
 

 

 

NEW STUDENT PACKET 
July 1, 2023 

 

 

Dear Parent or Guardian: 

 

We are excited to start our 17th year of service at Chalmette High School (CHS).  

For those of you who are new to CHS, the School Based Health Center provides 

medical and mental health resources and services to students on campus. 

 

We are asking that all new students have a consent form and medical history 

evaluation form completed in order to begin services at the Health Center.  Please 

complete the entire enrollment packet and return it to the Health Center in the 

envelope provided.  We also have the ability, should the need arise, to provide 

telehealth visits.  Please complete the Telehealth Consent to allow these services 

to be available to your child. 

 

If your child has health insurance, please enclose a copy of the health insurance 

card.   While the Health Center’s services are without charge to the student or 

family, Medicaid or other insurance will be billed when possible. 

 

For information on School Based Health Center services, please visit our website 

by scanning the QR Code below.  If you have any questions or need additional 

information about health services available to your child at school, please do not 

hesitate to contact us at 504-333-6988.  

 

Thank you in advance and we look forward to serving your child’s healthcare 

needs. 

 

 

The School Based Health Center Staff 

 
Este paquete está disponible en español en el Centro de Salud Escolar a solicitud. 
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MHSF HEALTH CENTERS 
(CHALMETTE HIGH SCHOOL AND C.F. ROWLEY ALTERNATIVE SCHOOL) 

2023-24 LOUISIANA ENROLLMENT/CONSENT FORM  
FOR SCHOOL BASED HEALTH CENTERS 

 
Student’s Name:              Last                     First   Middle Initial 

 
ID# (Office use only.) 

Student’s Address (include city):   
 

Zip Code:  

Student’s Date of Birth: Age: Sex:  ❑ M    ❑ F Ethnicity: ❑ Hispanic or Latino  

                ❑ Not Hispanic or Latino 

Race:  ❑American Indian or Alaska Native     ❑Asian     ❑Black or African American     ❑White 

            ❑Native Hawaiian or Other Pacific Islander     ❑More than one race    ❑Other 

Student’s Social Security Number: 
 

School: Student’s Grade: 

Preferred Language: Legal Guardian Email: Student’s Cell Phone: 
(      ) 

Name of Legal Guardian 1 (include 
maiden name): 

Cell Phone: 
(      ) 

Alternate Phone: 
(      ) 

Employer: 

Name of Legal Guardian 2: 
 

Cell Phone: 
(      ) 

Alternate Phone: 
(      ) 

Employer: 

Emergency Contact: 
 

Relationship: Phone: 
(      ) 

Emergency Contact: 
 

Relationship: Phone: 
(      ) 

Do you have a  Primary Care Provider:  ❑ Yes    ❑ No 
 

If yes, Name:____________________________________________________________ 
 

Phone: 
(      ) 

Preferred Pharmacy:  

Please check the type of health insurance your child has: 
 

❑ No insurance 
 

❑ Medicaid: _________________________________________________________________ 
 

❑ Private/Other Insurance Co. 

      (Please attach a copy of the front and back of insurance card or complete information below.) 
Name: _________________________________________________________________ 
Company Address: _______________________________________________________ 
Phone #: _________________Policy #: ______________________Group#: __________ 
Effective Date: ________________ 
Name of policy holder: ______________________ Relationship to student: ___________ 
Policy holder date of birth: ___________ Policy holder Social Security #: _____________ 
Does your insurance pay for prescriptions?      Yes      No     
 

Would you like information on no cost health insurance?  ❑ Yes    ❑ No 



Office Use Only 
 
Student’s Name: ________________________________  ID Number: ____________________________ 
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Health Information Exchange Statement:  We understand that the SBHC may participate in one or more 
health information exchanges (HIEs), whereby the SBHC may share my health information with other health 
care providers for treatment, payment or health care operations purposes. We hereby consent to the disclosure 
of the SBHC’s records into the HIEs.  
 
We understand that the SBHC is funded through the Office of Public Health (“OPH”) Adolescent School Health 
Program and, as part of such program; the SBHC is required to provide information to OPH. Therefore, we 
consent to the disclosure of SBHC information to OPH, or its agent, in connection with the operation, funding 
and ongoing monitoring of School Based Health Centers. We recognize that the information needed by OPH 
may be compiled through a HIE and consent to the disclosure of information to a HIE for such purpose. 
 

