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E
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 D
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THIS NO
TICE DESCRIBES HO

W
 M

EDICAL INFO
RM

ATIO
N 

ABO
UT YO

U M
AY BE USED AND DISCLO

SED AND HO
W

 
YO

U CAN G
ET ACCESS TO

 THIS INFO
RM

ATIO
N. 

PLEASE REVIEW
 IT CAREFULLY.

W
H

O
 W

IL
L
 F

O
L
L
O

W
 T

H
IS

 N
O

T
IC

E
:

This notice describes N
orthside H

ospital’s practices and that of:

•
  A

ny health care professional authorized to enter inform
ation into 

your hospital chart, including m
em

bers of the N
orthside H

ospital 
M

edical Staff.

•
  A

ll departm
ents and units of the hospital, including outpatient 

facilities.

•
  A

ny m
em

ber of a volunteer group w
e allow

 to help you w
hile you 

are in the hospital.

•
  A

ll em
ployees, staff and other hospital personnel.

N
orthside H

ospital and its M
edical Staff m

em
bers operate as  an 

“organized health care arrangem
ent” and are presenting this docum

ent  
as a joint notice of privacy practices. A

lthough the H
ospital and M

edical 
Staff m

em
bers have established an organized health care arrangem

ent for 
purposes of com

plying w
ith privacy law

s, M
edical Staff m

em
bers are not 

em
ployees or agents of the H

ospital and rem
ain independent contractors.

A
ll these entities, sites and locations follow

 the term
s of this notice. In 

addition, these entities, sites and locations m
ay share m

edical inform
ation 

w
ith each other  for  treatm

ent, paym
ent  or  health  care operations 

purposes described in this notice.

R
igh

t to R
equ

est C
on

fi
d
en

tial C
om

m
u
n
ication

s: Y
ou 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 can ask that w

e only contact you at w
ork or by m

ail. To request 
confidential com

m
unications, you m

ust m
ake your request in w

riting to N
orthside H

ospital, 
A
ttn: Patient A

ccess D
epartm

ent M
anager, 1000 Johnson Ferry Road, A

tlanta, G
A
 30342. W

e 
w

ill not ask you the reason for your request. W
e w

ill accom
m

odate all reasonable requests. 
Y

our request m
ust specify how

 or w
here you w

ish to be contacted.

R
igh

t to b
e N

otifi
ed

 of a B
reach

. Y
ou have the right to be notified if there is any 

im
perm

issible use of disclosure of your health inform
ation that com

prom
ises the privacy 

or security of your health inform
ation.

R
igh

t to a P
ap

er C
op

y of T
h
is N

otice: Y
ou have the right to a paper copy of this 

notice. Y
ou 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 n

otice at ou
r w

ebsite, w
w
w
.n
o
rth

sid
e
.c
o
m

.

To obtain
 a paper copy of this n

otice, you
 m

ay con
tact N

orthside H
ospital, A

ttn
: Patien

t 
A

ccess D
epartm

en
t M

an
ager, 1000 John

son
 Ferry Road, A

tlan
ta, G

A
 30342.

C
H

A
N

G
E

S
 T

O
 T

H
IS

 N
O

T
IC

E
W

e reserve the right to change this notice and the revised or changed notice w
ill be 

effective for m
edical 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 hospital and w
ill include 

the effective date. In addition, each tim
e you register at or are adm

itted to the hospital for 
treatm

ent or health care services  as an inpatient or outpatient, w
e w

ill offer you a copy 
of the current notice in effect.

C
O

M
P

L
A

IN
T
S

 
If you believe your privacy rights have been violated, you m

ay file a com
plaint w

ith 
the hospital or w

ith the Secretary of the D
epartm

ent of H
ealth and H

um
an Services. To 

file a com
plaint w

ith the hospital, contact the Privacy O
fficer at your location of service 

(as listed below
). A

ll com
plaints m

ust be subm
itted in w

riting. Y
ou w

ill not be penalized 
for filing a com

plaint.

Y
ou

 w
ill n

ot b
e p

en
a

lized
 for fi

lin
g a

 com
p
la

in
t.

O
T
H

E
R

 U
S

E
S

 O
F
 M

E
D

IC
A

L
 IN

F
O

R
M

A
T
IO

N
. 

O
ther uses and disclosures of m

edical inform
ation not covered by this notice or the 

law
s that apply to us w

ill be m
ade only w

ith your w
ritten perm

ission. If you provide 
us perm

ission to use or disclose m
edical inform

ation about you, you m
ay revoke that 

perm
ission, in w

riting, at any tim
e. If you revoke your perm

ission, w
e w

ill no longer 
use or disclose m

edical 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.

