
Welcome to Marshall Health, the medical group of faculty physicians and other health care providers at the 
Marshall University Joan C. Edwards School of Medicine. We appreciate your choosing us for your health care 
needs, and we are committed to doing our best for you.

Our goal is to provide you with high-quality, affordable health care while teaching our students and resident 
physicians how to best care for patients.

Payment is required at the time of service unless insurance or another billing process is arranged in advance. 
In certain situations of financial hardship, special arrangements can be made. Marshall Health is a provider-
based facility of Cabell Huntington Hospital, Inc. If you believe you may qualify, please talk to our financial 
counselor today.

We accept most major insurance programs, including Medicare, Medicaid and PEIA. We expect that you 
pay the deductible and/or co-payment amount at the time of service, and with your consent we will bill the 
balance directly to your insurer. Although we will make every effort to collect from your insurance company, 
you are ultimately responsible for payment, except to the extent otherwise provided by law.

Before they will pay for certain procedures or specialists, some insurance plans require that you get 
advance approval. It is your responsibility to inform Marshall Health if your policy requires an authorization 
or precertification. If your visit today might require approval and you do not yet have it, please talk to the 
receptionist now.

Thank you for choosing us for your medical care. Would you please take a few moments after you leave to let 
us know how your visit met your expectations? Your comments and suggestions will be appreciated.

1600 MEDICAL CENTER DRIVE, HUNTINGTON, WV 25701 • 304-691-1600 OR 1-877-691-1600 (TOLL-FREE)
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PATIENT INFORMATION

Patient name: 
(last) (first) (middle) (maiden) 

DOB:        Sex:  M  F   Marital status:  Single   Married  Divorced  Widowed

Social security number:      Email: 

Preferred language:  Arabic    Chinese    English    German    Hindi    Russian    Spanish    Other  

Race:  African American    Alaska Native    Asian    Caucasian/White    Hispanic/Latino    Native American   

 Pacific Islander  Declined

Ethnicity: Hispanic/Latino   Non-Hispanic/Latino    Declined       

Patient address: 
(street)

(city) (state)              (zip) 

Driver’s license number: 
(state)

Home phone: Work phone: Mobile phone: 

Employer name: 

Employer address: 
(street) (city) (state)              (zip) 

Primary care provider: 

If under 18, who is parent/legal guardian? 

Guardian name: DOB: 

Responsible party (person who will be responsible for any amount not covered by insurance): 

Relationship to patient:    Social security number: DOB:  

Address: 
      (street) (city) (state)              (zip) 

Home phone: Work phone: Mobile phone: 

Employer name: 

Employer address: 
(street) (city) (state)              (zip) 

Spouse’s name/other parent if under 18: 

Employer name: Work phone: 

In case of an emergency, notify (friend or relative not in your home):

Name: Relationship to patient: 

Phone: 

M-277

PATIENT INFORMATION LABEL*M-277*

DO NOT WRITE IN THIS BOX
REV 05-22



INSURANCE INFORMATION

Primary medical insurance: Phone: 

Policyholder name: DOB: 

Address: 
        (street) (city) (state)              (zip)

ID number: Group number: 

Plan number: Effective date: Expiration date: 

Secondary medical insurance: Phone: 

Policyholder name: DOB: 

Address: 
        (street) (city) (state)              (zip)

ID number: Group number: 

Plan number: Effective date: Expiration date: 

Other health insurance (Dental, Worker’s Comp., Medicare Supplement, etc.)

Insurance:   Policyholder name: DOB: 

Policyholder’s relationship to patient: Policyholder’s employer: 

Insurance address: 
(street) (city) (state)              (zip)

ID number/SSN: Group number: 

Plan number: Effective date: Expiration date: 

If patient is under 18 years old, please list other children in the household.

     CHILD’S NAME (PLEASE LIST NAME CHILD PREFERS)     CHILD’S BIRTHDATE

1.   Male      Female

2.   Male      Female

3.   Male      Female

4.   Male      Female

5.   Male      Female

How did you hear about Marshall Health?

 Billboard  Newspaper ad

 Social media (Facebook, Twitter, etc.)  Web search (Google, Bing, etc.)

 Referred by a friend/family member  Television ad

 Referred by a provider (name):

 Other:
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PATIENT’S AGREEMENT       Revised 5/2022
Please Read Carefully

I consent to care and treatment. I consent to examination, treatment and testing as advised by the physicians and other providers of 
Joan C. Edwards School of Medicine (“the School”) and Marshall Health. I understand that Marshall Health is associated with a university. 
I give permission for health care professionals in training to observe and participate in my care and treatment under the supervision 
of licensed health care providers. In addition, I consent to the use or disclosure of my protected health information by the School and 
Marshall Health to diagnose and treat me, to obtain payment for my bills and to conduct its health care operations and business. I 
understand I may receive a call or survey from the determined Marshall Health vendor asking about my satisfaction with my care and 
services at Marshall Health.