 

Confidentiality:  The School Based Health Centers (SBHCs) adhere to all current laws regarding confidentiality 
of health services in general and specifically as they relate to services to minors.  All medical and mental health 
records are confidential and will be maintained as directed by the Health Insurance Portability and Accountability 
Act (HIPAA). We acknowledge receipt of Methodist Health System Foundation, Inc.’s Notice of Privacy 
Practices, and consent to the use and disclosure of medical information in the ways described in it. 
Services provided via telehealth/telephone (if utilized) are done in a HIPAA secure manner. 
 

 

Louisiana Law R.S. 40:31.3 states that Health Centers in schools are prohibited from:  
 
1. Counseling or advocating abortion or referral of any student to an organization for counseling or advocating 

abortion. 
2. Distributing any contraceptive or abortifacient drug device, or similar product.  
 
To report violations of the prohibitions against abortion counseling, advocacy, or referral; or distribution of 
contraceptives, abortifacient drugs, devices, or other similar products, contact the Adolescent School Health 
Program at the Office of Public Health at 504-568-3504.  
 

 

BY SIGNING THIS CONSENT, YOU ARE AGREEING TO ALLOW THE SCHOOL HEALTH CENTER TO 
PROVIDE THE FOLLOWING SERVICES TO YOUR CHILD (where available): 

 

primary and preventive health care   comprehensive history and physical examinations   immunizations 

(with prior verbal or written consent)   medical and/or mental health screenings   laboratory/diagnostic 

testing   acute care for minor illness and injury including medications, if indicated.   management of chronic 

diseases   behavioral health services   health education and prevention programs case management   

referral and follow-up for emergencies   referral to specialty care   dental services (where available) 
 



Office Use Only 
 
Student’s Name: ________________________________  ID Number: ____________________________ 
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I, as legal guardian, understand that I will not be charged for any of the services provided at the School Based 
Health Center.  I also understand that Methodist Health System Foundation, Inc. or the medical provider may 
bill Medicaid or other insurance providers for these services.  I authorize/assign payments of authorized benefits 
directly to Methodist Health System Foundation, Inc.  
 
We (student and legal guardian) acknowledge that we have read and understand the services to be provided at 
the School Based Health Center.  We both give permission for this student to receive the services provided by 
the program. 
 
This consent is effective while the student is enrolled in a St. Bernard Parish Public School unless the School 
Based Health Center is notified in writing, that I no longer wish for my child to receive services.  I understand 
that I may be asked to complete a one page form every year to update important information. 
 
This consent will be honored for medical and mental health services at all MHSF Health Centers (Chalmette 
High School, C. F. Rowley Alternative School or Nunez Community College including dual enrollment) unless 
otherwise requested by the patient and/or legal guardian. 
 
We also understand that the School Based Health Center is operated by Methodist Health System Foundation, 
Inc. and its employees and contractors, in facilities furnished by St. Bernard Parish Schools. 
 
 I would like to receive email/text messages about appointments and Health Center events. 
 
 
 
_______________________________________   _______________________________________ 
Printed Name of Legal Guardian/Student                              Relationship 
 
_______________________________________   _______________________________________ 
Signature of Legal Guardian                                                  Date 
 
______________________________________   _______________________________________ 
Signature of Student (optional)                                              Date 
 
This consent may be withdrawn or modified at any time with written permission of the legal guardian and student 
to the entity referred to above.   A duplicate copy of this document will be given to legal guardians upon request.   
 

 
Effective Date:  July 1, 2023 



MHSF HEALTH CENTERS 
(CHALMETTE HIGH SCHOOL AND C.F. ROWLEY ALTERNATIVE SCHOOL) 

MEDICAL HISTORY 
 

Student Name: _____________________________________ DOB: _____________ Grade: ____________ 
 

Student Medical History (Please check yes or no for the following medical conditions your child has been/is being 
treated for.  Please make comments where necessary.) 