P
riv

a
c

y
 O

ffi
c

e
r a

n
d

 D
ire

c
to

r o
f H

e
a

lth
 In

fo
rm

a
tio

n
 

S
e

rv
ic

e
s
 C

o
n

ta
c

t In
fo

rm
a

tio
n

:
N

orth
sid

e H
osp

ital – A
tlan

ta, A
lpharetta, Johns C

reek, M
eridian M

ark,  
 

 and A
ll O

ther M
etro A

tlanta facility locations: 
1000 Johnson Ferry Road, A

tlanta, G
A

 30342 
Privacy O

fficer C
ontact Phone: 4

0
4
-8

4
5
-5

5
3
4

N
orth

side H
osp

ital – C
h
erok

ee 
 

 450 N
orthside C

herokee B
oulevard, C

anton, G
A

 30115  
Privacy O

fficer C
ontact Phone: 770

-72
0
-5

3
4
5

N
orth

sid
e H

osp
ital – Forsyth

 and A
ll O

ther Forsyth A
rea facility locations: 

 
 1200 N

orthside Forsyth D
rive, C

um
m

ing, G
A

 30041 
Privacy O

fficer C
ontact Phone: 770

-8
4
4
-3

2
72

Y
O

U
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IG
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T
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G
A
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D
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 M
E
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Y
ou

 h
a

ve th
e follow

in
g righ

ts rega
rd

in
g m

ed
ica

l in
form

a
tion

 w
e m

a
in

ta
in

 a
b
ou

t you
:

R
igh

t to In
sp

ect an
d
 C

op
y: Y

ou have the right to inspect and copy m
edical inform

ation 
that m

ay be used to m
ake decisions about your care. If you are a current inpatient, you 

should notify your prim
ary nurse and com

plete the required form
. If you are an outpatient or 

discharged patient, you should contact the D
irector of H

ealth Inform
ation Services in w

riting, 
at the appropriate service location (as listed at the end of this N

otice) to obtain and com
plete 

the required form
. If you request a copy of the inform

ation, w
e m

ay charge a fee for the 
costs of copying, m

ailing or other supplies associated w
ith your request. W

e m
ay deny your 

request to inspect and copy in certain very lim
ited circum

stances. If you are denied access to 
m

edical inform
ation, you m

ay request that the denial be review
ed. A

nother licensed health 
care professional chosen by the hospital 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

.

R
igh

t to A
m

en
d
: If you feel that m

edical inform
ation w

e have about you is incorrect 
or incom

plete, you m
ay ask us to am

end the inform
ation. Y

ou have the right to request 
an am

endm
ent for as long as the inform

ation is kept by or for the hospital. If you are a 
current inpatient, you should notify your prim

ary nurse and com
plete the required form

. 
If you are an outpatient or discharged patient, you should contact the D

irector of H
ealth 

Inform
ation Services in w

riting, at the appropriate service location (as listed at the end of 
this N

otice) to obtain and com
plete the required form

. In addition, you m
ust provide a 

reason that supports your request. W
e m

ay deny your request for an am
endm

ent if it is 
not in w

riting or does not include a reason to support the request. In addition, w
e m

ay 
deny your request if you ask us to am

end inform
ation that:

•
  W

as not created by us, unless the person or entity that created the inform
ation is no 

longer available to m
ake the am

endm
ent;

•
 Is not part of the m

edical inform
ation kept by or for the hospital;

•
 Is not part of the inform

ation w
hich you w

ould be perm
itted to inspect and copy; or

•
 Is accurate and com

plete.

R
igh

t to an
 A

ccou
n
tin

g of D
isclosu

res: Y
ou have the right to request an 

“accounting of disclosures.” This is a list of the disclosures w
e m

ade of m
edical 

inform
ation about you other than our ow

n uses for treatm
ent, paym

ent and health care 
operations,  as those functions are described above. To request this list or accounting of 
disclosures, you should contact the D

irector of H
ealth Inform

ation Services in w
riting, 

at the appropriate service location (as listed at the end of this N
otice) to obtain and 

com
plete the required form

. Y
our request m

ust state a tim
e period w

hich m
ay not be 

longer than six years and m
ay not include dates before A

pril 14, 2003. Y
our request 

should indicate in w
hat form

 you w
ant the list (for exam

ple, on paper, electronically). 
The first list you request w

ithin a 12-m
onth period w

ill be free. For additional lists, w
e 

m
ay charge you for the costs of providing the list. W

e w
ill notify you of the cost involved 

and you m
ay choose to w

ithdraw
 or m

odify your request at that tim
e before any costs are 

incurred.

R
igh

t to R
equ

est R
estriction

s: Y
ou have the right to request a restriction or lim

itation 
on the m

edical inform
ation w

e use or disclose about you for treatm
ent, paym

ent or health 
care operations. Y

ou also have the right to request a lim
it on the m

edical inform
ation w

e 
disclose about you to som

eone w
ho is involved in your care or the paym

ent for your care. 
B
ecause any restrictions of your inform

ation m
ay hinder the quality of care provided by our 

facility, according to the law
, w

e reserve the right to deny such request. In addition, because 
of the m

any health care providers participating in the organized health care arrangem
ent 

(N
orthside H

ospital and its M
edical Staff m

em
bers), w

e generally cannot agree to special 
requests. If w

e do agree, w
e w

ill com
ply w

ith such request unless the inform
ation is 

needed to provide you em
ergency treatm

ent. Y
ou have the right to request that w

e restrict 
inform

ation from
 being disclosed to a health plan if the inform

ation is related to services for 
w

hich you have paid for the service in full out of pocket.  

