T 
Y

O
U

 M
A

Y
 B

E 
U

SE
D

 A
N

D
 D

IS
C

LO
SE

D
 A

N
D

 H
O

W
 

Y
O

U
 C

A
N

 G
ET

 A
C

C
ES

S 
TO

 T
H

IS
 I

N
FO

R
M

A
TI

O
N

. 
PL

EA
SE

 
R

EV
IE

W
 I

T 
C

A
R

EF
U

LL
Y

. 
 A

. 
O

U
R

 
PO

LI
C

Y
 

R
EG

A
R

D
IN

G
 

Y
O

U
R

 
H

EA
LT

H
 

IN
FO

R
M

A
TI

O
N

 
 

W
e 

ar
e 

co
m

m
itt

ed
 

to
 

pr
es

er
vi

ng
 

th
e 

pr
iv

ac
y 

an
d 

co
nf

id
en

tia
lit

y 
of

 
yo

ur
 

he
al

th
 

in
fo

rm
at

io
n.

 
Th

is
 

Pr
iv

ac
y 

N
ot

ic
e 

de
sc

rib
es

 
ho

w
 

th
e 

Ca
th

ol
ic

 
H

ea
lth

 
Sy

st
em

 
("

Th
e 

Sy
st

em
")

 
m

ay
 

us
e 

an
d 

di
sc

lo
se

 
yo

ur
 

pr
ot

ec
te

d 
he

al
th

 
in

fo
rm

at
io

n 
ac

co
rd

in
g 

to
 a

pp
lic

ab
le

 la
w

s 
an

d 
re

gu
la

tio
ns

. 
It

 
al

so
 d

es
cr

ib
es

 y
ou

r 
rig

ht
s 

w
ith

 r
es

pe
ct

 t
o 

yo
ur

 p
ro

te
ct

ed
 

he
al

th
 

in
fo

rm
at

io
n.

 
Yo

ur
 

"p
ro

te
ct

ed
 

he
al

th
 

in
fo

rm
at

io
n"

 
in

cl
ud

es
 m

os
t 

in
fo

rm
at

io
n 

ab
ou

t 
yo

ur
 p

hy
si

ca
l 

an
d 

m
en

ta
l 

he
al

th
, 

su
ch

 
as

 
sy

m
pt

om
s,

 
tr

ea
tm

en
t,

 
te

st
 

re
su

lts
, 

an
d 

de
m

og
ra

ph
ic

 d
at

a,
 w

hi
ch

 c
on

ta
in

s 
de

ta
ils

 t
ha

t 
ca

n 
be

 u
se

d 
to

 i
de

nt
ify

 y
ou

, 
W

e 
ar

e 
re

qu
ire

d 
by

 l
aw

 t
o 

m
ai

nt
ai

n 
th

e 
pr

iv
ac

y 
of

 
yo

ur
 

"p
ro

te
ct

ed
 

he
al

th
 

in
fo

rm
at

io
n"

 
an

d 
to

 
pr

ov
id

e 
yo

u 
w

ith
 t

hi
s 

no
tic

e 
of

 y
ou

r 
le

ga
l d

ut
ie

s 
an

d 
pr

iv
ac

y 
pr

ac
tic

es
. 

Th
e 

Sy
st

em
's

 m
an

y 
co

m
po

ne
nt

s 
w

ill
 c

om
pl

y 
w

ith
 

th
is

 N
ot

ic
e,

 i
nc

lu
di

ng
 t

he
 S

ys
te

m
's

 h
os

pi
ta

ls
, 

pr
im

ar
y 

ca
re

, 
lo

ng
 t

er
m

 c
ar

e,
 h

om
e 

ca
re

, 
am

bu
la

to
ry

 c
ar

e,
 l

ab
or

at
or

ie
s,

 
ch

em
ic

al
 

an
d 

ph
ys

ic
al

 
re

ha
bi

lit
at

io
n,

 
fo

un
da

tio
ns

 
an

d 
w

or
kf

or
ce

 m
em

be
rs

, 
in

cl
ud

in
g 

vo
lu

nt
ee

rs
. 