Medical Condition Yes No Medical Condition Yes No Medical Conditions Yes No 

Abnormal Bleeding   Depression   Physical Disability   

ADHD/ADD   Diabetes   Respiratory (Lung) Problems   

Allergies(Seasonal)   Eating Problems   Rheumatic (Scarlet) Fever   

Anemia   Ear Infections   Seizures   

Asthma    
Hearing Loss/Speech 
Issues 

  Sickle Cell Anemia   

Birth Defect   Heart Problems   Vision /Eye Problems   

Brain/Head Injury   High Blood Pressure   Smoke Cigarettes or Vape   

Broken 
Bones/Sprains 

  Mental Health Problems   Staph Infections:   

Dental Disease   Overweight   Other:   

 

Student Surgical /Hospitalization History (Please list any surgeries/hospitalizations for student.) 

Date Surgery/Hospitalization Details Comments 

   

   

 

Family Medical History (Which of the following medical conditions apply to your or your immediate family.) 

Medical Condition 
Relationship to 

Patient  
Yes No Medical Condition 

Relationship to 
Patient 

Yes No 

Asthma    Seizures    

Cancer    Sickle Cell Anemia    

Diabetes    
Sudden Death 
before age 50 

   

Emotional/Mental Health 
Concerns 

   Other:    

Heart Disease/Heart 
Attack 

   Other:    

High Blood Pressure    Other:    

 

Allergies to medication/food with reaction: ________________________________________________________________  
 

Current medications: ________________________________________________________________________________  
 _________________________________________________________________________________________________  
 

Any other medical/mental health concerns (student): _______________________________________________________  
 _________________________________________________________________________________________________  
 
 

Office Use Only 
ID Number: _____________________________                  Year: ________ 
Reviewed by: ____________________________ Follow-up plan (if needed): ___________________________________ 
 

 
Effective Date:  July 1, 2021 



 

 

 
 

Chalmette High School, SBHC (504) 333-6988 ▪ Nunez Health Center (504) 278-6318 ▪ 

Rowley Alternative School Mental Health (504) 278-6318 
 

TELEHEALTH CONSENT 
 

Consent for Treatment:_______________________________________ (Patient First and Last Name) 

I consent to telehealth/telemedicine care performed by the health care providers at Methodist Health System Foundation 

(MHSF) Health Centers.  This includes examinations, diagnostic testing, treatment and other health care services 

deemed medically necessary in the Providers’ professional judgment.  I understand that the practice of medicine is not 

an exact science, and that diagnosis and treatment may cause injury or even death.  I also understand that I have the 

option to refuse the delivery of health care services by telehealth/telemedicine at any time without affecting my right 

to future care or treatment, and without risking the loss or withdrawal of any benefits to which I would otherwise be 

entitled.  If I am pregnant, this consent also applies to my fetus.  Telemedicine involves transmission of video, photo.  

graphs, and/or details of my medical record such as x-rays and test results (collectively “Data”).  All Data is sent by 

secure electronic means to the Providers to facilitate the medical service being performed.  I understand that: 

• I will be informed of any other people who are present at either end of the telehealth/telemedicine encounter 

and have the right to exclude anyone from either location. 

• All confidentiality protections required by law or regulation will apply to my care. 

• I have the right to refuse or stop participation in telehealth/telemedicine services at any time and request 

alternative services such as an in-person appointment.  However, I understand that the equivalent in-person 

services might not be available at the same location as the telehealth/telemedicine services. 

• If I do not want to receive health care services by telehealth/telemedicine, it will not affect my right to future 

care or treatment, or any insurance/program benefits to which I would otherwise be entitled. 

• If an emergency occurs during a telehealth/telemedicine encounter, 911 will be called and the Provider will 

stay on the video/telephone until help arrives. 

• Records and Release of Information-Transmitted Data may become part of my medical record.  Data will not 

be transmitted to people outside of my health care team except if I provide additional consent.  

• I will have access to all of the information in my medical record resulting from the telehealth/telemedicine 

services that I would have for a similar in-person visit, as provided by federal and state law. 

• The Provider may use or disclose my health information for treatment, continuity of care, payment, or 

internal operations, or when required by law or regulation in certain unique situations. 

• All releases of information are subject to the same laws and regulations as in-person care.  
 

