
ACKNOWLEDGEMENT: I hereby acknowledge that I have reviewed a summary of the Notice of Privacy Practices of Hand and 
Wrist of Louisville, PLLC (the “Practice”). I further acknowledge that I can request to see the detailed Notice of Privacy 
Practices, that a copy of the current Notice of Privacy Practices will be posted on the Practice’s website, and that I will be 
offered a copy of any amended Notice of Privacy Practices at each appointment.  

Patient or personal representative signature 

Print name

SUMMARY OF PRIVACY PRACTICES: This summary of our privacy practices contains a condensed version of our 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.  

We understand that your medical information is personal to you, and we are committed to protecting the information about 
you. As our patient, we create medical records about your health, our care for you, and the services and/or items we provide 
to you as our patient. By law, we are required to make sure that your Protected Health Information is kept private.  

How will we use or disclose your information? Here are a few examples (for more detail please refer to the full Notice of 
Privacy Practices): 

If you believe your privacy rights have been violated, you may file a complaint with the Practice or with the Secretary of the 
Department of Health and Human Services. To file a complaint with the Practice, contact our office manager. All complaints 
must be submitted in writing. You will not be penalized for filing a complaint.  

You have certain rights regarding information maintained in your records. These rights include: 

For more information about these rights, please see our detailed Notice of Privacy Practices.  

Date

Review Notice of Privacy Practices

• For medical treatment 
• To obtain payment for our services 
• In emergency situations 
• For appointment and patient recall reminders 
•  To run our Practice more efficiently and ensure all our 

patients receive quality care 

• The right to inspect and copy 
• The right to amend 
• The right to an accounting of disclosures 

• For research 
• To avert a serious threat to health or safety 
• For organ or tissue donation 
• For workers’ compensation programs 
•  In response to certain requests arising out of lawsuits 

or other disputes 

• The right to request restrictions 
• The right to a paper copy of this notice 
• The right to request confidential communications 

( cont. )



Financial Policy Statement

Patient or personal representative signature 

Print name

It is the policy of Hand and Wrist of Louisville, PLLC to bill your insurance carrier as a courtesy to you; however you are responsible 
for the entire bill. We require that arrangements for payment of your estimated share be made today. The insured/patient is 
responsible for any co-payments at the time service is rendered. If your insurance carrier does not remit payment within sixty  
(60) days, the balance will be due in full from you. If your insurance pays in excess of the balance of your account, we will refund 
the credit. 

If any payment is made directly to you for services billed by Hand and Wrist of Louisville, PLLC you recognize an obligation to 
promptly remit same to Hand and Wrist of Louisville, PLLC.  

The above does not apply for those patients that are considered Workers’ Compensation. However, be advised as a Compensation 
patient that you may be held responsible for your charges in the event that your claim is controverted. 

I understand and agree that if I fail to make any of the payments for which I am responsible for in a timely manner, after such 
default and upon referral to a collection agency or attorney by Hand and Wrist of Louisville, PLLC, I will be responsible for all costs  
of collecting monies owed, including court costs, collection agency fees, and attorney fees.  

The above information has been read and explained to me. I UNDERSTAND MY RESPONSIBILITY FOR THE PAYMENT OF MY ACCOUNT.

Date