Ad
di

tio
na

lly
, 

al
l 

he
al

th
 c

ar
e 

pr
ov

id
er

s 
w

ho
 p

ro
vi

de
 s

er
vi

ce
s 

fo
r 

th
e 

Sy
st

em
 

an
d 

w
ith

in
 

th
e 

Sy
st

em
's

 
fa

ci
lit

ie
s 

w
ill

 
co

m
pl

y 
w

ith
 

th
is

 
N

ot
ic

e 
an

d 
w

ill
 s

ha
re

 y
ou

r 
pr

ot
ec

te
d 

he
al

th
 in

fo
rm

at
io

n 
fo

r 
tr

ea
tm

en
t,

 p
ay

m
en

t 
an

d 
he

al
th

ca
re

 o
pe

ra
tio

ns
 (

as
 d

ef
in

ed
 

he
re

in
.)

 
 W

e 
re

se
rv

e 
th

e 
rig

ht
 t

o 
ch

an
ge

 t
hi

s 
no

tic
e 

an
d 

to
 m

ak
e 

th
e 

re
vi

se
d 

no
tic

e 
ef

fe
ct

iv
e 

fo
r 

al
l 

pr
ot

ec
te

d 
he

al
th

 i
nf

or
m

at
io

n 
th

at
 w

e 
m

ai
nt

ai
n 

at
 t

ha
t 

tim
e 

an
d 

an
y 

in
fo

rm
at

io
n 

w
e 

m
ay

 
re

ce
iv

e 
in

 t
he

 f
ut

ur
e.

 W
e 

w
ill

 p
os

t 
a 

co
py

 o
f 

th
e 

cu
rr

en
t 

no
tic

e 
in

 o
ur

 f
ac

ili
tie

s 
an

d 
w

e 
w

ill
 m

ak
e 

an
y 

re
vi

se
d 

no
tic

e 
av

ai
la

bl
e 

at
 t

he
 f

ac
ili

tie
s 

fo
r 

yo
u 

to
 r

eq
ue

st
 a

 c
op

y.
 W

e 
ar

e 
re

qu
ire

d 
to

 
ab

id
e 

by
 

th
e 

te
rm

s 
of

 
th

is
 

no
tic

e 
w

hi
le

 
it 

re
m

ai
ns

 in
 e

ff
ec

t,
 a

s 
re

qu
ire

d 
or

 a
ut

ho
riz

ed
 b

y 
la

w
. 

 B
. 

U
SE

S 
A

N
D

 
D

IS
C

LO
SU

R
ES

 
W

IT
H

 
A

N
D

 
W

IT
H

O
U

T 
Y

O
U

R
 A

U
TH

O
R

IZ
A

TI
O

N
 

 

W
e 

m
us

t 
ob

ta
in

 y
ou

r 
w

rit
te

n 
pe

rm
is

si
on

 o
r 

"a
ut

ho
riz

at
io

n"
 

to
 u

se
 o

r 
di

sc
lo

se
 y

ou
r 

pr
ot

ec
te

d 
he

al
th

 in
fo

rm
at

io
n 

ex
ce

pt
 

in
 t

he
 l

im
ite

d 
si

tu
at

io
ns

 l
is

te
d 

be
lo

w
, 

w
hi

ch
 d

o 
no

t 
re

qu
ire

 
yo

ur
 w

rit
te

n 
au

th
or

iz
at

io
n:

 
 

1.
 

Tr
ea

tm
en

t.
 W

e 
w

ill
 u

se
 a

nd
 d

is
cl

os
e 

yo
ur

 p
ro

te
ct

ed
 

he
al

th
 in

fo
rm

at
io

n 
to

 p
ro

vi
de

, 
co

or
di

na
te

 a
nd

 m
an

ag
e 

yo
ur

 
he

al
th

 c
ar

e 
an

d 
re

la
te

d 
se

rv
ic

es
. 

W
e 

m
ay

 d
is

cl
os

e 
yo

ur
 

pr
ot

ec
te

d 
he

al
th

 
in

fo
rm

at
io

n 
to

 
he

al
th

 
ca

re
 

pr
ov

id
er

s,
 

in
cl

ud
in

g 
pr

ov
id

er
s 

no
t 

af
fil

ia
te

d 
w

ith
 T

he
 S

ys
te

m
, 

so
 t

ha
t 

th
ey

 m
ay

 p
ro

vi
de

 y
ou

 w
ith

 t
re

at
m

en
t.

