
Patient Registration

Student name (Please Print): 

Parent/Guardian Name (Please Print): 

Mailing Address:  

Sex: Male Female Birth Date: Grade in School: 

Home Phone: Cell Phone:  

Email: @ 

Emergency Contact: Relationship: 

Emergency Contact Phone:   

Responsible/Insured Party Information:
This section must be completed. If uninsured, please mark the appropriate box below.

Child is covered by Medicaid:   Yes   No Medicaid #:  

Uninsured

If other Medical Insurance (not Medicaid):
Name of Insurance:   

Policy Number: Group Number: 

Insurance Billing Address (back of card): 

Name of Policy Holder: Relationship to patient:  

Policy Holder Date of Birth: Employer: 

Social Security Number of Policy Holder
(if you prefer a phone call to provide this information please write “call”:  

I request that payment of authorized benefits Medicare, Medicaid, and/or any Insurance Carrier listed, be made to me 
or on my behalf to the provider listed on this form, for any services furnished to me by that physician/supplier. I 
authorize any holder of medical information about me to release it to the Division of Family Services, the Health Care 
Financing Administration, listed insurer(s), and/or agents of these companies, and/or the listed responsible person(s), 
any information needed to determine these benefits or the benefits for other related services.

Signature: Date: 
If not the patient or parent of patient; please note if you are the Guardian or Power of Attorney and supply 
documentation



Consent for Treatment for Medical and/or Dental Services
I, , consent for treatment of _  

Printed Name of Parent/Guardian Printed Name of Student

I attest that I have legal responsibility for this patient and the legal right to direct the medical/dental treatment of this 
patient. This consent allows for treatment today and all future appointments. This record may be given to other 
providers within Central Ozarks Medical Center to treat this minor as needed.

I understand that my child will be receiving services at school during the school day, and that I will be kept informed of 
when my child receives services and will be updated on their progress.

Signature of Parent/Guardian Date

HIPAA Release
I authorize the additional individuals listed below to provide consent for treatment and to receive health information 
related to my child’s treatment.

Authorized Individual(s) and Phone Number(s)  

I give Central Ozarks Medical Center (COMC) consent for treatment of my child for health care services. I 
understand that services are available without discrimination prohibited by federal and state law. I understand 
that no treatment will be given without my knowledge or consent unless it is an emergency.

 I understand that the information in my child’s health record is confidential and will not be 
released to any unauthorized person or agency without my consent.

 I authorize COMC to only disclose any portion of my child’s health record to school personnel only 
as it relates to my child’s academic success, including scheduling treatment and confirmation that 
my child is receiving services.

 I authorize COMC to have access to my child’s school records only to assist in providing 
necessary care to my child.

Health History

Student Name: Date of Birth:  

Please list any health concerns: 
Is your child under a physician’s care now? □Yes □No
If yes, please list physician’s name and name of the medical clinic: 

Is your child taking any over-the-counter or prescription medications or vitamins? □Yes □No

If yes, please list:  

Preferred Pharmacy: 

Has your child ever been to the hospital due to serious illness, injury, or surgery (Please provide details)?



Is your child allergic to any of the following?
□Aspirin □Penicillin □Codeine □Acrylic □Metal □Latex □Sulfa Drugs □Local Anesthetics □Nut Allergy □Milk Protein
□ Tylenol □Ibuprofen/NSAIDS □Other?  

Is there any additional information that you feel is important or would help in the treatment of your child?

Family Medical History
Has your child ever had any of the

following?
Yes No Comments

ADHD
Asthma Mild Moderate Severe Exercise Induced
Autism
Blood Disorders (Anemia, Hemophilia,
Sickle Cell Disease
Cancer
Cystic Fibrosis or Respiratory Disease
Endocrine Disease (Diabetes, Thyroid,
Glandular)
Genetic Disorder/Syndrome (please
describe)
Heart Disease (murmur, surgery, previous
endocarditis, congenital abnormality)
Immunocompromise
Kidney Disease
Liver Disease (Hepatitis)
Mental or emotional problems, or
developmental delays
Neurological Disease (seizures)
STD or HIV
Severe Headaches
Sight, hearing, or speech disorder
Skin, bone, muscle or joint disease
Other:

Consent and Acknowledgement of Receipt of Privacy Practices

I attest that to the best of my knowledge the questions on this form have been accurately answered. I understand that 
providing incorrect information can be dangerous to my child’s health and unlawful. It is my responsibility to inform the 
medical/dental office of any changes related to the information in this packet.

