
Patient Permission To Communicate Information With 
Designated Individuals 

Our physicians and staff know that communicating with you about your healthcare is important.  
By completing this form, you give us permission to provide messages, and/or discuss information 
about your healthcare with the individuals designated below.  I understand that I may cancel or 
update this information at any time by notifying a representative of the physician office.   

1. I give permission to allow physicians and staff to discuss relevant medical, billing, and
insurance information with the individuals listed below (examples, spouse, relatives, friend,
etc.).  I understand that my healthcare provider will use professional judgment to determine
what information about my healthcare may be discussed with the designated individuals
below*:

Involved Individual     Relationship to Patient  Phone Number 

Patient/Authorized Representative 
Signature**____________________________________________Date_____________Time________ 

Printed Name of Authorized Representative: _____________________________________________ 

Relationship to Patient: _________________________________ 

**If signed by a patient-authorized representative, supporting legal documentation must accompany this 
authorization form.  

*GenesisCare expressly reserves the right to disclose information to others who may not be on the list if and to the extent allowed
by HIPAA, including but not limited to disclosures for treatment, payment or healthcare operations. 





NEW PATIENT REGISTRATION PACKET 

Acknowledgment of Receipt of Notice of Privacy Practices 

I hereby acknowledge: 
A copy of the Notice of Privacy Practices was given to me. 
If I came in for healthcare services in an emergency treatment situation, I was given the 
Notice as soon as reasonably practicable after the emergency treatment situation. 

_________________________________________     ____________________________ 
Signature of Patient or Representative                          Date 

_________________________________________     
Printed Name of Patient or Representative

FOR OFFICE USE ONLY 
If an acknowledgment is not obtained, please complete the information below: 

Patient’s name: __________________________________________________________ 

Date of attempt to obtain acknowledgment: __________________________________ 

Reason acknowledgement was not obtained:
  Patient/family member received notice but refused to sign acknowledgment 
  Emergency treatment situation 
  Patient was incapacitated and no family member was present 
  Unable to communicate due to language barriers 
  Other (please describe below)

_______________________________________      ____________________________ 
Signature of Employee                                     Date 



GenesisCare 
DBA Asheville Urological Associates 
PO Box 862152 
Orlando, FL 32886-2152 

I, the undersigned, assign to the provider/entity referenced above (“Provider”), my 
rights and benefits in any medical insurance plan, health benefit plan, or other source 
of payment for healthcare services (each a “Plan”) in connection with medical 
services provided by Provider, its employees and agents. I understand that this 
document is a direct assignment of my rights and benefits under my Plan.  
I authorize my insurance company to pay Provider directly for the professional or 
medical expense benefits payable to me. If my current policy prohibits direct payment 
to Provider, I instruct my insurance company to make out the check to me and mail it 
directly to the address of lockbox referenced above for the professional or medical 
expense benefits payable to me under my Plan as payment towards the total charges 
for the services rendered. In addition, I agree and understand that any funds I receive 
by my insurance company due for services rendered by Provider are owed to 
Provider and I agree to remit those funds directly to Provider. 
Patient Responsibility 
I acknowledge and agree that I am responsible for all charges for services provided 
to me which are not covered by my Plan or for which I am responsible for payment 
under my Plan. To the extent no coverage exists under my Plan, I acknowledge that I 
am responsible for all charges for services provided and agree to pay all charges not 
covered by my Plan.  
Release of Information 

A photocopy of this Assignment/Authorization shall be considered as effective and 
valid as the original.  