 F
or

 e
xa

m
pl

e,
 w

e 
m

ay
 

di
sc

lo
se

 y
ou

r 
pr

ot
ec

te
d 

he
al

th
 in

fo
rm

at
io

n 
to

 a
 p

ha
rm

ac
y 

to
 

fil
l 

a 
pr

es
cr

ip
tio

n,
 t

o 
a 

la
bo

ra
to

ry
 t

o 
or

de
r 

a 
te

st
, 

or
 a

 
sp

ec
ia

lis
t 

fo
r 

co
ns

ul
ta

tio
n.

 



2.
 

P
ay

m
en

t.
 W

e 
w

ill
 u

se
 a

nd
 d

is
cl

os
e 

yo
ur

 p
ro

te
ct

ed
 

he
al

th
 i

nf
or

m
at

io
n,

 a
s 

ne
ed

ed
, 

fo
r 

th
e 

Sy
st

em
 t

o 
ob

ta
in

 
pa

ym
en

t 
fo

r 
ou

r 
he

al
th

 c
ar

e 
se

rv
ic

es
. 

Fo
r 

ex
am

pl
e,

 w
e 

m
ay

 
di

sc
lo

se
 

pr
ot

ec
te

d 
he

al
th

 
in

fo
rm

at
io

n 
to

 
yo

ur
 

he
al

th
 

in
su

ra
nc

e 
co

m
pa

ny
 s

o 
w

e 
m

ay
 o

bt
ai

n 
pr

io
r 

ap
pr

ov
al

 f
or

 a
 

su
rg

er
y,

 t
o 

de
te

rm
in

e 
w

he
th

er
 y

ou
 a

re
 e

lig
ib

le
 f

or
 b

en
ef

its
 

or
 t

o 
de

te
rm

in
e 

w
he

th
er

 a
 p

ar
tic

ul
ar

 s
er

vi
ce

 i
s 

co
ve

re
d 

un
de

r 
yo

u 
pl

an
. 

W
e 

m
ay

 d
is

cl
os

e 
yo

ur
 p

ro
te

ct
ed

 h
ea

lth
 

in
fo

rm
at

io
n 

to
 o

th
er

 h
ea

lth
 c

ar
e 

pr
ov

id
er

s,
 h

ea
lth

 p
la

ns
, 

an
d 

he
al

th
 c

ar
e 

cl
ea

rin
gh

ou
se

s 
fo

r 
th

ei
r 

pa
ym

en
t 

ac
tiv

iti
es

. 
Fo

r 
ex

am
pl

e,
 w

e 
m

ay
 d

is
cl

os
e 

pr
ot

ec
te

d 
he

al
th

 in
fo

rm
at

io
n 

to
 

an
es

th
es

ia
 

ca
re

 
pr

ov
id

er
s 

so
 

th
at

 
th

ey
 

m
ay

 
ob

ta
in

 
pa

ym
en

t 
fo

r 
th

ei
r 

se
rv

ic
es

. 
 3.

 
H

ea
lt

h 
C

ar
e 

O
pe

ra
ti

on
s:

 W
e 

w
ill

 u
se

 a
nd

 d
is

cl
os

e 
yo

ur
 

pr
ot

ec
te

d 
he

al
th

 
in

fo
rm

at
io

n 
fo

r 
ou

r 
he

al
th

 
ca

re
 

op
er

at
io

ns
. 

Fo
r 

ex
am

pl
e,

 w
e 

m
ay

 u
se

 y
ou

r 
pr

ot
ec

te
d 

he
al

th
 

in
fo

rm
at

io
n 

to
 e

va
lu

at
e 

th
e 

pe
rf

or
m

an
ce

 o
f 

th
e 

Sy
st

em
's

 
pe

rs
on

ne
l 

an
d 

to
 

pe
rf

or
m

 
lic

en
si

ng
, 

tr
ai

ni
ng

, 
an

d 
ac

cr
ed

ita
tio

n 
ac

tiv
iti

es
. 