We are committed to protecting your personal health information in compliance with the law. Our Notice of Privacy 
Practices is attached (final page of packet). We are required by law to give you a copy of this notice and to obtain your 
written acknowledgement that you have received a copy.
I, , hereby acknowledge that I have received a copy of the 
Notice of Privacy Practices.

Signature of Parent/Guardian Date



PRE-PARTICIPATION PHYSICAL EVALUATION

HISTORY FORM
(Note: This form is to be filled out by the patient and parent prior to seeing the physician. The physician should keep a copy of this form in the chart for their records).

Date of Exam:

Name: Date of Birth:

Sex: Age: Grade: School: Sport(s):

Medicines and Allergies: Please list all of the prescription and over-the-counter medicines and supplements (herbal and nutritional) that you are currently taking:

Do you have any allergies:  Yes ☐ No ☐ If yes, please identify specific allergy below:

☐ Medicines: ☐ Pollens: ☐ Food: ☐ Stinging Insects:

Explain “Yes” answers below. Circle questions you do not know the answer to.

I hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct.

Signature of Athlete: Signature of Parent(s) or Guardian: Date:

GENERAL QUESTIONS Yes No

1. Has a doctor ever denied or restricted your participation in sports for 

any reason?

2. Do you have any ongoing medical conditions? If so, please identify 

below: ☐Asthma ☐Anemia ☐Diabetes ☐Infections

Other:

3. Have you ever spent the night in the hospital?

4. Have you ever had surgery?

HEART HEALTH QUESTIONS ABOUT YOU Yes No

5. Have you ever passed out or nearly passed out DURING or AFTER 

exercise?

6. Have you ever had discomfort, pain, tightness, or pressure in your 

chest during exercise?

7. Does your heart ever race or skip beats (irregular beats) during 

exercise?

8. Has a doctor ever told you that you have any heart problems? If so, 

check all that apply:

☐High blood pressure ☐ A heart murmur

☐High cholesterol ☐ A heart infection

☐Kawasaki disease ☐ Other:

9. Has a doctor ever ordered a test for your heart? (For example, 

ECG/EKG, echocardiogram)

10. Do you get lightheaded or feel more short of breath than expected 

during exercise?

11. Have you ever had an unexplained seizure?

12. Do you get more tired or short of breath more quickly than your friends 

during exercise?

HEART HEALTH QUESTIONS ABOUT YOUR FAMILY Yes No

13. Has any family member or relative died of heart problems or had an 

unexpected or unexplained sudden death before age 50 (including 

drowning, unexplained car accident, or sudden infant death

syndrome)?

14. Does anyone in your family have hypertrophic cardiomyopathy, Marfan 

syndrome, arrhythmogenic right ventricular cardiomyopathy, long QT 

syndrome, short QT syndrome, Brugada syndrome, or

catecholaminergic polymorphic ventricular tachycardia?

15. Does anyone in your family have a heart problem, pacemaker, or 

implanted defibrillator?

16. Has anyone in your family had unexplained fainting, unexplained 

seizures, or near drowning?

BONE AND JOINT QUESTIONS Yes No

17. Have you ever had an injury to a bone, muscle, ligament, or tendon 

that caused you to miss a practice or a game?

18. Have you ever had any broken or fractured bones or dislocated joints?

19. Have you ever had an injury that required x-rays, MRI, CT scan, 

injections, therapy, a brace, a cast, or crutches?