To request restrictions, you should contact the D
irector of H

ealth Inform
ation Services 

in w
riting, at the appropriate service location (as listed at the end of this N

otice) to obtain 
and com

plete the required form
. In your request, you m

ust tell us (1) w
hat inform

ation 
you w

ant to lim
it; (2) w

hether you w
ant to lim

it our use, disclosure or both; and (3) 
to w

hom
 you w

ant the lim
its to apply, for exam

ple, disclosures to your spouse. T
o b

e 
b
in

d
in

g, an
y agreem

en
t to com

p
ly w

ith
 sp

ecial restriction
s m

u
st b

e in
 w

ritin
g 

sign
ed

 b
y th

e D
irector of H

ealth
 In

form
ation

 Services.

1
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O
U

R
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L
E

D
G

E
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E
G

A
R

D
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G
 M

E
D
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A

L
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F
O

R
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A
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N
:

W
e understand that m

edical inform
ation about you and your health is personal. W

e 
are com

m
itted to protecting m

edical inform
ation about you. W

e create a record of the 
care and services you receive at the hospital. W

e need this record to provide you w
ith 

quality care and to com
ply w

ith certain legal requirem
ents. This notice applies to all of 

the records of your care generated by the hospital, w
hether m

ade by hospital personnel 
or your personal doctor. Y

our personal doctor m
ay have different policies or notices 

regarding the doctor’s use and disclosure of your m
edical inform

ation created in the 
doctor’s office or clinic.

This notice w
ill tell you about the w

ays in w
hich w

e m
ay use and disclose m

edical 
inform

ation about you. W
e also describe your rights and certain obligations w

e have 
regarding the use and disclosure of m

edical inform
ation.

W
e are required by law

 to:

•
  m

ake sure that m
edical inform

ation that identifies you is kept private;

•
  give you this notice of our legal duties and privacy practices w

ith respect to m
edical 

inform
ation about you; and

•
 follow

 the term
s of the notice that is currently in effect.

H
O

W
 W

E
 M

A
Y

 U
S

E
 A

N
D

 D
IS

C
L
O

S
E

 M
E

D
IC

A
L
 

IN
F
O

R
M

A
T
IO

N
 A

B
O

U
T
 Y

O
U

The follow
ing categories describe different w

ays that w
e use and disclose m

edical 
inform

ation. For each category of uses or disclosures, w
e w

ill explain w
hat w

e m
ean 

and try to give som
e exam

ples. N
ot every use or disclosure in a category w

ill be listed. 
H

ow
ever, all of the w

ays w
e are perm

itted to use and disclose inform
ation w

ill fall w
ithin 

one of the categories.

For T
reatm

en
t: W

e m
ay use m

edical inform
ation about you to provide you w

ith 
m

edical treatm
ent or services. W

e m
ay disclose m

edical inform
ation about you to doctors, 

nurses, technicians, m
edical students, or other hospital personnel w

ho are involved in 
taking care of you at the hospital. For exam

ple, a doctor treating you for a broken leg 
m

ay need to know
 if you have diabetes because diabetes m

ay slow
 the healing process. 

In addition, the doctor m
ay need to tell the dietitian if you have diabetes so that w

e 
can arrange for appropriate m

eals. D
ifferent departm

ents of the hospital also m
ay share 

m
edical inform

ation about you in order to coordinate the different things you need, such 
as prescriptions, lab w

ork and x-rays. W
e also m

ay disclose m
edical inform

ation about 
you to people outside the hospital w

ho m
ay be involved in your m

edical care after you 
leave the hospital, such as fam

ily m
em

bers, clergy or others w
e use to provide services 

that are part of your care.

For P
aym

en
t: W

e m
ay use and disclose m

edical inform
ation about your treatm

ent 
and services to bill and collect from

 you, your insurance com
pany or a third party payer. 

For exam
ple, w

e m
ay need to give your health plan inform

ation about your surgery so 
that they w

ill pay us or reim
burse you for the surgery. W

e m
ay also tell your health plan 

about a treatm
ent you are going to receive to determ

ine w
hether your plan w

ill cover it.

For H
ealth

 C
are O

p
eration

s: W
e m

ay use and disclose m
edical inform

ation about 
you for hospital operations.  These uses and disclosures are necessary to run the hospital 
and m

ake sure that all of our patients receive quality care. (For exam
ple, in the course 

of quality assurance and utilization review
 activities, w

e m
ay use m

edical inform
ation to 

review
 our treatm

ent and services and to evaluate the perform
ance of our staff in caring 

for you. Som
e of these review

s m
ay be conducted by independent physicians w

ho are 
m

em
bers of the m

edical staff, but not N
orthside H

ospital em
ployees). W

e m
ay also 

com
bine m

edical inform
ation about m

any hospital patients to decide w
hat additional 

services the hospital should offer and w
hat services are not needed. W

e m
ay also disclose 

inform
ation to doctors, nurses, technicians, m

edical students, and other hospital personnel 
for review

 and learning purposes. W
e m

ay also com
bine the m

edical inform
ation w

e have 
w

ith m
edical inform

ation from
 other hospitals to see w

here w
e can m

ake im
provem

ents. 
W

e m
ay rem

ove inform
ation that identifies you from

 this set of m
edical inform

ation to 
protect your privacy.