In
 c

er
ta

in
 s

itu
at

io
ns

, 
w

e 
m

ay
 a

ls
o 

di
sc

lo
se

 y
ou

r 
pr

ot
ec

te
d 

he
al

th
 in

fo
rm

at
io

n 
to

 a
no

th
er

 h
ea

lth
 

ca
re

 p
ro

vi
de

r,
 h

ea
lth

 p
la

n,
 o

r 
he

al
th

 c
ar

e 
cl

ea
rin

gh
ou

se
 w

ho
 

ha
s 

or
 h

ad
 a

 r
el

at
io

ns
hi

p 
w

ith
 y

ou
, 

fo
r 

th
e 

pu
rp

os
e 

of
 t

ha
t 

en
tit

y'
s 

he
al

th
 c

ar
e 

op
er

at
io

ns
, 

as
 l

on
g 

as
 t

he
 p

ro
te

ct
ed

 
he

al
th

 i
nf

or
m

at
io

n 
is

 r
el

at
ed

 t
o 

yo
ur

 r
el

at
io

ns
hi

p 
w

ith
 t

ha
t 

en
tit

y.
 

Fo
r 

ex
am

pl
e,

 
th

e 
Sy

st
em

 
m

ay
 

di
sc

lo
se

 
yo

ur
 

pr
ot

ec
te

d 
he

al
th

 
in

fo
rm

at
io

n 
to

 
al

lo
w

 
an

ot
he

r 
en

tit
y 

to
 

co
nd

uc
t 

ac
tiv

iti
es

 t
o 

de
te

rm
in

e 
w

he
th

er
 t

he
y 

ha
ve

 p
ro

vi
de

d 
qu

al
ity

 
se

rv
ic

es
, 

to
 

re
vi

ew
 

th
e 

pe
rf

or
m

an
ce

 
an

d 
qu

al
ifi

ca
tio

ns
 o

f 
he

al
th

 c
ar

e 
pr

ov
id

er
s,

 t
o 

co
nd

uc
t 

tr
ai

ni
ng

 
pr

og
ra

m
s,

 
an

d 
to

 
pe

rf
or

m
 

ac
cr

ed
ita

tio
n,

 
ce

rt
ifi

ca
tio

n,
 

lic
en

si
ng

 o
r 

cr
ed

en
tia

lin
g 

ac
tiv

iti
es

.  
 4.

 
La

w
 E

nf
or

ce
m

en
t 

P
ur

po
se

s.
 W

e 
m

ay
 d

is
cl

os
e 

yo
ur

 
pr

ot
ec

te
d 

he
al

th
 i

nf
or

m
at

io
n 

to
 l

aw
 e

nf
or

ce
m

en
t 

of
fic

ia
ls

 
un

de
r 

ce
rt

ai
n 

ci
rc

um
st

an
ce

s 
w

he
n 

w
e 

ar
e 

re
qu

ire
d 

or
 

pe
rm

itt
ed

 b
y 

la
w

 t
o 

di
sc

lo
se

 s
uc

h 
in

fo
rm

at
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 d
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 c
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 t
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r 
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 b
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w
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m
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re
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a 
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ec
t, 
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 m
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n 
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ay

 d
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ur
 

pr
ot

ec
te
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at
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l’s

 r
eq

ue
st

 a
bo

ut
 a

 v
ic

tim
 o

f 
a 

cr
im

e 
or

 i
n 
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 c
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 c
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iv

it
ie

s.
 T

he
 S

ys
te

m
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ay
 d
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e 
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 c
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to
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pe
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t 
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to

 p
ub
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 h

ea
lth
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iv
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Fo
r 

ex
am

pl
e,
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he

 S
ys
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m

 m
ay
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ou
r 
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ot

ec
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d 
he

al
th
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nf

or
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at
io
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 p
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 h

ea
lth

 
au
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r 

ot
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ve
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au
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or
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 a
ut
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ed
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y 
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w

 t
o 

re
ce

iv
e 

su
ch
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nf

or
m

at
io

n 
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r 
pu

rp
os
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f 
pr

ev
en

tin
g 

or
 c

on
tr

ol
lin

g 
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ur

y,
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is
ab

ili
ty
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 c
hi

ld
 a

bu
se

 o
r 

ne
gl

ec
t 

or
 f

or
 t

he
 c

on
du

ct
 o

f 
pu
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 h
ea

lth
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ur
ve

ill
an

ce
, 

in
ve

st
ig

at
io

ns
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nd
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te
rv

en
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ns
. 