I further consent to any treatment and testing by Cabell Huntington Hospital, Inc. (“Cabell”), such as laboratory testing and radiology 
procedures, which may be performed at the request of my physician or other provider. I understand that I may receive a survey by phone, 
mail or email from Press Ganey asking about my satisfaction with my care and services provided by Cabell. I understand that the email 
address provided may be used to invite me to enroll in Cabell’s patient portal. I may also receive calls from Cabell staff to follow up on my 
care and treatment. I agree that the terms and conditions set forth in this Patient’s Agreement, including the agreement to pay for the 
cost of care, shall also apply to treatment and testing by Cabell.

I have received the Notice of Privacy Practices. I have received the Notice of Privacy Practices of the School and Marshall Health, 
which tells how my health information may be used and shared. I understand that these institutions reserve the right to revise the notice 
at any time, and that I can always get the current copy by asking for it.

I agree that payments can be made directly to Marshall Health. I allow Marshall Health to directly bill and collect payment 
from my insurance company, Medicare, Medicaid or other person or entity that pays my medical bills. I assign my right to receive payment 
of any insurance to Marshall Health, including Medicare, Medicaid or other benefits payable from any source. Some insurance companies 
will not pay for services unless they authorize the service in advance. I understand it is my responsibility to inform Marshall Health if my 
insurance policy requires such authorization (sometimes it is called precertification).

I agree to pay for the cost of care. I accept full responsibility for the cost of all services that Marshall Health provides to me. I promise 
to personally pay all expenses and charges that are not paid by my insurance company or anyone else, but only to the extent that Marshall 
Health legally may bill me for such expenses and charges. 

I can cancel this agreement. I understand that I can revoke this agreement in writing. This can be done at any time by delivering to 
Marshall Health a written statement of revocation, except to the extent that the School and Marshall Health have taken action in reliance 
on this consent, agreement and authorization. I will be financially responsible for any medical services provided before the date of such 
revocation. 

I agree to follow-up calls and/or emails. I expressly give my consent that University Physicians & Surgeons, dba Marshall Health 
(“Marshall Health”) and its employees and independent contractors, may deliver or cause to be delivered to me telephone calls, 
telephone voice messages and telephone text messages or emails, for any purposes related to my health care that Marshall Health 
deems appropriate and that are permitted by law, by using an automated telephone dialing system or an artificial or prerecorded voice or 
message. I understand that I am not required to give this consent to Marshall Health as a condition of being treated or receiving services.

I have read this form and I fully understand to what I am agreeing. (The patient or another responsible party on behalf of 
the patient must sign this Agreement. Upon signing, the responsible party assumes all liability for the consents, authorizations and financial 
responsibility discussed above.)

Patient/Legal representative signature: Date:

STATEMENT OF PATIENT’S LEGAL REPRESENTATIVE OR AGENT
I give the consents and authorizations made above on behalf of the patient, and I have the authority to do so. The patient did not sign 
because he or she is (check one):

 A minor (under 18 years of age)

Mentally or physically unable to understand to sign

 Other (describe):

I am authorized to sign for the patient because: (for example: being a parent or having medical power of attorney)
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WEST VIRGINIA 

PRENATAL RISK SCREENING INSTRUMENT 
■ 

,---1f.1H,..,,,lh 

Last Name: 
I 

First Name: 
I
MI: 

I 
Date of B

�
rth: 

I 
Social Secu

�
ity #: ., 

- -

Street: I City: I State: 
/
Zip Code: I County of Residence: I Telephone: IMaiden Name: 

Race: (Check all that apply) U.S. Citizen: Married: Insurance Source: 
0 White 0 Black/African American 0 Asian 0 Yes 0 Yes 0 Health Insurance: 
0 American Indian/Alaska Native 

0 No 0 No 0 No Insurance 0 Native Hawaiian/Pacific Islander 
Ethnicity: 0 Hispanic/Latino O Not Hispanic/Latino 0 Medicaid #: 

Date of 1st Prenatal Visit: (MM/DD/YYYY) OBSTETRICAL HISTORY: ORAL HEAL TH: 
Gravida Para Sensitive/Bleeding Gums 0 Yes O Ne - -
I I 11 I I ITJ ITJ ITJ ITJ � � Loose/Broken/Decayed Teeth 0 Yes O Ne 