A
p
p
oin

tm
en

t R
em

in
d
ers: W

e m
ay use and disclose m

edical inform
ation to contact 

you as a rem
inder that you have an appointm

ent for treatm
ent or m

edical care at the 
hospital.

T
reatm

en
t A

ltern
atives: W

e m
ay use and disclose m

edical inform
ation to tell you about 

or recom
m

end possible treatm
ent options or alternatives that m

ay be of interest to you.

H
ealth

-R
elated

 B
en

efi
ts an

d
 Services: W

e m
ay use and disclose m

edical inform
ation 

to tell you about health-related benefits or services that m
ay be of interest to you.

Fu
n
d
raisin

g A
ctivities: W

e m
ay use m

edical inform
ation about you to contact you 

in an effort to raise m
oney for the hospital and its operations. W

e m
ay disclose m

edical 
inform

ation to a foundation related to the hospital so that the foundation m
ay contact 

you in raising m
oney for the hospital. W

e only w
ould release contact inform

ation, such 
as your nam

e, address and telephone num
ber and the dates you received treatm

ent or 
services at the hospital. Y

ou m
ay opt out of being contacted for fund-raising purposes. If 

you do not w
ant the hospital to contact you for fundraising efforts, please notify us via 

em
ail at optout@

northside.com
.

H
osp

ital D
irectory: W

e m
ay include certain lim

ited inform
ation about you in the 

hospital directory w
hile you are a patient at the hospital. This inform

ation m
ay include 

your nam
e, location in the hospital, your general condition (e.g., fair, stable, etc.) and 

your religious affiliation. U
nless there is a specific w

ritten request from
 you to the 

contrary, this directory inform
ation, except for your religious affiliation, m

ay also be 
released to people w

ho ask for you by nam
e. Y

our religious affiliation m
ay be given to a 

m
em

ber of the clergy, such as a priest or rabbi, even if they don’t ask for you by nam
e. 

This inform
ation is released so your fam

ily, friends and clergy can visit you in the hospital 
and generally know

 how
 you are doing. If you do not w

ant your inform
ation to be listed 

in the hospital directory, please ask to be listed as a “N
o-Inform

ation” patient.

In
dividuals In

volved in
 Y

our C
are or P

aym
en

t for Y
our C

are: W
e m

ay release 
m

edical inform
ation about you to a friend or fam

ily m
em

ber w
ho is involved in your m

edical 
care. W

e m
ay also give inform

ation to som
eone w

ho helps pay for your care. In addition, w
e 

m
ay disclose m

edical inform
ation about you to an entity assisting in a disaster relief effort so 

that your fam
ily can be notified about your condition, status and location.

R
esearch

: U
nder certain circum

stances, w
e m

ay use and disclose m
edical inform

ation 
about you for research purposes. W

e generally w
ill obtain your w

ritten authorization to 
use your m

edical inform
ation for research purposes. There m

ay be lim
ited circum

stances 
w

hen access to your inform
ation for research purposes m

ay be allow
ed w

ithout your 
specific consent. These w

ill be lim
ited to cases w

hen use or disclosure w
as approved by 

an Institutional Review
 B

oard or Privacy B
oard.

B
u
sin

ess A
ssociates: There are som

e services provided in the H
ospital through 

contracts w
ith business associates. O

ne exam
ple is the copy service w

e use w
hen m

aking 
copies of your health record. W

hen these services are contracted, w
e m

ay disclose your 
healthcare inform

ation to our business associate so that they can perform
 the job w

e have 
asked them

 to do. To protect your health inform
ation, how

ever, w
e require the business 

associate to appropriately safeguard your inform
ation.

A
s R

eq
u
ired

 B
y Law

: W
e w

ill disclose m
edical inform

ation about you w
hen required 

to do so by federal, state or local law
.

T
o A

vert a Seriou
s T

h
reat to H

ealth
 or Safety: W

e m
ay use and disclose m

edical 
inform

ation about you w
hen necessary to prevent a serious threat to your health and 

safety or the health and safety of the public or another person. A
ny disclosure, how

ever, 
w

ould only be to som
eone able to help prevent the threat.

M
ark

etin
g an

d
 Sale of H

ealth
 In

form
ation

: W
e m

ust obtain your w
ritten 

authorization prior to m
ost uses of your health inform

ation for any m
arketing purposes or 

disclosures that constitute a sale of your health inform
ation. 

P
sych

oth
erap

y N
otes: M

ost uses and disclosures of psychotherapy notes w
ill only be 

m
ade w

ith your w
ritten authorization.