________________________________  ____________________ 
Signature of Patient/Person Legally Responsible Date

________________________________  ____________________ 
Print Name of Patient/Person Legally Responsible Date 

_________________________________________ 
Relationship to Patient (if signed by Person Legally Responsible) 

Assignment Of Benefits/Right To Payment 
Authorization, Patient Responsibility, And Release 

Of Information Form 
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Each tim

e you visit our physicians or receive treatm
ent from

 us, a record of your visit is m
ade. This record m

ay contain your sym
ptom

s, exam
ination 

and test results, diagnoses, treatm
ent, a plan for future care or treatm

ent, and billing-related inform
ation. This notice applies to all of the records of 

your care generated by your physician. 
O

ur R
esponsibilities  

W
e are required by law

 to m
aintain the privacy of your protected health inform

ation, to provide you w
ith notice of our legal duties and privacy 

practices w
ith respect to that protected health inform

ation, and to notify any affected individuals follow
ing a breach of any unsecured protected 

health inform
ation. W

e w
ill abide by the term

s of the notice currently in effect. 
U

ses and D
isclosures - H

ow
 w

e m
ay use and disclose protected health inform

ation about you 
For T

reatm
ent: W

e m
ay use protected health inform

ation about you to provide you w
ith treatm

ent or services. W
e m

ay disclose protected health 
inform

ation about you to doctors, nurses, or other personnel w
ho are involved in taking care of you. For exam

ple, w
e m

ay need to com
m

unicate w
ith 

your prim
ary care doctor to plan your treatm

ent and follow
-up care. 

For Paym
ent: W

e m
ay use and disclose protected health inform

ation about your treatm
ent and services to bill and collect paym

ent from
 you, your 

insurance com
pany, or a third-party payer. For exam

ple, w
e m

ay need to give your insurance com
pany inform

ation about your diagnosis so that it 
w

ill pay us or reim
burse you for the treatm

ent. 
For H

ealthcare O
perations: W

e m
ay use or disclose, as needed, your protected health inform

ation in order to run our practice. For exam
ple, 

m
em

bers of the m
edical staff and/or quality im

provem
ent team

 m
ay use inform

ation in your health record to assess the care and outcom
es in your 

case and others like it. The results w
ill then be used to continually im

prove the quality of care for all patients w
e serve. 

W
e m

ay also use and disclose protected health inform
ation: 

• 
To business associates w

e have contracted w
ith to perform

 an agreed-upon service 
• 

To rem
ind you that you have an appointm

ent for m
edical care

• 
To assess your satisfaction w

ith our services 
• 

To inform
 you about possible treatm

ent alternatives 
• 

To inform
 you about health-related benefits or services 

• 
To conduct case m

anagem
ent or care coordination activities 

• 
To contact you as part of our fundraising efforts, if any, though you w

ill have the right to opt out of such com
m

unications 
• 

To inform
 funeral directors consistent w

ith applicable law
 

• 
For population-based activities relating to im

proving health or reducing healthcare costs 
• 

For conducting training program
s or review

ing com
petence of healthcare professionals 

Individuals Involved in Y
our C

are or Paym
ent for Y

our C
are: W

e m
ay release protected health inform

ation about you to a friend or fam
ily 

m
em

ber w
ho is involved in your m

edical care or w
ho helps pay for your care. 

R
esearch: W

e m
ay disclose inform

ation to researchers w
hen an institutional review

 board has approved the disclosure based on adequate safeguards 
to ensure the privacy of your health inform

ation and as otherw
ise allow

ed by law
. 

Future C
om

m
unications: W

e m
ay com

m
unicate w

ith you via new
sletters, m

ailings, or other m
eans regarding treatm

ent options, health-related 
inform

ation, disease m
anagem

ent program
s, w

ellness program
s, or other com

m
unity-based initiatives or activities in w

hich our facility is 
participating. 
A

s R
equired by Law

, w
e m

ay also disclose health inform
ation to the follow

ing types of entities, including but not lim
ited to: 

• 
The U

.S. Food and D
rug Adm

inistration 
• 

Public health or legal authorities charged w
ith preventing or controlling disease, injury, disability, or other threat to health

or safety 
• 

C
orrectional institutions (if you are in custody of a correctional institution or a law

 enforcem
ent officer) 