20. Have you ever had a stress fracture?

21. Have you ever been told that you have or have you had an x-ray for

neck instability or atlantoaxial instability? (Down syndrome or 

dwarfism)

22. Do you regularly use a brace, orthotics, or other assistive device?

23. Do you have a bone, muscle, or joint injury that bothers you?

24. Do any of your joints become painful, swollen, feel warm, or look red?

25. Do you have any history of juvenile arthritis or connective tissue

disease?

MEDICAL QUESTIONS Yes No

26. Do you cough, wheeze, or have difficulty breathing during or after 

exercise?

27. Have you ever used an inhaler or taken asthma medicine?

28. Is there anyone in your family who has asthma?

29. Were you born without or are you missing a kidney, an eye, a testicle

(males) or spleen, or any other organ?

30. Do you have groin pain or a painful bulge or hernia in the groin area?

31. Have you had infectious mononucleosis (mono) within the last month?

32. Do you have any rashes, pressure sores, or other skin problems?

33. Have you had a herpes or MRSA skin infection?

34. Have you ever had a head injury or concussion?

35. Have you ever had a hit or blow to the head that caused confusion, 

prolonged headaches, or memory problems?

36. Do you have a history of seizure disorder?

37. Do you have headaches with exercise?

38. Have you ever had numbness, tingling, or weakness in your arms or

legs after being hit or falling?

39. Have you ever been unable to move your arms or legs after being hit 

or falling?

40. Have you ever become ill while exercising in the heat?

41. Do you get frequent muscle cramps when exercising?

42. Do you or someone in your family have sickle cell trait or disease?

43. Have you had any problems with your eyes or vision?

44. Have you had any eye injuries?

45. Do you wear glasses or contact lenses?

46. Do you wear protective eyewear, such as goggles or a face shield?

47. Do you worry about your weight?

48. Are you trying to or has anyone recommended that you gain or lose 

weight?

49. Are you on a special diet or do you avoid certain types of foods?

50. Have you ever had an eating disorder?

51. Do you have any concerns that you would like to discuss with the

doctor?

FEMALES ONLY Yes No

52. Have you ever had a menstrual period?

53. How old were you when you had your first menstrual period?

54. How many periods have you had in the last 12 months?

Explain “Yes” answers here:



PRE-PARTICIPATION PHYSICAL EVALUATION

PHYSICAL EXAMINATION FORM

Name: Date of Birth:

Physician Reminders:

1. Consider additional questions on more sensitive issues.

 Do you feel stressed out or under a lot of pressure?

 Do you ever feel sad, hopeless, depressed, or anxious?

 Do you feel safe at your home or residence?

 Have you ever tried cigarettes, chewing tobacco, snuff, or dip?

 During the past 30 days, did you use chewing tobacco, snuff or dip?

 Do you drink alcohol or use any other drugs?

 Have you ever taken anabolic steroids or used any other performance supplements?

 Have you ever taken any supplements to help you gain or lose weight or improve your performance?

 Do you wear a seat belt, use a helmet, and use condoms?

2. Consider reviewing questions on cardiovascular symptoms (Questions 5-14).

EXAMINATION

Height: Weight: ☐ Male ☐ Female

BP: / ( / ) Pulse: Vision: R 20/ L 20/ Corrected: ☐ Yes ☐ No

MEDICAL NORMAL ABNORMAL FINDINGS

Appearance

 Marfan stigmata (kyphoscoliosis, high-arched palate, pectus 

excavatum, arachnodactyly, arm span>height, hyperlaxity,

myopia, MVP, aortic insufficiency)

Eyes/Ears/Nose/Throat

 Pupils equal

 Hearing

Lymph Nodes

Heart*

 Murmurs (auscultation standing, supine, +/- Valsalva)

 Location of point of maximal pulse (PMI)

Pulses

 Simultaneous femoral and radial pulses

Lungs

Abdomen

Genitourinary (males only)**

Skin

 HSV, lesions suggestive of MRSA, tinea corporis

Neurologic***

MUSCULOSKELETAL NORMAL ABNORMAL FINDINGS

Neck

Back

Shoulder/arm

Elbow/forearm

Hip/thigh

Knee

Leg/ankle

Foot/toes

Functional

 Duck-walk, single leg hop

* Consider ECG, echocardiogram, and referral to cardiology for abnormal cardiac history or exam; **Consider GU exam if in private setting. Having third party present is recommended.