Payment Agreement/ Assignment of Benefits:   

I authorize the Providers and MHSF to file claims for payment of any portion of the patient’s bills and assign all rights 

and benefits payable for healthcare services to the provider or organization providing the services. 
 

Consent to be Contacted (Telephone Consumer Protection Act):  

By providing a telephone number (landline or cellular) or other wireless device, I agree that in order for the Providers, 

MHSF and/or other providers involved with the provision of telehealth/telemedicine services to service my account(s) 

(including contacting me about appointment reminders, surveys, and my care), the Providers, MHSF and/or other 

providers involved with the provision of telehealth/telemedicine services may contact me at the telephone number(s) 

provided which could result in charges to me.  I expressly consent that methods of contact may include SMS text 

messages, phone calls, including automated technology such as an auto-dialing device, pre-recorded messages, and 

artificial voice messages as applicable. 
 

By signing this document, you agree to the above consent for treatment and services through Telehealth/Telemedicine 

(electronically signed or by pen). 

 

Signed by: _____________________________________________  Relationship: ___________________  

                   Patient or Guardian of Minor (Patient younger than 18 years of age) 
 

Print: _________________________________________________  Date: _________________________  

 

Signature of Minor Patient : _______________________________  

                                                                      (Optional)  
Rev:  July 2022 



           Effective Date: July 1, 2019 

 
 

NOTICE OF PRIVACY PRACTICES 
 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED  
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.   PLEASE REVIEW IT CAREFULLY. 

 
If you have any questions about this notice, please contact the 

 MHSF Administrative Office at 360 Oak Harbor Boulevard, Slidell, LA 70458, (985-726-9333, ext. 111). 

 
WHO WILL FOLLOW THIS NOTICE. 

 
This notice describes the practices of Methodist Health 
System Foundation Inc. (MHSF) and of: 

 
• Any health care professional authorized to enter 

information into your chart. 
 

• All departments and units of MHSF including its 
School Base Health Centers (SBHC); 

 

• Any member of a volunteer group we allow to help 
you while you are in MHSF facilities; 

 

• All employees, staff and other MHSF personnel. 
 

• Units of MHSF may share medical information with 
each other for treatment, payment or health 
systems operations purposes described in this 
notice. 

 

OUR PLEDGE REGARDING MEDICAL 
INFORMATION. 

 
We understand that medical information about you and 
your health is personal.  We are committed to protecting 
medical information about you. We create a record of the 
care and services you receive at MHSF facilities. We need 
this record to provide you with quality care and to comply 
with certain legal requirements.  
 
This notice applies to all of the records of your care 
generated at MHSF facilities, whether made by MHSF 
personnel or your personal doctor. Your personal doctor 
may have different policies or notices regarding the 
doctor's use and disclosure of your medical information 
created in the doctor's office or clinic.  This notice will tell 
you about the ways in which we may use and disclose 
medical information about you. We also describe your 
rights and certain obligations we have regarding the use 
and disclosure of medical information. 
 
We are required by law to: 
 

• make sure that medical information that identifies 
you is kept private; 

 

• give you this notice of our legal duties and privacy 
practices with respect to medical information about 
you; and 

 

• follow the terms of the notice that is currently in 
effect. 

 

HOW WE MAY USE AND DISCLOSE MEDICAL 
INFORMATION ABOUT YOU. 

 
The following categories describe different ways that we 
use and disclose medical information. For each category 
of uses or disclosures we will explain what we mean and 
try to give some examples. Not every use or disclosure in 
a category will be listed. However, all of the ways we are 
permitted to use and disclose information will fall within 
one of the categories. 
 

• For Treatment. We may use medical information 

about you to provide you with medical treatment or 
services. We may disclose medical information 
about you to doctors, nurses, technicians, medical 
students, or other personnel who are involved in 
taking care of you at MHSF facilities.  For example, 
a doctor treating you for a broken leg may need to 
know if you have diabetes because diabetes may 

slow the healing process. In addition, the doctor 
may need to tell the dietitian if you have diabetes so 
that we can arrange for appropriate meals.  
Different departments at MHSF facilities also may 
share medical information about you in order to 
coordinate the different things you need, such as 
prescriptions, lab work and x-rays. We also may 
disclose medical information about you to people 
outside the MHSF facilities who may be involved in 
your medical care after you leave the MHSF facility, 
such as family members, clergy or others we use to 
provide services that are part of your care.  We also 
may disclose medical information about you for the 
medical care of your newborn if you have delivered 
a baby. 