Current 
I I I I 

Term Pre SAB EAB Live Dental visit within the last year 0 Yes O No 
Weight (lbs) : LMP: (MM/DD/YYYY): -

Dental cleaning in the last year 0 Yes 0 No 
Height □-rn EDC (MM/DD/YYYY): - -
(Ft-inches) : 

I I I 11 
Date of Last Delivery: - - BREASTFEEDING 

Blood 
Pressure: Type of Delivery: 1st Trimester: 0 Miscarriage 0 Abortion Do you intend to breastfeed? D Yes 0 No 

I I I I 
2nd Trimester: 0 Miscarriage 0 Abortion Are you currently breastfeeding? 0 Yes 0 No 

D Preterm Birth 0 Term Birth 

PREGNANCY RISK Current Preg. Prior Preg. Current Preg. Prior Preg. Current Preg. Prior Preg. 
FACTORS y N y N y N y N y N y N 

PROM na na D D Hypertension D D D D Hepatitis C D D D D 
Preterm Delivery na na □ □ PIH/Preeclampsia □ □ D D Pyelonephritis D D □ □ 
Cervical Incompetence D D D □ IUGR D D D D Chromosome Abnormalities D D D D 
Cervical Surgery D D D D Low Birth Weight <2500 grams D D D D Fetal Anomaly D D D □ 
Macrosomia >4000 grams D D □ D Ectopic Pregnancy D D D D Short Cervix D D D D 
Gestational Diabetes D D D D Placental Previa D D D D 

Other/Unlisted Risk Factor: 

Previous Stillbirth na na D D Placental Abruption □ D □ □ 
Oligohydramnios □ □ □ □ Prev ious C-Section na na D D Bleeding during current pregnancy? 
Opioid Abuse Treatment D D D D Hepatitis B D D D D Trimester: O 1st O 2nd O 3rd 0 No 

_,- Current Preg. Prior Preg. Family Hist. On On FAMILY HISTORY: MEDICAL CONDITIONS: Yes No Yes "110 
y N y N y N M�� Meds 

Multiple Gestation D D D D D D High Blood Pressure D □ D Clotting Disorder D D □ 
Fetal Genetic/Structural Abnormalities O D D D D D Kidney Disease D D D STD D D D 
PSYCHOSOCIAL RISK FACTORS: Yes No Diabetes D D D Seizures D D D 
Disabled D D Asthma D □ D Rh Negative D D D 
Unemployed/Inadequate Income D D Heart Condition D D D Other: □ □ D
Husband/Partner Employed D D Thyroid Disease D D D 
Homeless D D ENVIRONMENTAL.RISK FACTORS: Yes No 
Unstable Housing D D Lead: House Built before 1978 D D 
Education < 12 vears □ □ Viral: Cats or Birds in Home D D Currently in Foster Care □ □ Tobacco: 2nd or 3rd Hand Smoke □ □ lnadeauate Transportation □ □ 
Inadequate Social Support D D REASONS FOR LATE ENTRY INTO PRENATAL CARE: (check all that apply) 
Unplanned Pregnancy □ □ Does not apply D Financial □ 
Do you have enough to eat □ □ Insurance Enrollment Delay □ Child Care Issues □ 
Eating Disorder □ D Unaware of Importance of PNC D Access to pregnancy testing D 
Difficulty with Reading and Understanding □ D Couldn't find a health provider D Transportation D 
Internet Access □ D Abortion desired/unsuccessful □ Other: 

Have either of your parents had a problem with drugs? Yes D No D or alcohol? Yes 0 No D Have you ever smoked cigarettes? Yes D No □ 
Has your partner had a problem with drugs? Yes 0 No D or alcohol? Yes 0 No □ 

Do you currently smoke cigarettes? Yes D No D 
In the past. have you had a problem with drugs? Yes 0 No D or alcohol? Yes 0 No D 

If yes, # of cigarettes per day: 

During this pregnancy, have you used drugs? Yes 0 No 0 or alcohol? Yes 0 D 
I quit (when): No Does your partner smoke? Yes 0 No D 

Have you ever been a victim of abuse or violence? Yes D No D Yes O No 0 Has your partner's anger ever worried or scared you? Yes 0 No D 
In the month before you knew you were pregnant, did you take prescription drugs? 

Have you ever felt down or hopeless? Yes 0 No D If YES, what were the drugs? 
Have you lost interest in things you used to do for fun? Yes D No D Who prescribed the drugs? 
Provider Name and Title: (print) I Provider Signature: I Person Completing the form: Provider Telephone No.: I Date: 

I am interested in further follow-up. I give my consent for necessary referrals to be made. 
that all information orovided will be held strictlv confidential. 