• 
W

orkers' com
pensation agents

• 
O

rgan and tissue donation organizations 
• 

-M
ilitary com

m
and authorities 

•
H

ealth oversight agencies
• 

Funeral directors, coroners, and m
edical exam

iners 
• 

N
ational security and intelligence agencies 

• 
Protective services for the president and others 

L
aw

 E
nforcem

ent/L
egal Proceedings: W

e m
ay disclose health inform

ation for law
 enforcem

ent purposes as required by law
 or in response to a 

valid subpoena or court order. 
O

ther U
ses of Y

our Protected H
ealth Inform

ation T
hat R

equire Y
our A

uthorization 
U

ses and disclosures of your protected health inform
ation that involve the release of psychotherapy notes (if any), m

arketing, sale of your protected 
health inform

ation, or other uses and disclosures not described in this notice or required by law
 w

ill be m
ade only w

ith your s eparate w
ritten 

perm
ission. If you give us perm

ission to use or disclose protected health inform
ation about you, you m

ay revoke that perm
ission, in w

riting, at any 
lim

e. If you revoke your perm
ission, w

e w
ill no longer use or disclose protected health inform

ation about you for the reasons covered by your w
ritten 

authorization. Y
ou understand that w

e are unable to take back any disclosures w
e have already m

ade w
ith your perm

ission and that w
e are required 

to retain our records of the care that w
e provided to you. 

Y
our H

ealth Inform
ation R

ights 
A

lthough your health record is the physical property of the healthcare practitioner or facility that com
piled it, you have the right to: 

• 
Inspect and copy protected health inform

ation. You m
ay request access to your records by contacting us. You m

ay also 
ask that w

e send your health inform
ation directly to another person based on your signed w

ritten instructions. W
e m

ay 
deny your request to inspect and copy in certain, very lim

ited circum
stances. If you are denied access to protected health 

inform
ation, you m

ay request that the denial be review
ed in som

e situations. Another licensed healthcare professional 
chosen by us w

ill review
 your request and the denial. The person conducting the review

 w
ill not be the person w

ho denied 
your request. W

e w
ill com

ply w
ith the outcom

e of the review
. W

e reserve the right to charge you a reasonable fee to cover 
the cost of providing you w

ith a copy of your records. 
• 

R
equest an am

endm
ent. If you feel that protected health inform

ation w
e have about you is incorrect or incom

plete, you 
m

ay ask us to am
end the inform

ation by m
aking a request in w

riting that explains the reason for the requested 
am

endm
ent. You have the right to request an am

endm
ent for as long as the inform

ation is kept for or by us. W
e m

ay deny
your request for an am

endm
ent; if this occurs, you w

ill be notified of the reason for the denial. 
• 

R
equest an accounting of disclosures. This is a list of certain disclosures w

e m
ake of your protected health inform

ation for 
purposes other than treatm

ent, paym
ent, healthcare operations, or certain other perm

itted purposes. 
• 

R
equest restrictions or lim

itations on the protected health inform
ation w

e use or disclose about you for treatm
ent, 

paym
ent, or healthcare operations. You also have the right to request a lim

it on the protected health inform
ation w

e 
disclose about you to som

eone w
ho is involved in your care or the paym

ent for your care, such as a fam
ily m

em
ber or 

friend. For exam
ple, you could ask that w

e not use or disclose inform
ation about a surgery you had. W

e are not required 
to agree to your request, except as described below

. If w
e do agree, w

e w
ill com

ply w
ith your request unless the 

inform
ation is needed to provide you em

ergency treatm
ent. If you ask us not to disclose your health inform

ation to your 
health plan, w

e w
ill agree as long as (i) the disclosure w

ould be for the purpose of paym
ent or health care operations and 

is not otherw
ise required by law

 and (ii) the inform
ation only relates to item

s or services that som
eone other than your 

health plan has paid for in full. 
• 

R
equest confidential com

m
unications. You have the right to request that w

e com
m

unicate w
ith you about m

edical m
atters 

in a certain w
ay or at a certain location. For exam

ple, you m
ay ask that w

e contact you at w
ork or by U

.S. m
ail. W

e w
ill 

grant requests for confidential com
m

unications at alternative locations and/or via alternate m
eans only if the request is 

subm
itted in w

riting and the w
ritten request includes a m

ailing address w
here you w

ill receive bills for services rendered 
by the facility and related correspondence regarding paym

ent for services. Please realize that w
e reserve the right to 

contact you by other m
eans and at other locations if you fail to respond to any com

m
unication from

 us that requires a 
response. 