 
We may participate in one or more health 
information exchanges (HIEs), whereby we share 
health information with other health care providers 
for treatment, payment or health care operations 
purposes.  Information shared through HIE may 
include medical histories, lab results, radiology 
reports, physicians’ orders and consult reports, 
medications, allergies and notes that may help 
health care providers diagnose and treat you.  This 
exchange occurs in real time, which means that 
authorized doctors, hospitals, labs, pharmacies, 
nursing homes and others involved in your care can 
“talk” to one another electronically and create the 
best possible care plan for you. 

 

• For Payment.  We may use and disclose 

medical information about you so that the treatment 
and services you receive at MHSF facilities may be 
billed to and payment may be collected from you, 
an insurance company or a third party. 

 

• For Health Care Operations.  We may use 

and disclose medical information about you for 
MHSF operations. These uses and disclosures are 
necessary to run the MHSF facilities and make sure 
that all of our patients receive quality care. For 
example, we may use medical information to review 
our treatment and services and to evaluate the 
performance of our staff in caring for you. We may 
also combine medical information about many 
MHSF patients to decide what additional services 
the MHSF should offer, what services are not 
needed, and whether certain new treatments are 
effective. We may also disclose information to 
doctors, nurses, technicians, medical students, and 
other MHSF personnel for review and learning 
purposes. We may also combine the medical 
information we have with medical information from 
other health care providers to compare how we are 
doing and see where we can make improvements 
in the care and services we offer. We may remove 
information that identifies you from this set of 
medical information so others may use it to study 
health care and health care delivery without 
learning who the specific patients are. 

 

• Appointment Reminders.  We may use and 

disclose medical information to contact you as a 
reminder that you have an appointment for 
treatment or medical care at a MHSF facility 

 

• Treatment Alternatives. We may use and 

disclose medical information to tell you about or 
recommend possible treatment options or 
alternatives that may be of interest to you. 

 

• Health-Related Benefits and Services.   
We may use and disclose medical information to 

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

 

• Individuals Involved in Your Care or 
Payment for Your Care.  We may release 

medical information about you to a friend or family 
member who is involved in your medical care. We 
may also give information to someone who helps 
pay for your care. We may also tell your family or 
friends your condition and that you are at a MHSF 
facility.  In addition, we may disclose medical 
information about you to an entity assisting in a 
disaster relief effort so that your family can be 
notified about your condition, status and location. 

 

• Research.  Under circumstances, we may use and 
disclose medical information about you for research 
purposes.  For example, a research project may 
involve comparing the health and recovery of all 
patients who received one medication to those who 
received another, for the same condition.  All 
research projects, however, are subject to a special 
approval process.  This process evaluates a 
proposed research project and its use of medical 
information, trying to balance the research needs 
with patients’ needs for privacy of their medical 
condition.  Before we use or disclose medical 
information for research, the project will have been 
approved through this research approval process, 
but we may, however, disclose medical information 
about you to people preparing to conduct a 
research project, for example, to help them look for 
patients with specific medical needs, so long as the 
medical information they review does not leave our 
facilities.  We will almost always ask for your 
specific permission if the researcher will contact 
you or identify you individually in the study results 
or will be involved in your care at a MHSF facility. 

 

• As Required by Law.  We will disclose medical 

information about you when required to do so by 
federal, state or local law. 

 

• To Avert a Serious Threat to Health or 
Safety. We may use and disclose medical 

information about you when necessary to prevent a 
serious threat to your health and safety or the 
health and safety of the public or another person. 
Any disclosure, however, would only be to 
someone able to help prevent the threat.  

 

• Workers' Compensation.  We may release 

medical information about you for workers' 
compensation or similar programs. These programs 
provide benefits for work-related injuries or illness. 