I understand that my participation in any referral services is voluntary and 

Patient Name: (print) IPatient Signature: IDate: 
- -

7317074 
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OB Registration Form
Instructions: Please print clearly and return to the registration desk for further instructions. 

Today’s date:          /          / Anticipated due date:          /          /

Date of last menstruation:          /          / Doctor: 

Patient name: Primary care physician: 

Address: City: State:        Zip:  

SSN: DOB:          /          /               Marital status: 

Home phone: Cell phone: 

Email: Employer: 

Guarantor/Insured (if different from patient): 

Relationship to patient: DOB:          /          /  

SSN: Employer: 

Primary insurance: 

ID#:  Group #: 

Secondary insurance: 

ID#:  Group #: 

Next of kin (someone with a different phone number): 

Relationship to patient: Home phone: Cell phone: 

FOR MEDICAID PATIENTS ONLY:

Are you scheduled for sterilization after delivery?  Yes      No

Have you signed the WV Sterilization Form?  Yes      No
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SAFE Questions Form

Patient name: ______________________________________________________________________________

DOB: _________________________________________  Date:_______________________________________

1. S = Stress/Safety 
Do you feel safe in your relationship?   Yes      No

2. A = Afraid/Abused 
Have you ever been in a relationship where you were threatened/hurt/afraid?    Yes      No

3. F = Friends/Family 
Are your friends/family aware that you have been hurt?   Yes      No       N/A 
 
Could you tell them, and would they be able to give you support?   Yes      No

4. E = Emergency 
Do you have a safe place to go and the resources you need in an EMERGENCY?   Yes      No

Patient signature: ______________________________________________  Date:________________________
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OB Patient Letter from Dr. Jude

To the Obstetrical Patients of Marshall OB/GYN

Dear Patient,

On behalf of the physicians and staff of Marshall OB/GYN, I would like to thank you for choosing us to care 
for you during your pregnancy. Pregnancy is an exciting time during which many physical and emotional 
changes occur, and it is our desire to provide you with the best prenatal care available and a satisfying 
delivery experience.

It is our goal for you to see the physician of your choice for prenatal visits. Some patients prefer to see only 
one or two physicians during their prenatal visits, while others want to see multiple providers.

Marshall OB/GYN is a group practice with both male and female physicians. While we make every effort to 
schedule your prenatal appointments with the physician of your choice, due to physician workload and 
scheduling it is possible that your requested physician might not be available to care for you when you 
arrive at the hospital for delivery or other obstetrical care. We employ an “On Call” rotation system to provide 
inpatient care assuring that you receive exceptional, compassionate care by a highly qualified physician. 
Please understand that during your hospital stay, you may receive care from both male and female 
physicians. If you are uncomfortable with having your prenatal care or delivery services provided by a male 
and/or female physician, please discuss this with your obstetrician.

It is important that you talk with your physician to answer any questions that you have about receiving 
obstetrical care with us. We believe that the practice model that is employed by Marshall OB/GYN is 
extremely effective in giving you an outstanding pregnancy experience.

With best regards,

David C. Jude, MD, FACOG
Professor and Chair
Department of Obstetrics/Gynecology
Marshall Joan C. Edwards School of Medicine
Obstetrician and Gynecologist
Marshall Health

Patient signature: ______________________________________________  Date:________________________

Witness signature: _____________________________________________  Date:________________________
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Insurance Coverage of Genetic Testing

To the Obstetrical Patients of Marshall OB/GYN

Dear Patient, 

First I want to thank you for choosing Marshall OB/GYN to care for you during your pregnancy. This is a 
special time and we strive to give you the best possible patient experience with the most complete care 
possible. 

With this goal in mind and upon the recommendations of the American College of Obstetrics and 
Gynecologists, we are making genetic testing and counseling available to all patients. The timing of these 
tests is crucial and our OB Team will work to ensure our exams are completed within these time frames. The 
testing is used to detect many major birth defects early in pregnancy. These tests are recommended but are 
not mandatory. We will continue to provide care throughout your pregnancy if you choose not to have the 
testing. 

You should be aware that not all insurance carriers will pay for this type of testing. As a result, there may be 
some expenses involved that will not be covered by your insurance carrier. We recommend that you check 
with your insurance carrier to determine your benefits. If you need assistance with this matter, please let us 
know. 

Please do not hesitate to contact me at 304-691-1464 with any questions or concerns that our patient care 
team is unable provide. 