O
th

er U
ses an

d
 D

isclosu
res: O

ther uses and disclosures of your health inform
ation 

not covered by this N
otice w

ill be m
ade only to you or w

ith your w
ritten authorization.

S
P

E
C

IA
L
 S

IT
U

A
T
IO

N
S

O
rgan

 an
d
 T

issu
e D

on
ation

: If you are an organ donor, w
e m

ay release m
edical 

inform
ation to organizations that handle organ procurem

ent or organ, eye or tissue 
transplantation or to an organ donation bank, as necessary  to facilitate organ or tissue 
donation and transplantation.

M
ilitary an

d
 V

eteran
s: If you are a m

em
ber of the arm

ed forces, w
e m

ay release 
m

edical inform
ation about you as required by m

ilitary com
m

and authorities. W
e m

ay also 
release m

edical inform
ation about foreign m

ilitary personnel to the appropriate foreign 
m

ilitary authority.

W
ork

ers’ C
om

p
en

sation
: W

e m
ay release m

edical inform
ation about you for w

orkers’ 
com

pensation or sim
ilar program

s. These program
s provide benefits for w

ork-related 
injuries or illness. Y

our w
ritten authorization to this release is required, how

ever, if you do 
not consent to release of inform

ation, your w
orkers’ com

pensation benefits m
ay be denied 

and you w
ill be responsible for the costs of your m

edical care.

P
u
b
lic H

ealth
 R

isk
s: W

e m
ay disclose m

edical inform
ation about you for public 

health activities. These activities generally include the follow
ing:

•
  To prevent or control disease, injury or disability;

•
 To report births and deaths;

•
 To report the abuse or neglect of children, elders and dependent adults;

•
 To report reactions to m

edications or problem
s w

ith products;

•
 To notify people of recalls of products they m

ay be using;

•
  To notify a person w

ho m
ay have been exposed to a disease or m

ay be at risk for 
contracting or spreading a disease or condition;

H
ealth

 O
versigh

t A
ctivities: W

e m
ay disclose m

edical inform
ation to a health 

oversight agency for activities authorized by law
. These oversight activities include, for 

exam
ple, audits, investigations, inspections, and licensure. These activities are necessary 

for the governm
ent to m

onitor the health care system
, governm

ent program
s, and 

com
pliance w

ith civil rights law
s.

Law
su

its an
d
 D

isp
u
tes: If you are involved in a law

suit or a dispute, w
e m

ay disclose 
m

edical inform
ation about you in response to a court or adm

inistrative order. W
e m

ay 
also disclose m

edical inform
ation about you in response to a subpoena, discovery request, 

or other law
ful process by som

eone else involved in the dispute, but only if efforts have 
been m

ade to tell you about the request (w
hich m

ay include w
ritten notice to you) or to 

obtain an order protecting the inform
ation requested.

Law
 E

n
forcem

en
t: W

e m
ay release m

edical inform
ation if asked to do so by a law

 
enforcem

ent official:

•
   In response to a court order, subpoena, w

arrant, sum
m

ons or sim
ilar process;

•
 To identify or locate a suspect, fugitive, m

aterial w
itness, or m

issing person;

•
  A

bout the victim
 of a crim

e if, under certain lim
ited circum

stances, w
e are unable to 

obtain the person’s agreem
ent;

•
 A

bout a death w
e believe m

ay be the result of crim
inal conduct;

•
 A

bout crim
inal conduct at the hospital; and

•
  In em

ergency circum
stances to report a crim

e; the location of the crim
e or victim

s; or 
the identity, description or location of the person w

ho com
m

itted the crim
e.

C
oron

ers, M
ed

ical E
xam

in
ers an

d
 Fu

n
eral D

irectors: W
e m

ay release m
edical 

inform
ation to a coroner or m

edical exam
iner. This m

ay be necessary, for exam
ple, to 

identify a deceased person or determ
ine the cause of death. W

e m
ay also release m

edical 
inform

ation about patients of the hospital to funeral directors as necessary  to carry out 
their duties.

N
ation

al Secu
rity an

d
 In

telligen
ce A

ctivities: W
e m

ay release m
edical inform

ation 
about you to authorized federal officials for intelligence, counterintelligence, and other 
national security activities authorized by law

.

P
rotective Services for th

e P
resid

en
t an

d
 O

th
ers: W

e m
ay disclose m

edical 
inform

ation about you to authorized federal officials so they m
ay provide protection 

to the President, other authorized persons or foreign heads of state or conduct special 
investigations.

In
m

ates: If you are an inm
ate of a correctional institution or under the custody of a 

law
 enforcem

ent official, w
e m

ay release m
edical inform

ation about you to the correctional 
institution or law

 enforcem
ent official. This release w

ould be necessary (1) for the institution 
to provide you w

ith health care; (2) to protect your health and safety or the health and safety 
of others; or (3) for the safety and security of the correctional institution.