W
e 

m
ay

 a
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o 
di

sc
lo

se
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ou
r 

pr
ot

ec
te

d 
he

al
th

 i
nf

or
m

at
io
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 c
er

ta
in
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nd

iv
id
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di
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oo
d 

an
d 

D
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g 
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m
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at
io
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te
d 
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r 
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tiv
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 c
er

ta
in
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nd

iv
id

ua
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ay
 b
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at
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 c
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tr
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g 

or
 s

pr
ea
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ng
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 d
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se
 o

r 
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iti
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, 
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d 
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de

r 
ce
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n 
ci
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um

st
an
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yo
ur

 
em
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er
 i

f 
w

e 
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ve
 p

ro
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de
d 
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al

th
 c
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ou
 a

t 
yo

ur
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eq
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at
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 f
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at
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d 
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ot

he
r 
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tiv

iti
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y 
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r 

ap
pr

op
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te
 

ov
er
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gh

t 
of

 
th

e 
he

al
th
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re
 

sy
st

em
 a

nd
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ig
ht
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f 

ce
rt

ai
n 

pr
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ra
m

s 
an

d 
en

tit
ie

s 
as

 
au

th
or

iz
ed

 b
y 

la
w
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di
ci

al
 

an
d 

A
dm

in
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at

iv
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ro
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ed
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m
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 o
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e 
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n 
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an
ce
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m
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yo
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pr

ot
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d 

he
al
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fo
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at

io
n 
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 d
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ve
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r 
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l p
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ed

 b
y 
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ce
iv

e 
sa
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e 
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g 
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rm
at
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n 
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en
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ot
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ed
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f 
th

e 
re
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or
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e 
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re
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ot
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te
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of
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 c
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r 
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pr

oh
ib
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 d
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os
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of
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r 
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d 
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or
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n 
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r 
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y 
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e 
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an
 

th
e 
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ee
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w
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at
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 b
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s.
 

 I
n 
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ai
n 
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at
io

ns
 a

ut
ho

riz
e 

th
e 

Sy
st

em
 t

o 
us

e 
an

d/
or

 d
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liz

ed
 g

ov
er

nm
en

t 
fu

nc
tio

ns
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 m
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ed
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te
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nd
 d
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e 

yo
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al
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at
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 d
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cl
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e 
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ed
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lth
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at
io
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r 
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d 
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e 
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pr
ot

ec
t 
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en
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 d
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d 
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n 
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at
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t 
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s 
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e 
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l 
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itu
tio

n,
 

or
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s 
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e 
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r 
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g 
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at
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r 

if 
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ch
 i
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 d
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e 
m
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n 
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 m
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 b
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f 
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o 
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en
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 if
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m
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d 
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m
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e 
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 d
is
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s 
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 c
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m
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f 
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em
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s 
au

th
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re
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y 
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e 
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ec
te

d 
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e,
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 o
r 

do
m
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 d
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s 
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 d
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t 
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m
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f 

yo
u 

ar
e 
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te

d 
an
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m
en
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of
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is
te
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 l
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 s
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ca
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at
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h 
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 p
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 d
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 p
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 d
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at
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at
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 c
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pa
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re
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 d
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. 

Ev
en

 w
ith

ou
t 

sp
ec

ia
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 p
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it 
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s 
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r 
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at
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 p
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 f
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 p
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 l
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 r
em
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 p
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 D
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   The Diabetes Education Patient's Bill of Rights  
 

Information Disclosure  
 
You have the right to accurate and easily understood information about your diabetes self-
management education plan and your individualized goals and their attainment. If you speak 
another language, have a physical or mental disability, or just don't understand something, 
every effort will be made to provide assistance so you can make informed health care decisions.  
 

Participation in Treatment Decisions  
 
You have the right to know your diabetes education plan options and to participate in decisions 
about your care and goal setting. Parents, guardians, family members, or other individuals that 
you designate can represent you if you cannot make your own decisions.  
 

Respect and Nondiscrimination  
 

You have a right to considerate, respectful and nondiscriminatory care from your diabetes 
educators, and other members of the diabetes care team.  
 

Confidentiality of Health Information  
 

You have the right to talk in confidence with diabetes educators and to have your health care 
information protected. You also have the right to review and copy your own education plan and 
request that your diabetes educator change your record if it is not accurate, relevant, or 
complete.  
 

Complaints and Appeals  
 

You have the right to a fair, fast, and objective review of any complaint you have against your 
diabetes educator or other health care personnel. This includes complaints about waiting times, 
operating hours, the conduct of health care personnel, and the adequacy of health care 
facilities.  
 
 
© ADCES 2020                    
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