***Consider cognitive evaluation or baseline neuropsychiatric testing if a history of significant concussion.

☐ Cleared for all sports without restriction.

☐ Cleared for all sports without restriction with recommendations for further evaluation or treatment for:

☐ Not Cleared

☐ Pending further evaluation

☐ For any sports

☐ For certain sports (please list): 

Reason:

Recommendations:

I have examined the above-named student and completed the pre-participation physical evaluation. The athlete does not present apparent clinical contraindications to practice 

and participate in the sport(s) as outlined above. A copy of the physical exam is on record in my office and can be made available to the school at the request of the parents. If 

conditions arise after the athlete has been cleared for participation, the physician may rescind the clearance until the problem is resolved and the potential consequences are 

completely explained to the athlete (and parents/guardians).

Name of Physician (type/print): Date:

Address: Phone:

Signature of Physician (MD/DO/ARNP/PA/Chiropractor):



PRE-PARTICIPATION PHYSICAL EVALUATION

Missouri State High School Activity Association (MSHSAA) Eligibility and Authorization Statement

STUDENT AGREEMENT (Regarding Conditions for Participation)

This application to represent my school in interscholastic athletics is entirely voluntary on my part and is made with the understanding that I have 

studied and understand the eligibility standards that I must meet to represent my school and that I have not violated any of them.

I have read, understand, and acknowledge receipt of the MSHSAA brochure entitled “How to Maintain and Protect Your High School Eligibility,” 

which contains a summary of the eligibility rules of the MSHSAA. (I understand that a copy of the MSHSAA Handbook is on file with the principal 

and athletic administrator and that I may review it in its entirety, if I so choose. All MSHSAA by-laws and regulations from the Handbook are also 

posted on the MSHSAA website at www.mshsaa.org).

I understand that a MSHSAA member school must adhere to all rules and regulations that pertain to school-sponsored, interscholastic athletics 

programs, and I acknowledge that local rules may be more stringent than MSHSAA rules.

I also understand that if I do not meet the citizenship standards set by the school or if I am ejected from an interscholastic contest because of an 

unsportsmanlike act, it could result in me not being allowed to participate in the next contest or suspension from the team either temporarily or 

permanently.

I understand that if I drop a class, take course work through Post -Secondary Enrollment Option, Credit Flexibility, or other educational options, this 

action could affect compliance with MSHSAA academic standards and my eligibility.

I understand that participation in interscholastic athletics is a privilege and not a right. As a student athlete, I understand and accept the following 

responsibilities:

 I will respect the rights and beliefs of others and will treat others with courtesy and consideration.

 I will be fully responsible for my own actions and the consequences of my actions.

 I will respect the property of others.

 I will respect and obey the rules of my school and laws of my community, state, and country.

 I will show respect to those who are responsible for enforcing the rules of my school and the laws of my community, state, and country.

I have completed and/or verified that part of this certificate which requires me to list all previous injuries or additional conditions that are known to me 

which may affect my performance in so representing my school, and I verify that it is correct and complete.

Signature of Athlete: Date:

PARENT PERMISSION (Authorization for Treatment, Release of Medical Information, and Insurance Information)

Informed Consent: By its nature, participation in interscholastic athletics includes risk of serious bodily injury and transmission of infectious disease 

such as HIV and Hepatitis B. Although serious injuries are not common and the risk of HIV transmission is almost nonexistent in supervised school 

athletic programs, it is impossible to eliminate all risk. Participants must obey all safety rules, report all physical and hygiene problems to their 

coaches, follow a proper conditioning program, and inspect their own equipment daily. PARENTS, GUARDIANS, OR STUDENTS WHO MAY NOT 

WISH TO ACCEPT RISK DESCRIBED IN THIS WARNING SHOULD NOT SIGN THIS FORM. STUDENTS MAY NOT PARTICIPATE IN 

MSHSAA- SPONSORED SPORT WITHOUT THE STUDENT’S AND PARENT’S/GUARDIAN/S SIGNATURE.

