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YOUR HEALTH INFORMATION This notice applies to the information and records we have about your health, health status, and the health care and 
services you receive at this office. We are required by law to give you this notice. It will tell you about the ways in which we may use and disclose 
health information about you and describes your rights and our obligations regarding the use and disclosure of that information. HOW WE MAY USE 
AND DISCLOSE HEALTH INFORMATION ABOUT YOU For Treatment We may use health information about you to provide you with medical treatment 
or services. We may disclose health information about you to doctors, nurses, technicians, office staff or other personnel who are involved in taking 
care of you and your health. For example, your doctor may be treating you for a heart condition and may need to know if you have other health 
problems that could complicate your treatment. The doctor may use your medical history to decide what treatment is best for you. The doctor may 
also tell another doctor about your condition so that doctor can help determine the most appropriate care for you. Different personnel in our office 
may share information about you and disclose information to people who do not work in our office in order to coordinate your care, such as phoning 
in prescriptions to your pharmacy, scheduling lab work and ordering x-rays. Family members and other health care providers may be part of your 
medical care outside this office and may require information about you that we have. For Payment We may use and disclose health information 
about you so that the treatment and services you receive at this office may be billed to and payment may be collected from you, an insurance 
company or a third party. For example, we may need to give your health plan information about a service you received here so your health plan will 
pay us or reimburse you for the service. We may also tell your health plan about a treatment you are going to receive to obtain prior approval, or to 
determine whether your plan will cover the treatment. For Health Care Operations We may use and disclose health information about you in order to 
run the office and make sure that you and our other patients receive quality care. for example, we may use your health information to evaluate the 
performance of our staff in caring for you. We may also use health information about all or many of our patients to help us decide what additional 
services we should offer, how we can become more efficient, or whether certain new treatments are effective. Family and Friends We may 
disclose health information about you to your family members or friends if we obtain your verbal agreement to do so or if we give you an 
opportunity to object to such a disclosure and you do not raise an objection. We may also disclose health information to your family or friends if we 
can infer from the circumstances, based on our professional judgment that you would not object. For example, we may assume you agree to our 
disclosure of your personal health information to your spouse when you bring your spouse with you into the exam room during treatment or while 
treatment is discussed. Right to Request Confidential Communications You have the right to request that we communicate with you about 
medical matters in a certain way or at a certain location. For example, you can ask that we only contact you at work or by mail. To request 
confidential communications, you may complete and submit the Requests For Restricting Uses and Disclosures and Confidential Communications to: 
WELLNESS CENTER, INC – 10651 N KENDALL DRIVE, 222, MIAMI, FLORIDA 33176 305.279.0850. 

 
 
 
 
 
I, ______________________________________________ have read a copy of Dr. Lewis J. Arrandt/Wellness Center, Inc.’s  
Notice of Patient Privacy Practices. 
 

 

 

 

SIGNATURE: _______________________________________________________ 

DATE: ____________________________________________________________ 