YOUR RIGHTS AND RESPONSIB IL ITIES 
AS  A  PATIENT

Y
	l	 	You have the right to request and receive information on 

patient rights, responsibilities and ethics.

	l	 	You have the right to considerate, and respectful care 
and compassionate medical care, regardless of your race, 
religion,  national origin, any disability or handicap, gender 
sexual orientation, gender identity or expression, age, military 
service or the source of payment for your care. 

	l	 	You have the right to an identified surrogate decision-maker, 
as allowed by law, when you cannot make decisions about 
your own care, treatment, and service.

l	 You, your family, and/or surrogate decision maker have the 
  right, as appropriate and as allowed by law, to be involved in 
  care, treatment, and service decisions, including the 
  assessment and treatment of your pain.

	l	 You have the right to request an environment that preserves 
  dignity and contributes to a positive self-image.

	l	 You have the right to request privacy and confidentiality as 
  reasonable and appropriate under the circumstances.

	l	 You have the right to communication that you understand,  
  including qualified medical interpretation services and other 
   reasonable accommodations, free of charge, if you have 
   special communication needs due to vision, speech, hearing, 
   language, or cognitive barriers or impairments.

l	 	You have the right to request consultation with another 
physician or specialist, including a pain specialist.

l	 	You and, when appropriate, your family have the right to be 
informed about the care you receive, including treatment, 
services and anticipated and unanticipated outcomes.

l	 	You or your surrogate decision-maker have the right to 
accept or refuse medical or surgical treatment to the extent 

permitted by law, including for-going or withdrawing life-
sustaining treatment or withholding resuscitative services, in 
accordance with law and regulation.

l	 	You have the right to execute, review and revise an advance 
directive, and, upon admission to the hospital, receive 
information on the extent to which the organization is 
able, unable or unwilling to honor advance directives. (The 
existence or lack of an advance directive does not determine 
an individual’s access to care, treatment and services.)

	l	 	You have the right to request access, request amendment 
to, and receive an accounting of disclosures regarding your 
own health information as permitted under applicable law, 
including current information concerning your diagnosis, 
treatment and prognosis (Health Information Portability & 
Accountability Act 1996).

	l	 	You and your family have the right to request an ethics 
consultation to assist in resolving any ethical issues, concerns 
or dilemmas regarding your care, treatment and services.

	l	 	You have the right to request to be considered as a candidate 
for organ/tissue/eyes donation.

	l	 	You have the right to have your wishes concerning 
organ donation honored, within the limits of the law or 
organizational capacity.

	l	 	You have the right to reasonable personal safety while you 
are a patient, including access to protective services, as 
allowable by law and as reasonable under the circumstances.

	l	 	You have the right to request to be informed of rules and 
regulations that apply to you as a patient, and to speak 
to a Patient Relations Representative to have complaints, 
suggestions for improvements or concerns heard.
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English - Spanish

YOUR WELL BEING AND HEALING ARE OUR PRIMARY CONCERN. WE BELIEVE THAT  
A POSITIVE EXPERIENCE IS A RESPONSIBILITY THAT IS SHARED BY YOU  

AND YOUR HEALTH CARE PROVIDERS.

Not a Permanent Part of the Medical Record

YOUR RIGHTS AS A PATIENT OF A NORTHSIDE AFFILIATED MEDICAL PRACTICE



	l	 	All patients have the right to be free from physical or mental 
abuse, and corporal punishment. 

	l	 	All patients have the right to be free from restraint or seclusion, 
of any form, imposed as a means of coercion, discipline, 
convenience, or retaliation by staff. Restraint or seclusion may 
only be imposed to ensure the immediate physical safety of the 
patient, a staff member, or others, and must be discontinued at 
the earliest possible time.

	l	 	You have the right to freely voice complaints and recommend 
changes without being subject to coercion, discrimination, 
reprisal, or unreasonable interruption of care, treatment, 
and services.

	l	 	You have the right not to be transferred to another facility or 
organization, except in an emergency or as authorized by law, 
without your consent to the transfer, including a complete 
explanation and alternatives to a transfer. (The other facility 
and you must accept the transfer.)

	l	 	You have the right to request an itemized and detailed 
explanation of charges for services rendered, and to 
be provided with financial counseling free of charge, as 
appropriate.

	l	 	Northside Hospital and its affiliated practices strive to provide 
satisfactory care, however if you have a concern that you feel 
was not satisfactorily addressed, you have the right to contact 
a Patient Relations representative. You also have the right 
to file a concern with the Georgia Department of Community 
Health. You may reach them at 404-657-5728 or by mail at  
2 Peachtree Street, NE, 33rd Floor, Atlanta, GA 30303.  
Patient safety concerns can be reported to The Joint 
Commission:

• At www.jointcommission.org, using the  
“Report a Patient Safety Event” link in the  
“Action Center” on the home page of the website

• By fax to 630-792-5636

• By mail to Office of Quality and Patient Safety,  
The Joint Commission, One Renaissance Boulevard, 
Oakbrook Terrace, IL 60181

	l	 	If you are admitted to Northside Hospital, you will be notified 
of additional rights you may have as a hospital patient.