I understand that in the case of injury or illness requiring transportation to a health care facility, a reasonable attempt will be made to contact the 

parent or guardian in the case of the student-athlete being a minor, but that, if necessary, the student-athlete will be transported via ambulance to the 

nearest hospital.

We hereby give our consent for the above student to represent his/her school in interscholastic athletics. We also give our consent for him/her to 

accompany the team on trips and will not hold the school responsible in case of accident or injury whether it be en route to or from another school or 

during practice or an interscholastic contest; and we hereby agree to hold the school district of which this school is a part and the MSHSAA, their 

employees, agents, representatives, coaches, and volunteers harmless from any and all liability, actions, causes of action, debts, claims, or

demands of every kind and nature whatsoever which may arise by or in connection with participation by my child/ward in any activities related to the 

interscholastic program of his/her school.

http://www.mshsaa.org/
http://www.mshsaa.org/


If we cannot be reached and in the event of an emergency, we also give our consent for the school to obtain through a physician or 

hospital of its choice, such medical care as is reasonably necessary for the welfare of the student, if he/she is injured in the course of 

school athletic activities. We authorize the release of necessary medical information to the physician, athletic trainer, and/or school 

personnel related to such treatment/care. We understand that the school may not provide transportation to all events, and permit / do not 

permit (CIRCLE ONE) my child to drive his/her vehicle in such a case.

To enable the MSHSAA to determine whether the herein named student is eligible to participate in interscholastic athletics in the MSHSAA 

member school, I consent to the release of any and all portions of school record files to MSHSAA, beginning with seventh grade, of the 

herein named student, specifically including, without limiting the generality of the foregoing, birth and age records, name and residence 

address of parent(s) or guardian(s), residence address of the student, academic work completed, grades received, and attendance data.

We confirm that this application for the above student to represent his/her school in interscholastic athletics is made with the 

understanding that we have studied and understand the eligibility standards that our son/daughter must meet to represent his/her school 

and that he/she has not violated any of them. We also understand that if our son/daughter does not meet the citizenship standards set by 

the school or if he/she is ejected from an interscholastic contest because of an unsportsmanlike act, it could result in him/her not being 

allowed to participate in the next contest or suspension from the team either temporarily or permanently.

I consent to the MSHSAA’s use of the herein named student’s name, likeness, and athletic-related information in reports of contests, 

promotional literature of the Association and other materials and releases related to interscholastic athletics.

We further state that we have completed that part of this certificate which requires us to list all previous injuries or additional conditions 

that are known to us which may affect this athlete's performance or treatment and we certify that it is correct and complete.

The MSHSAA By-Laws provide that a student shall not be permitted to practice or compete for a school until it has verification that he/she 

has basic health/accident insurance coverage, which includes athletics. Our son/daughter is covered by basic health/accident insurance 

for the current school year as indicated below:

Name of Insurance Company: Policy Number:

Signature of Parent(s) or Guardian: Date:

PARENT AND STUDENT SIGNATURE (Concussion Materials)

I accept responsibility for reporting all injuries and illnesses to my school and medical staff (athletic trainer/team physician) including any signs and 

symptoms of a CONCUSSION. I have received and read the MSHSAA materials on Concussions, which includes information on the definition of a 

concussion, symptoms of a concussion, what to do if I have a concussion and how to prevent a concussion. I will inform my school and athletic 

trainer/team physician immediately if I experience any of these symptoms or if I witness a teammate with these symptoms.