 

• Public Health Risks.  We may disclose medical 

information about you for public health activities. 
These activities generally include the following: 

 
-     to prevent or control disease, injury or 

disability; 
 

- to report births and deaths; 
 

- to report child abuse or neglect; 
 

- to report reactions to medications or problems 
with products; 

 
- to notify people of recalls of products they may 

be using; 
 



- to notify a person who may have been 
exposed to a disease or may be at risk for 
contracting or spreading a disease or 
condition; 

 
- to notify the appropriate government authority 

if we believe a patient has been the victim of 
abuse, neglect or domestic violence. We will 
only make this disclosure if you agree or when 
required or authorized by law. 

 

• Health Oversight Activities. We may disclose 

medical information to a health oversight agency for 
activities authorized by law. These oversight 
activities include, for example, audits, 
investigations, inspections, and licensure.  These 
activities are necessary for the government to 
monitor the health care system, government 
programs, and compliance with civil rights laws. 

 
• Lawsuits and Disputes. If you are involved in a 

lawsuit or a dispute, we may disclose medical 
information about you in response to a court or 
administrative order. We may also disclose medical 
information about you in response to a subpoena, 
discovery request, or other lawful process by 
someone else involved in the dispute, but only if 
efforts have been made to tell you about the 
request or to obtain an order protecting the 
information requested. 

 

• Law Enforcement.  We may release medical 

information if asked to do so by a law enforcement 
official: 

 
-      In response to a court order, subpoena, 

warrant, summons or similar process; 
 

- To identify or locate a suspect, fugitive, 
material witness, or missing person; 
 

- About the victim of a crime if, under certain 
limited circumstances, we are unable to 
obtain the person's agreement; 
 

- About a death we believe may be the result 
of criminal conduct; 
 

- About criminal conduct at our facilities; and 
 

- In emergency circumstances to report a 
crime; the location of the crime or victims; or 
the identity, description or location of the 
person who committed the crime. 
 

• Coroners, Medical Examiners and 
Funeral Directors.  We may release medical 

information to a coroner or medical examiner. This 
may be necessary, for example, to identify a 
deceased person or determine the cause of death. 
We may also release medical information about 
patients of MHSF to funeral directors as necessary 
to carry out their duties. 

 

• National Security and Intelligence 
Activities. We may release medical information 

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

 

• Protective Services for the President and 
Others.  We may disclose medical information 

about you to authorized federal officials so they 
may provide protection to the President, other 
authorized persons or foreign heads of state or 
conduct special investigations. 

 

• Inmates. If you are an inmate of a correctional 

institution or under the custody of a law 
enforcement official, we may release medical 
information about you to the correctional institution 
or law enforcement official. This release would be 
necessary (1) for the institution to provide you with 
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 REGARDING MEDICAL 
INFORMATION ABOUT YOU. 

 
You have the following rights regarding medical 
information we maintain about 
you: 
 

• Right to Inspect and Copy.  You have the 

right to inspect and copy medical information that 
may be used to make decisions about your care. 
Usually, this includes medical and billing records, 
but does not include psychotherapy notes. 

 
To inspect and copy medical information that may 
be used to make decisions about you, you must 
submit your request in writing to the MHSF 
Administrative Office, 360 Oak Harbor Blvd., 
Slidell, LA 70458. If you request a copy of the 
information, we may charge a fee for the costs of 
copying, mailing or other supplies associated with 
your request. 

 
We may deny your request to inspect and copy in 
certain very limited circumstances. If you are 
denied access to medical information, you may 
request that the denial be reviewed. Another 
licensed health care professional chosen by MHSF 
will review your request and the denial. The person 
conducting the review will not be the person who 
denied your request. We will comply with the 
outcome of the review. 

 

• Right to Amend. If you feel that medical 

information we have about you is incorrect or 
incomplete, you may ask us to amend the 
information. You have the right to request an 
amendment for as long as the information is kept by 
or for MHSF. 

 
To request an amendment, your request must be 
made in writing and submitted to the MHSF 
Administrative Office, 360 Oak Harbor Blvd., 
Slidell, LA 70458. In addition, you must provide a 
reason that supports your request. 

 
We may deny your request for an amendment if it is 
not in writing or does not include a reason to 
support the request. In addition, we may deny your 
request if you ask us to amend information that: 

 
- Was not created by us, unless the person or 

entity that created the information is no 
longer available to make the amendment; 
 

- Is not part of the medical information kept by 
or for MHSF; 
 

- Is not part of the information which you 
would be permitted to inspect and copy; or 
 

- Is accurate and complete. 
 