Reorder #31053 PP0020
Page 2 of 2
Piedmont Graphics Rev. 08/28/18

YY O U R  R E S P O N S I B I L I T I E S 
In order to create a partnership that will improve your care, we 
ask that you give careful consideration to your responsibilities to:

	l	 	Provide, to the best of your knowledge, accurate and 
complete information about your health history, current 
condition and current medication and adverse reactions.

	l	 	Ask questions if you do not understand any aspect of the care, 
treatment, or services provided for you.

	l	 	Cooperate with your doctor, nurse, and other caregivers.

	l	 	Follow the recommended treatment plan.

	l	 	Report changes in your condition or anything you think might be a 
risk to you.

	l	 	Ask the doctor or nurse what to expect regarding pain and 
pain management.

	l	 	Take responsibility for the outcome if you decline or refuse 
the recommended treatment.

	l	 	Communicate your wishes regarding end of life decisions, 
including advance directives, with your family, physician, 
personal attorney and spiritual advisor.

	

l	 	Discuss your wishes regarding organ/tissue/eye donation with 
your family, physician, personal attorney, and spiritual advisor.

	l	 	Show respect and consideration of others. 

	l	 	Respect the privacy rights of others. Photographs, films, 
videos, and voice recordings of other patients or staff are not 
permitted.

	l	 	Follow the practice’s policies and regulations.

	l	 	Fulfill the financial obligations of receiving care, including 
accepting financial responsibility for any consultations with 
physicians or specialists, including pain specialists.

	l	 	Request interpretation services when necessary.

	l	 	Know that “more” is not always better. It is a good idea to find 
out why a test or treatment is needed and how it can help you.

	l	 	If you have a test, don’t assume no news is good news. 
Always ask for the results of all tests.



       peak up if you have questions or concerns, and if 

you don’t understand, ask again.  It’s your body and you 

have a right to know
.  

       ay attention to the care you are receiving. M
ake sure 

you’re getting the right treatm
ents and m

edications by the 

right health care professional.  Don’t assum
e anything. 

       ducate yourself about your diagnosis, the m
edical 

tests you are undergoing, and your treatm
ent plan.

        sk a trusted fam
ily m

em
ber or friend to be your 

advocate. 

         now
 w

hat m
edications you take and w

hy you take 

them
. M

edication errors are the m
ost com

m
on health care 

m
istake. 

         se a hospital, clinic, surgery center, or other health 

care organization for your healthcare needs.

       articipate in all decisions about your treatm
ent.  You 

are the center of the health care team
. 
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To m
ake sure they are doing the right surgery on the right 

body part, on the right person, your doctor m
ay m

ark the 

spot on your body that is to be operated on.

You can help by m
aking sure only the correct part is 

m
arked.  Ask your surgeon if they w

ill be taking a “tim
e 

out” to check inform
ation about your surgery just before it 

begins.

P
R

E
V

E
N

T
IN

G
 S

U
R

G
E

R
Y

 
 

IN
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C

T
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N

Before your surgery, you m
ay be asked to help clean the 

area on your body that is to be operated on, and you m
ay 

be given an antibiotic m
edication.

JO
IN

 U
S IN

 A PAR
T

N
ER

SH
IP FO

R
 SAFET

Y
Be an active participant in your care.

To our patients and their fam
ilies...

W
e are com

m
itted to treating you with courtesy and respect.

N
orthside.com

©
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The Northside Hospital healthcare system
 is an 838 bed,not-

for profit healthcare provider with m
ore than 120 locations 

across M
etro Atlanta, including three acute care, state-of-

the-art hospitals in Atlanta, Cherokee and Forsyth. Atlanta 
consum

ers consistently voted Northside their “M
ost�

Preferred Hospital for Overall Healthcare Needs” in the 
National Research Corporation’s annual Healthcare M

arket 
Guide. M

ore than 2,500 physicians and 10,000 em
ployees 

serve m
ore than 1,000,000 patient visits annually across a 

full range of m
edical services.

Please SPEAK UP
Discuss any concerns or questions w

ith your:�
Nurse or other Caregiver

Unit Charge Nurse/Supervisor
Departm

ent M
anager

House Coordinator
or 

contact a Patient Relations Representative at:�
Atlanta 404-851-8904
Forsyth 770-844-3686

Cherokee 770-��������
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H
A

N
D

W
A

S
H

IN
G

Handw
ashing is the single m

ost im
portant thing that you 

and your caregiver can do to prevent the spread of infec-

tion. Use soap and w
ater or alcohol-based foam

. Please 

feel com
fortable asking your caregivers if they have 

w
ashed their hands before starting a procedure.

Here are four easy steps you can do to assist us in fighting 

the spread of infection.

1. Clean your hands.

•   Use soap and w
arm

 w
ater.  Rub your hands really 

w
ell for at least 15 seconds.  

•   If your hands do not look dirty, clean them
 w

ith 

alcohol based foam
.  Rub the sanitizer all over your 

hands, especially under your nails and betw
een your 

fingers until your hands are dry.  Allow
 to dry.