Again, thank you for choosing us and we look forward to caring for you and your child throughout this 
pregnancy. 

Sincerely, 

Rachel (Sargent) Galloway
Department Administrator 
Marshall OB/GYN

Patient signature: ______________________________________________  Date:________________________

Witness signature: _____________________________________________  Date:________________________
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Genetic Testing

Dear Patient,

We are pleased you have chosen our practice to care for you and your baby during this pregnancy.

We are aware of a growing number of patients who wish to receive early genetic screenings to detect certain 
genetic abnormalities with the baby as well as find out the gender of the baby. This test is commonly called 
Cell Free Fetal DNA testing and can be performed as early as 10 weeks from your last menstrual period.

We are happy to write an order for early genetic testing. Depending on your age and other risk factors this 
could be a service not covered, or not fully covered, by your health insurance provider. This may leave 
you with a costly balance for which you will be responsible. We encourage you to contact your health 
insurance provider to see if this is a covered service for you and to determine any out of pocket cost to you.

If we can be of any assistance to you please don’t hesitate to call us. We appreciate your trust in the care that 
we provide.

Patient signature: ______________________________________________  Date:________________________
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Cystic Fibrosis Screening Acknowledgement Form
The American College of Obstetricians and Gynecologists now recommends that the DNA screening for 
cystic fibrosis (CF) be made available to all couples seeking preconception or prenatal care – not just those 
who have personal or family history of carrying the CF gene.

CF is a genetic disease that affects an estimated 30,000 children and young adults in the United States.

CF causes the body to produce an abnormally thick and sticky mucus that can clog the lungs, leading to 
repeat infections, digestive and/or breathing problems. It does not affect intelligence.

CF occurs when a child inherits a defective gene from each parent. If the child inherits the gene from only 
one parent, the child will be a carrier.

It is estimated that over 10 million people are, unknowingly, symptom-free carriers of the CF gene.

It is now possible, in most cases, to diagnose CF prenatally in the second trimester of the pregnancy.

By my signature below, I state that I have been given all of the information I desire concerning the cystic 
fibrosis screening and have had the opportunity to ask questions and have those questions answered.

I have chosen to have the CF screening performed.

Patient signature: ______________________________________________  Date:________________________

I understand the benefits and risks of having a CF screening test and decline to have this test performed.

Patient signature: ______________________________________________  Date:________________________
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Notice of Privacy Practices
This notice describes how medical information about you may be used 

and disclosed and how you can get access to this information. 
PLEASE READ IT CAREFULLY.

DEFINITIONS. The words “we”, “us” and “our”, as used in this notice, all refer to University Physicians & Surgeons, Inc., also 
known as Marshall Health, and all its employees. When we use the word “you” or “your” in this notice, we mean any person 
about whom we have any medical information that we received or created in our capacity as a health care provider. If 
any such person is a minor or has a legal guardian or other personal representative, then, as to those persons, this notice 
is directed to the minor’s parent, or to the legal guardian, or other personal representative, but “you” and “your” refer to 
the minor or incompetent person. The words “medical information”, as used in this notice, mean information received 
or created by us about your health care and from which it is reasonable for us to believe you could be identified. Such 
information is referred to as “protected health information” in federal health care privacy laws. Information from which 
you could not be identified is not protected health information and is not “medical information”, as that term is used in 
this notice.

OUR DUTIES AS TO YOUR MEDICAL INFORMATION. We have the following duties as to your medical information:

We are required by law to maintain the privacy of your medical information, to provide to you notice of our legal duties 
and privacy practices as to your medical information, and to notify you following any breach of your medical information. 
By “breach of your medical information”, we mean, generally, the acquisition, access to, use or disclosure of your medical 
information in a manner that is not permitted by applicable health care privacy laws. However, certain unintentional 
and inadvertent acquisitions, access, uses and disclosures; disclosures as a result of which we or our contractors believe 
in good faith the unauthorized person to whom the disclosure was made would not reasonably have been able to retain 
the information; and acquisitions, access, uses and disclosures with respect to which we can demonstrate there is a low 
probability that the information has been compromised are not considered breaches. Disclosure of information that 
has been rendered unusable or unreadable by the use of a method approved by designated government officials is not 
considered to be a breach.

We are required by law to abide by the terms of this notice as long as this notice remains in effect.

We reserve the right to change the terms of this notice and to make the notice provisions effective for all 
medical information that we maintain. If we revise this notice, we will make the revised notice available to take 
with you upon request from any of our clinical offices; we will post the revised notice in a clear and prominent 
location in each of our clinical offices, where you may read it; and we will post the revised notice on our website at  
marshallhealth.org/patients.
 