• Right to an Accounting of Disclosures. 

You have the right to request an "accounting of 
disclosures." This is a list of the disclosures we 
made of medical information about you. 

 
To request this list or accounting of disclosures, 
you must submit your request in writing to the 
MHSF Administrative Office, 360 Oak Harbor 
Blvd., Slidell, LA 70458. Your request must state 
a time period which may not be longer than six 
years prior to the date we receive your request 
and may not include dates before April 16, 2003. 
Your request should indicate in what form you 
want the list (for example, on paper, 
electronically). The first list you request will be 
free.  For each additional list we provide within a 
12-month period of providing a prior list, we may 
charge you for the costs of providing the list. We 
will notify you of the cost involved and you may 
choose to withdraw or modify your request at that 
time before any costs are incurred. 

 

• Right to Request Restrictions. You have 

the right to request a restriction or limitation on the 
medical information we use or disclose about you 
for treatment, payment or health care operations. 
You also have the right to request a limit on the 
medical information we disclose about you to 
someone who is involved in your care or the 
payment for your care, like a family member or 
friend. For example, you could ask that we not 
use or disclose information about a surgery you 
had.  We are not required to agree to your 
request. If we do agree, we will comply with your 
request unless the information is needed to 
provide you emergency treatment. 

 
To request restrictions, you must make your 
request in writing to the MHSF Administrative 
Office, 360 Oak Harbor Blvd., Slidell, LA 70458. 
In your request, you must tell us (1) what 
information you want to limit; (2) whether you 
want to limit our use, disclosure or both; and (3) to 
whom you want the limits to apply, for example, 
disclosures to your spouse. 

 

• Right to Request Confidential 
Communications. You have the right to request 

that we communicate with you about medical 
matters in a certain way or at a certain location. For 

example, you can ask that we only contact you at 
work or by mail. 

 
To request confidential communications, you must 
make your request in writing to the MHSF 
Administrative Office, 360 Oak Harbor Blvd., 
Slidell, LA 70458, (985-726-9333, ext. 111). We 
will not ask you the reason for your request. We will 
accommodate all reasonable requests. Your 
request must specify how or where you wish to be 
contacted. 

 

• Right to a Paper Copy of This Notice. 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. Even if you have agreed to receive this notice 
electronically, you are still entitled to a paper copy 
of this notice. 

 
To obtain a paper copy of this notice contact the 
MHSF Administrative Office, 360 Oak Harbor 
Blvd., Slidell, LA 70458, (985-726-9333, ext. 111). 

 

CHANGES TO THIS NOTICE 
 

• We reserve the right to change this notice. We 
reserve the right to make the revised or changed 
notice effective for medical information we already 
have about you as well as any information we 
receive in the future. We will post a copy of the 
current notice in the MHSF facility. The notice will 
contain on the first page, in the top right-hand 
corner, the effective date. In addition, each time you 
register for MHSF treatment or health care services 
as an inpatient or outpatient, we will offer you a 
copy of the current notice in effect. 

 

COMPLAINTS  
 
If you believe your privacy rights have been violated, you 
may file a complaint by contacting the MHSF 
Administrative Office, 360 Oak Harbor Blvd., Slidell, 
LA 70458, (985-726-9333, ext. 111), or with the Secretary 
of the Department of Health and Human Services.  All 
complaints must be submitted in writing. 
 
You will not be penalized for filing a complaint.  
 

OTHER USES OF MEDICAL INFORMATION.  

 
Other uses and disclosures of medical information not 
covered by this notice or the laws that apply to us will be 
made only with your written permission. If you provide us 
permission to use or disclose medical information about 
you, you may revoke that permission, in writing, at any 
time. If you revoke your permission, we will no longer use 
or disclose medical information about you for the reasons 
covered by your written authorization. You understand that 
we are unable to take back any disclosures we have 
already made with your permission, and that we are 
required to retain our records of the care that we provided 
to you. 
 
 

ISSUE DATE:  January 1, 2004 
 
REVISION DATE:  July 1, 2019 
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