•  Clean your hands before touching or eating food.  

Clean them
 after you use the bathroom

, change a 

diaper, or play w
ith a pet.

2. M
ake sure your health care providers clean their hands 

before they treat you.

• Don’t be afraid to gently rem
ind them

.  

3. Cover your m
outh and nose when you sneeze or cough.

•  Use a tissue! Be sure to throw
 aw

ay used tissues and 
then clean your hands.

•  If you don’t have a tissue, cover your m
outh and 

nose w
ith the bend of your elbow

 or hands.  If you 
use your hands, w

ash them
 right aw

ay.

4. Follow your nurse’s directions if you or your loved one is placed on 
isolation precautions.

•   Being on isolation does not m
ean that your condi-

tion has w
orsened or changed.

•   Isolation is an added m
easure taken to prevent conta-

gious diseases from
 being spread from

 a patient to other 

patients, healthcare w
orkers, and visitors.

U
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 C
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This guide is to assist you during your hospital stay and includes 

im
portant inform

ation to prepare you for your discharge.  Every 

tim
e you talk w

ith your doctor, nurse or other caregiver about 

your daily activities and goals, use the “Ask M
e 3” questions to 

better understand your health.(1)
W

hat is m
y m

ain problem
?

(2)
W

hat do I need to do?
(3)

W
hy is it im

portant for m
e to do this?

If you don’t understand som
ething that your caregiver 

tells you, just ask them
 to explain.

IN
F

O
R

M
E

D
 C

O
N

S
E

N
T

If you are having a procedure, m
ake sure that you and your 

doctors agree and are clear on exactly w
hat w

ill be done.

P
A

T
IE

N
T

 A
D

V
O

C
A

C
Y

W
e suggest that you choose a trusted fam

ily m
em

ber or friend 

to be w
ith you and be your advocate.  This is som

eone w
ho 

can help get things done and speak for you if you are unable. 

You and your fam
ily are encouraged to seek assistance from

 

any staff m
em

ber if you have concerns about changes in your 

condition.

IN
T

E
R

P
R

E
T

A
T

IO
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E
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V
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E

S

Qualified m
edical interpretation services are provided free 

of charge.  If you have a special com
m

unication need due 

to vision, speech, hearing or language problem
s, ask the 

staff caring for you to provide an interpreter.

M
E

D
IC

A
T

IO
N

 S
A

F
E

T
Y

M
ake sure that your doctors and nurses know

 about all the 

m
edicines you are taking, including:

• Prescription

• Over-the-Counter

• Dietary supplem
ents such as vitam

ins and herbs

Bring a list w
ith you to include:

• Nam
e of m

edicine, dose

• W
hen and how

 often you take your m
edicines

• Any allergies or side effects you have experienced
 Your nurse or caregivers will correctly identify you by using 

your nam
e and the m

edical record or account num
ber from

 your 

patient arm
band before giving you any m

edication.  Your nurse 

will tell you about any new m
edications you m

ay receive while 

in the hospital and their possible side effects.

D
IS

C
H

A
R

G
E

 S
A

F
E

T
Y

On discharge, you w
ill receive a com

plete list of the m
edi-

cines you should take hom
e.  The list w

ill include:

•  The right com
bination of previous hom

e m
edi-

cations and any new
 prescriptions.

• Any new
 prescriptions your doctor has ordered.

Before leaving the hospital, be sure to discuss any ques-

tions you m
ay have w

ith your nurse or other health care 

professional.

A
C

C
U

R
A

T
E

 P
A

T
IE

N
T

 ID
E

N
T

IFIC
A

T
IO

N

Before giving you any m
edication or perform

ing any pro-

cedure or treatm
ent, w

e m
ust correctly identify you.  W

e 

w
ill com

pare the full nam
e and m

edical record or account 

num
ber listed on your hospital form

s w
ith the inform

ation 

on your patient arm
band.  Your arm

band is the prim
ary 

m
eans of identifying you.  You can help us keep you safe by 

w
earing it at all tim

es during your visit to the hospital.  If 

you are w
earing the arm

band of another healthcare facility, 

it w
ill be rem

oved by our hospital staff.  In outpatient areas, 

w
here arm

bands are not used, w
e w

ill ask you your full 

nam
e and date of birth. 

P
E

R
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N
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T
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A “Risk to Fall” assessm
ent is done for all patients on 

adm
ission and daily w

hile you are in the hospital.  If you 

have a problem
 w

hich lim
its your ability to w

alk or other-

w
ise care for yourself, please discuss this w

ith your nurse.

If you have concerns for your ow
n personal safety or for 

som
eone dependent on you, ask your nurse to assist you in 

contacting som
eone w

ho can help.

JO
IN

 U
S IN

 A PAR
T

N
ER

SH
IP FO

R
 SAFET

Y
Be an active participant in your care.

To our patients and their fam
ilies...

W
e are com

m
itted to treating you with courtesy and respect.