• 
A paper copy of this notice. You m

ay ask us to give you a copy of this notice at any tim
e. Even if you have agreed to 

receive this notice electronically, you are still entitled to a paper copy of this notice. You m
ay obtain a copy of this notice at

our W
eb site at w

w
w

.genesiscare.com
/us/.

C
hanges to T

his N
otice 

W
e reserve the right to change this notice; the revised notice w

ill be effective for inform
ation w

e already have about you as w
ell as any inform

ation 
w

e receive in the future. The current notice w
ill be posted in the facility and w

ill include the new
 effective date. C

opies of any revised notices w
ill be 

available on our w
ebsite and w

ill be provided to you upon your next visit to our facility after the effective date. 
C

om
plaints 

If you believe your privacy rights have been violated, you m
ay file a com

plaint w
ith us by contacting our Privacy O

fficer toll-free at 1-866-679- 
8944, or by contacting the Secretary of the U

.S. D
epartm

ent of H
ealth and H

um
an Services. 

Y
ou w

ill not be penalized for filing a com
plaint. 

For further inform
ation, contact:  

C
hief Privacy O

fficer 
2270 Colonial Boulevard  
Fort M

yers, FL 33907 
1-866-679-8944 



La
ng

ua
g

e A
ssista

nce Services for Ind
ivid

ua
ls w

ith Lim
ited

 Eng
lish Proficiency 

A
ttention: If you sp

ea
k Eng

lish, la
ng

ua
g

e a
ssista

nce services, free of cha
rg

e, a
re a

va
ila

b
le to 

you. 
 Plea

se ca
ll: (833) 796-9684

N
otice of N

on-D
iscrim

ina
tion

 

D
iscrim

ina
tion is A

g
a

inst the La
w

  

G
enesisC

a
re U

SA
 co

m
p

lies w
ith a

p
p

lica
b

le Fed
era

l civil rig
hts la

w
s a

nd
 d

o
es not d

iscrim
ina

te o
n the b

a
sis o

f ra
ce, 

co
lo

r, na
tio

na
l o

rig
in, a

g
e, d

isa
b

ility, o
r sex. G

enesisC
a

re U
SA

 d
o

es not exclud
e p

eo
p

le o
r trea

t them
 d

ifferently 
b

eca
use o

f ra
ce, co

lo
r, na

tio
na

l o
rig

in, a
g

e, d
isa

b
ility, o

r sex.  

G
enesisC

a
re U

SA
: 

•
Pro

vid
es free a

id
s a

nd
 services to

 p
eo

p
le w

ith d
isa

b
ilities to

 co
m

m
unica

te effectively w
ith us, such a

s:
o

Q
ua

lified
 sig

n la
ng

ua
g

e interp
reters

o
W

ritten inform
a

tio
n in o

ther form
a

ts (la
rg

e p
rint, a

ud
io

, a
ccessib

le electro
nic form

a
ts, o

ther form
a

ts)
•

Pro
vid

es free la
ng

ua
g

e services to
 p

eo
p

le w
ho

se p
rim

a
ry la

ng
ua

g
e is not Eng

lish, such a
s:

o
Q

ua
lified

 interp
reters

o
Inform

a
tio

n w
ritten in o

ther la
ng

ua
g

es

If yo
u need

 these services, p
lea

se co
nta

ct yo
ur p

hysicia
n o

ffice.  