YOUR RIGHTS AS TO YOUR MEDICAL INFORMATION. What follows is a statement of your rights as to your medical 
information and a brief description of how you may exercise those rights:

You have a right to request that we restrict certain uses and disclosures of your medical information. If you
request that we restrict disclosure to your health plan of your medical information related to a health care item or 
service, we must agree to that restriction under the following circumstances:

• if you or someone on your behalf other than your health plan has paid in full for that health care item or 
        service; and



• the purpose of the disclosure you request that we restrict would be for payment or health care operations and is not 
required by law. We are not required to agree to other restrictions you request on use or disclosure of your medical 
information, if those uses and disclosures are otherwise permitted by law.

You have a right to request or receive communications about your medical information from us or our contractors 
by alternate means or at alternate locations to protect the confidentiality of such communications, and, to the extent 
your requests are reasonable, we must accommodate them.

You have a right to inspect and receive a copy of your medical information except for: 

• psychotherapy notes;
• information compiled in reasonable anticipation of a civil, criminal or administrative proceeding; 
• and certain information that is subject to restriction under law.

You have a right to have us amend your medical information, unless we determine that the medical information that 
is the subject of your request to amend:

• was not originated by us and the originator of the information remains available to act on the requested amendment;
• is not in records that we maintain and that specifically are about you (that is, the records you request us to amend 

are not in a “designated record set” as that term is defined in applicable law); or
• is not in records that you would have a right to inspect, as described above.

You have a right to receive an accounting of disclosures of your medical information made by us in the six years 
prior to the date on which your request for an accounting is made, except for disclosures required or permitted by 
law and made:

• to carry out treatment, payment, and health care operations;
• to you;
• without your authorization but required or permitted by applicable law;
• pursuant to your written authorization;
• for directory or notification purposes;
• for national security or intelligence purposes;
• to correctional institutions or law enforcement officials;
• after excluding certain identifying information about you, and your relatives, household members and employers as 

permitted by law (that is, disclosures in a “limited data set” as that term is defined by applicable law); or
• before we were required to comply with the federal laws that require this notice.

You have a right to have, on request, a paper copy of this notice, even if you previously have agreed to receive notices 
about your medical information electronically.

You may exercise all the rights described above by sending a written request to our Privacy Officer clearly stating 
what you want us to do, using the contact information given at the end of this notice. You may make a request for a 
written copy of this notice at any of our clinical offices or by contacting our Privacy Officer, using the contact information 
provided at the end of this notice.

You may COMPLAIN to us or to the Secretary of the United States Department of Health and Human Services, if you 
believe that your privacy rights have been violated. To make a complaint to us, you may contact our Privacy Officer, 
using the contact information provided at the end of this notice. We may require that you submit any complaint in 
writing to our Privacy Officer. 

USES AND DISCLOSURES WE MAY MAKE WITHOUT YOUR AUTHORIZATION. We may use and disclose medical 
information about you for the following purposes without your authorization, except as limited in this notice:

Treatment. We will use and disclose your medical information to provide health care for you and to coordinate or 
manage your health care. We will disclose necessary medical information to the people or organizations involved in 
your care (such as doctors, nurses, physician assistants, technicians, medical students, hospitals and other health care 
personnel or organizations), whether or not they are employed by or affiliated with Marshall Health. For example, we 
may disclose your medical information to a specialist, lab or other provider or facility that your doctor has asked to help 
with your care.

Payment. We will use and disclose your medical information to obtain payment for the health care services we 
provide to you. We may disclose information about you to find out whether a service is covered, and for billing, claims 



management, medical data processing and payment. The information we use and disclose for payment purposes may 
include copies of parts or all of your medical records that we believe are necessary for payment. For example, we may 
send your insurance company information that identifies you, your diagnosis and the procedures and supplies used to 
treat you in order to receive payment from your insurance company.

Health Care Operations. We will use and disclose your medical information to carry out the business activities of our 
practice, to assess the quality of care we have provided and to review the performance of our employees. For example, 
we may share your medical information with health care professionals in training and with our employees who are not 
directly involved in your care to provide continuing training and education. We may also disclose your health information 
to other businesses or individuals with whom we have contracts to provide billing, transcription, consulting or other 
services necessary to support our work. Before we share medical information with our contractors, we will require those 
contractors to agree in writing to protect the privacy of your health information in substantially the same way we do.

ADDITIONAL USES AND DISCLOSURES WE MAY MAKE WITHOUT YOUR AUTHORIZATION. We also may use and disclose 
medical information about you for the following purposes without your authorization, except as limited in this notice:

As required by law, to the extent the use or disclosure complies with and is limited to the relevant requirements of the 
law.