Signature of Athlete: Date:

Signature of Parent(s) or Guardian: Date:

EMERGENCY CONTACT INFORMATION

Parent(s) or Guardian Address Phone Number

Name of Contact Relationship to Athlete Phone Number

Name of Contact Relationship to Athlete Phone Number



Notice of Privacy Practices
Please tear this page off and retain for your records
This notice describes how medical information about you can be used and disclosed, and how you can get access to this information. Please review it carefully. If you 
have any questions, please contact our Privacy Officer at phone number (573) 765-5131 or cmcelyea@centralozarks.org.
Who will follow this notice? 
The list below tells you who will follow the outlined practice for keeping your medical record private.
All Central Ozarks Medical Center Medical and Dental Clinics (COMC). Any COMC health care professional that treats you at any of our locations. All COMC 
employees, temporary or contract staff, students and volunteers.
What is this Notice?
We are required by law to maintain the privacy of your protected health information. We are also required by law to give you this notice of our legal duties and 
privacy practices regarding your health information. We are required to notify you if there is a breach of your unsecured protected health information. We are 
required to follow the terms of the current Notice of Privacy Practices.
We may use and disclose your health information for:
Treatment: We may use and disclose health information for your medical treatment and services. Payment: We may use and disclose health information to bill for 
and receive payment for the services provided to you. Health Care Operations: We may use and disclose health information for purposes of health care operations. 
Appointment Reminders: To remind you that you have an appointment scheduled with us. Treatment Alternatives: To inform you of treatment options available to 
you. As required by Law: When required to do so by applicable law. To prevent a Serious Threat to Health or Safety: To prevent a serious threat to your health and 
safety or the health and safety of others. Individuals Involved in your Care: Unless you object, to friends, family members or others involved in your medical care or 
who may be helping pay for your care. Organ and Tissue Donation: Organ or tissue donation to organizations that handle organ procurement and transplant.
Decedents: Health records for patients deceased 50 or more years are no longer considered Protected Health Information. Genetic Information: Genetic Information 
is considered Protected Health Information, which may be disclosed with authorization but cannot be used by health plans for underwriting purposes. Military and 
Veterans: If you are a member of the armed forces, as required by military command authority. Worker’s Compensation: For worker's compensation purposes or 
similar programs providing benefits for work related injury or illness. Public Health Activities: For public health activities such as preventing or control of disease, 
reporting births and deaths, and reporting child abuse and neglect. Health Oversight Activities: To governmental agencies and boards as authorized by law such as 
licensing and compliance purposes. Breach Notification: Uses or disclosures of PHI that are not permissible are now presumed to be a Breach, unless it can be 
demonstrated a "low probability" exists that your PHI has been compromised or that an exception applies. Disaster Relief: Unless you object, to disaster relief 
organizations to coordinate your care or notify family and friends of your location or condition following a disaster. Lawsuits and Disputes: In response to a warrant, 
court order, or other lawful process. Law Enforcement: Pursuant to process and as otherwise required by law. Coroners, Medical Examiners, Funeral Directors: As 
necessary to determine the cause of death or to perform their duties. National Security and Intelligence Activities: To authorized federal officials for intelligence and 
other national security activities as authorized by law. Protective Services for the President and Others: To federal officials to provide protection to the President and 
other authorized persons, or conduct special investigations. Inmates or Individuals in Custody: If you are an inmate or in the custody of law enforcement, we may 
disclose to the correctional institution or law enforcement official as necessary to provide you with health care, to protect the health and safety of you and others, or 
for the safety and security of the correctional institution. Research Studies and Clinical Trials: Authorizations may be combined in the research context subject to 
certain requirements, and authorizations for future research are also permitted. Business Associates: Business Associates are directly liable for violations of the 
HIPAA/HITECH Act. Subcontractors of a business associate that create, receive, maintain or transmit PHI on behalf of the business associate are likewise HIPAA 
business associates, and subject to the same requirements that the first business associate is subject to. Fundraising: For raising funds. You may opt out of receiving 
fundraising communications at any time. Other disclosures: With certain exceptions, we are not allowed to use or disclose psychotherapy notes without your 
authorization. We are also not allowed to use or disclose your health information for marketing purposes or sell your health information without your authorization. 