If yo
u b

elieve tha
t G

enesisC
a

re U
SA

 ha
s fa

iled
 to

 p
ro

vid
e these services o

r d
iscrim

ina
ted

 in a
no

ther w
a

y o
n the b

a
sis 

o
f ra

ce, co
lo

r, na
tio

na
l o

rig
in, a

g
e, d

isa
b

ility, o
r sex, yo

u ca
n file a

 g
rieva

nce w
ith: C

ivil Rig
hts C

o
o

rd
ina

to
r, 2270 

C
o

lo
nia

l Blvd
, Fo

rt M
yers, FL 33907, 866-679-8944, C

ivilRig
htsC

o
o

rd
ina

to
r@

usa
.g

enesisca
re.co

m
. You ca

n file a
 

g
rieva

nce in p
erso

n o
r b

y m
a

il, p
ho

ne, o
r em

a
il. If yo

u need
 help

 filing
 a

 g
rieva

nce, the C
ivil Rig

hts C
o

o
rd

ina
to

r is 
a

va
ila

b
le to

 help
 yo

u.  

You ca
n a

lso
 file a

 civil rig
hts co

m
p

la
int w

ith the U
.S. D

ep
a

rtm
ent o

f H
ea

lth a
nd

 H
um

a
n Services, O

ffice fo
r C

ivil 
Rig

hts, electro
nica

lly throug
h the O

ffice fo
r C

ivil Rig
hts C

o
m

p
la

int Po
rta

l, a
va

ila
b

le a
t 

http
s:/

/
o

crp
o

rta
l.hhs.g

o
v/

ocr/
sm

a
rtscreen/

m
a

in.jsf, o
r b

y m
a

il o
r p

ho
ne a

t:  

U
.S. D

ep
a

rtm
ent o

f H
ea

lth a
nd

 H
um

a
n  

Services 200 Ind
ep

end
ence A

venue, SW
  

Ro
o

m
 509F, H

H
H

 Build
ing

  
W

a
shing

to
n, D

.C
. 20201  

1-80
0

-368-10
19, 80

0
-537-7697 (TD

D
) 

C
o

m
p

la
int form

s a
re a

va
ila

b
le a

t: http
s:/

/
w

w
w

.hhs.g
ov/

ocr/
com

p
la

ints/
ind

ex.htm
l



Patient Protection and Affordable Care Act of 2010 
Patient Disclosure for Diagnostic MRI, PET or CT Services 

Dear Patient, 

If your physician determines that a referral for diagnostic MRI, PET or CT services 
is appropriate as a part or your medical evaluation and treatment; we may have 
these services available at one of our locations.  We will provide you with 
information about those options. 

You, however, have the freedom to choose the supplier for this service.  To the 
best of our knowledge, the following providers furnish these services in the area: 

Name:  Mission Hospital   
Address: 509 Biltmore Ave. Asheville, NC 28801 
Phone: (828) 213-9729 

Name:  Open MRI and Imaging of Asheville 
Address: 675 Biltmore Avenue, Suite A, Asheville, NC 28803 
Phone: (828) 250-1881 

Name:  Transylvania Regional Hospital  
Address: 260 Hospital Drive Brevard NC 28712
Phone: (828) 883-5161 

Name:  AdventHealth Hendersonville Imaging 
Address: 100 Hospital Drive Hendersonville, NC 28792 
Phone: (828) 681-2180 

Name:  Mission Hospital McDowell  
Address: 430 Rankin Dr. Marion, NC 28792 
Phone: (828) 681-2180 

Name:  Pardee UNC Health Care Imaging & Radiology 
Address: 800 North Justice Street Hendersonville, NC 28791 
Phone: (828) 698-7978 

Name:  Rutherford Regional Medical Center  
Address: 288 S Ridgecrest St. Rutherfordton, NC 28139
Phone: (828) 286-5000 

Form #  RTMS  000001 OV.1 Date:  7/17/2015 