For public health activities, such as disclosure to government agencies authorized to receive information about certain 
diseases or to report child abuse or neglect to the appropriate government authorities, to your employer if we provided 
health care to you at your employer’s request and to schools about immunizations if the school is required by law to 
have such information before admitting you and if we receive your verbal agreement to the disclosure to the school and 
document that agreement.

To report on victims of abuse, neglect or domestic violence, to agencies authorized to protect such victims, to 
the extent we believe such disclosures are necessary to protect such victims and to the extent such disclosures are 
authorized by law.

For health oversight activities, to health oversight agencies for oversight activities authorized by law, such as for 
audits; civil, criminal, and administrative investigations or proceedings; inspections, licensure or disciplinary actions; 
or other activities necessary for oversight of the health care system, for oversight of government benefit programs, for 
government regulation of health care, and for enforcement of civil rights laws.

For judicial and administrative proceedings, in response to court orders and, under some circumstances, to respond 
to subpoenas.

For law enforcement purposes, in response to court orders or court-ordered warrants; in response to grand jury 
subpoenas; and, under some circumstances, in response to administrative requests from law enforcement officials, to 
assist law enforcement in identifying or locating fugitives or missing persons; to alert law enforcement to a death that 
might have resulted from criminal conduct; to report crime on our premises; and to alert law enforcement of emergency 
situations.

About persons who have died, to coroners, medical examiners, and funeral directors as necessary for them to carry out 
their duties.

For organ, eye or tissue donation purposes, to organizations engaged in the procurement, banking or transplantation 
of organs, eyes or tissue from persons who have died; to facilitate donation or transplantation of organs, eyes or tissue.

For research purposes, under some circumstances, and under the supervision and with the approval of an institutional 
review board or privacy board that meets the requirements of applicable law.

To avert a serious threat to health or safety, to the extent the use or disclosure is necessary to avert such a threat and 
is to a person or persons who reasonably are able to prevent or lessen the threat, and to law enforcement authorities 
when necessary for them to identify or apprehend a person who has admitted commission of a violent crime or who has 
escaped from a correctional institution, with certain limitations.

For specialized government functions, such as certain military or veterans affairs functions, national security or 
intelligence functions, protection of certain government officials, medical suitability determinations for government 
security clearances and as needed for certain custodial duties of correctional facilities and law enforcement agencies.

For workers* compensation purposes, as authorized by and as necessary to comply with laws relating to workers’ 
compensation programs that are established by law and that provide benefits for work-related injuries or illness without 
regard to fault.



Fundraising communications, to you, to our contractors and to Marshall University-related foundations, limited to use 
and disclosure of your demographic information, your dates of treatment, your treating physicians and departments, 
your outcome information and your insurance status. Each time you receive a fundraising communication, you will be 
reminded that you may opt out of receiving any further fundraising communications with information on how to opt 
out. If you opt out, you will not receive any further fundraising communications from us unless you opt back in. Your 
willingness or unwillingness to receive fundraising communications will not affect your treatment by us or payment to 
us.

ADDITIONAL USES AND DISCLOSURES WE MAKE WITHOUT YOUR AUTHORIZATION UNLESS YOU OBJECT. We also 
may use and disclose medical information about you for the following purposes without your authorization, unless you 
object under the circumstances described below and as otherwise limited in this notice:

For facility directory information, we may disclose to clergy your name, your location within our facility, your general 
condition and your religious affiliation. Except for your religious affiliation, we may disclose the same kinds of information 
to others who ask for you by name. If you want to restrict or prohibit some or all of the disclosures described in this 
paragraph for directory information, you may do so by telling our Privacy Officer verbally, by telephone, by email or in 
writing, using the contact information given at the end of this notice.

To a family member, other relative, close personal friend or any other person identified by you, we may disclose 
medical information directly relevant to that person’s involvement with your health care or payment for your health 
care, and to others, we may disclose information as to your location, general condition or death, for the purpose of 
notifying or assisting in the notification of a family member, your personal representative, or another person responsible 
for your care. For uses and disclosures permitted under this paragraph, if you are present or otherwise available before 
we make the use or disclosure and if you have the capacity to make health care decisions, we must do at least one of 
the following things:

• obtain your verbal or written agreement to the use or disclosure;
• give you an opportunity to object to the use or disclosure and receive no objection from you; or
• reasonably infer, based on the exercise of professional judgment, that you do not object to the use or disclosure.