Other uses and disclosures of your health information not described in this Notice of Privacy Practices or applicable laws will require your written authorization. If you 
choose to permit us to use or disclose your health information, you can revoke that authorization by informing us of your decision in writing. If you revoke your 
authorization, we will no longer use or disclose your health information as set forth in the authorization. However, any use or disclosure of your health information 
made in reliance on your authorization before it was revoked, will not be affected by the revocation.
Your rights regarding your health information: In most cases, you may make a written request to look at, or get a copy of your health information. If you request 
copies, we may charge a fee for the cost of copying, mailing or other related supplies. If we deny your request to review or obtain a copy, you have the right to have 
that denial reviewed by a licensed health care professional who was not directly involved in the denial of your request, and we will comply with the outcome of that 
review. If your health information is maintained in electronic format, you have the right to request an electronic copy of your health information. If your health 
information is not readily producible in the format you request, it will be provided either in our standard electronic format or as a paper document. We may charge 
you a reasonable cost based fee for the labor associated with transmitting electronic health information. If you feel your health information is incorrect or 
incomplete, you have the right to request that we amend your information. You must submit a written request providing your reason for requesting the 
amendment to the Privacy Officer. Your request to amend your health information may be denied if it was not created by us; if it is not part of the information 
maintained by us; or if we determine that the information is correct. You may submit a written appeal if you disagree. Your request for amendment will be included 
as a part of your health information. You have the right to receive a list of certain disclosures we made of your health information, for a period of time up to six 
years prior to the date of your request. The first list you request in a 12-month period is free. If you make more requests during that time, you may be charged our 
cost to produce the list. We will tell you about the cost before you are charged. You have the right to a paper copy of this notice. You may ask us to give you a copy 
of this notice at any time. You have the right to request that your health information be given to you in a confidential manner. You have the right to request that 
we communicate with you in a certain way or at a certain location, such as by mail or at your workplace. Any such request must be made in writing to the Privacy 
Officer. We will accommodate reasonable requests. You have a right to ask that we not disclose your health information to your health plan if the disclosure is for 
the purpose of carrying out payment or healthcare operations and is not otherwise required by law. Such restricted disclosure must pertain solely to a healthcare 
item or service for which you, or someone on your behalf, have paid us in full. You may request, in writing, that we not use or disclose your health information for 
treatment, payment or healthcare operations; or to persons involved in your care; when required by law; or in an emergency. All written requests or appeals should 
be submitted to our Compliance Office listed at the end of this notice. We are not required to agree with the requested restrictions. You have the right to be notified 
if there is an unauthorized use or disclosure of your unsecured protected health information unless we determine that there is a low probability that your 
information has been compromised.
Complaints:
If you believe that your privacy rights may have been violated, you may contact our Privacy Officer, Courtney McElyea, at 573-765-5131 or by email at 
cmcelyea@centralozarks.org. You may write us at Central Ozarks Medical Center Attn: Courtney McElyea PO Box 777, Richland, MO 65556. You may also contact 
Missouri Department of Health, Bureau of Health Facility Regulation: 1-573-751-6303 and/or the State Attorney General's Office Consumer Hot Line: 1-800-392-8222. 
You may file a complaint with the U.S. Department of Health and Human Services Office of Civil Rights at: 
http://www.hhs.gov/ocr/privacy/hipaa/complaints/index.html The Office of Corporate Compliance can provide the mailing address. We will not retaliate against you 
for filing a complaint. If we change our policies regarding our use and/or disclosure of your protected health information, we will change our Notice of Privacy 
Practices and make the revised notice available to you on our website and our practice locations. You may access our website at http://www.centralozarks.org. You 
may also request a paper copy of the current Notice of Privacy Practices at any time.

http://www.muhealth.org/about/contact/privacy/
http://www.hhs.gov/ocr/privacy/hipaa/complaints/index.html
http://www.hhs.gov/ocr/privacy/hipaa/complaints/index.html
http://www.hhs.gov/ocr/privacy/hipaa/complaints/index.html
http://www.centralozarks.org/
http://www.centralozarks.org/
http://www.centralozarks.org/