For disclosures permitted under this paragraph, if you are not present before we make the disclosure or an opportunity 
to agree or object to the use or disclosure cannot practicably be provided because of your incapacity or an emergency 
circumstance, then we may use professional judgment to determine whether the disclosure is in your best interests, 
and, if so, use or disclose only the information that is directly relevant to the person’s involvement in your health care or 
payment for your health care or is needed for notification purposes.

West Virginia law places more stringent restrictions than federal law on the disclosure of certain kinds of medical 
information. The following information in this paragraph applies to uses and disclosures for all the purposes described 
above: 

Generally speaking, but with several exceptions listed in the applicable West Virginia statutes, West Virginia law requires 
either your written authorization or a court order, for disclosure of information about your mental health care or about 
HIV or AIDS testing of you. West Virginia law requires that before performing an abortion for a minor, a physician 
intending to perform the abortion must notify the minor’s parent or legal guardian if they can be found, but, under 
some circumstances, a minor may get a court order forbidding such disclosure. Under West Virginia law, a physician 
may, at the request of a minor patient, withhold from the patient’s parents or legal guardian information about venereal 
disease treatment, birth control, pre-natal care or drug rehabilitation treatment of the minor. Under West Virginia law, 
a physician may, at the request of a minor patient whom the physician believes to be a “mature minor” capable of 
making his or her own health care decisions, withhold medical information about the minor from the minor’s parents 
or legal guardian and may follow the minor’s instructions about disclosure or non-disclosure of the mature minor’s 
medical information. For any medical information the use or disclosure of which is more stringently restricted by 
West Virginia law than by federal law, we will abide by the more stringent restrictions imposed by West Virginia law.

USES AND DISCLOSURES THAT MAY REQUIRE YOUR WRITTEN AUTHORIZATION. With the exceptions referred to 
below, we will not use or disclose your medical information of the kinds described below unless we receive your written 
authorization to do so:

Psychotherapy notes. Psychotherapy notes are notes recorded by a behavioral health provider documenting or analyzing 
the content of conversation during an individual, group, joint or family counseling session, which are separated from 
the rest of your medical record. Records of appointment times, medications, diagnoses, test results or other behavioral 



health information not related to the content of a counseling session are not psychotherapy notes. We will not use or 
disclose psychotherapy notes without your written authorization to do so, except for the following uses and disclosures, 
which may be made without your authorization:

• by the originator of the notes for treatment;
• for training of our own students and employees in mental health;
• to defend us in a legal action or other proceeding brought by you;
• to the federal Secretary of Health and Human Services when required by him or her to investigate our compliance 

with applicable federal law;
• when required by law;
• for health oversight activities;
• to coroners and medical examiners about persons who have died; and
• to avert a serious threat to health or safely, to the extent the use or disclosure is necessary to avert such a threat 

and is to a person or persons who reasonably are able to prevent or lessen the threat.

Marketing. Marketing means communications about a product or service that encourages the person who receives 
the communication to buy or use the product or service. However, so long as we do not receive any payment from the 
provider of the product or service in return for making the communication, the following are not considered marketing 
communications:

• communications about medications already prescribed for you;
• communications to help with your treatment; and
• communications to you about treatment or non-treatment alternatives for your case management or coordination 

of your care.

We will not use or disclose your medical information for marketing purposes without your written authorization to do 
so, except for the following uses and disclosures, which may be made without your authorization:

• face-to-face communications with you; and 
• promotional gifts of slight value from us to you.

If we make any marketing communication and receive payment from anyone other than you for making the 
communication, your authorization for us to make the communication must state that we will receive such payment.

Sale of medical information. A sale of medical information means, generally, our disclosing medical information in 
return for payment by the person or entity that received the information. Certain limited disclosures to our contractors 
and for treatment, payment, research and similar purposes are not considered sales even if we do receive payment 
for the disclosure. We will not sell your medical information unless we have your written authorization to do so. That 
authorization must state that we will receive payment for the disclosure.

All other uses and disclosures, not described above in this notice as permissible without authorization, will be made 
only with your written authorization. You may revoke your written authorization, for any use or disclosure that has 
not already occurred at the time you revoke, by sending a written notice of revocation to our Privacy Officer, using the 
contact information provided below. Any written revocation will be effective when it is received by our Privacy Officer.

CONTACT INFORMATION. You may contact us for further information or to make any complaints about the privacy of 
your health information at:

Privacy Officer
Marshall Health
1600 Medical Center Drive, Suite 3407, Huntington, WV 25701
Phone: 304-691-1616 | Email: hipaasom@marshall.edu

Certain notifications and requests, as described in this notice, must be in writing. 

Effective date: August 1, 2013.
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