
Description of Forms We Utilize and When They Should be Used

The following details will provide information on when and how to properly complete and use forms
that are currently used by you and your ambulance service.

Medicaid Patient Waiver Form:

 Medicaid:  A Medicaid Waiver should be obtained:

 Anytime you are requested to transport a patient for a service you are reasonably sure
is not a medically necessary transport.  If a patient does not require ambulance
transport and could be transported by another means to another healthcare facility (i.e.
wheelchair van). Simply ask the patient what type of medical insurance coverage
he/she has.  If it is Medicaid (i.e. BlueCard, Forward Card, MA, Medical Assistance,
etc.), fill out the waiver form and ask the patient to sign it.  Without a signed Medicaid
waiver form, we cannot legally bill the patient for the transport even if it is truly not
medically necessary.

 The patient requests transport to another healthcare facility to be closer to his/her family
or to see a family physician.

If the patient has only Medicare coverage and an ABN is needed, you only need to obtain the ABN.
Likewise, if the patient only has Medicaid coverage and a waiver is needed, you only are required to
obtain a Medicaid waiver.  If the patient has coverage for both Medicare and Medicaid and the
transport meets the criteria for an ABN and waiver, both forms must be completed and signed
according to criteria established by the Centers for Medicare and Medical Assistance (CMS).

Medicare Advanced Beneficiary Notice (ABN):

 Medicare:  The only time a Medicare ABN is needed:

 When a patient is being transported for a single service that could have been more
economically brought to the patient compared to the cost of transporting the patient by
the ambulance to the service.  This typically occurs in a nursing home setting when the
patient is being transported to the hospital to receive a single medical service (i.e. x-ray,
lab or other testing process).

Note: as of 9-1-08, this form can also be used in certain circumstances when the call is not going to
meet medical necessity.



Patient Signature Form:

SECTION l.

One signature is required of the patient on this form.  The patient’s signature encompasses four very
important components.

1. Authorization to release information to the ambulance service and to Medicare/insurance
companies.

2. Acknowledges financial responsibility for the ambulance transport.
3. Acknowledges receipt of the ambulance service’s notice of privacy practices (NPP).
4. Payment authorization directly to ambulance service.

*NOTE: If the patient is a minor, the parent or legal guardian should sign in this section.

SECTION ll.

If the Patient (Beneficiary) is Mentally or Physically Unable to Sign, Unwilling to Sign, or is
Dead, the following are acceptable authorized persons that can sign the signature form (this
signature merely acknowledges the patient is unable to sign and will not result in financial
responsibility for signer).

1. Beneficiary’s legal guardian.
2. Relative or other person who receives social security or other governmental benefits on the

beneficiary’s behalf.
3. Relative or other person who arranges for the beneficiary’s treatment or exercise other

responsibility for his or her affairs (e.g., Power of Attorney).
4. A Representative of an agency or institution that did not furnish the services for which

payment is claimed but furnished other care, services, or assistance to the beneficiary.

SECTION lll. (Not recommended)

The Ambulance Provider or Supplier may sign if:
The beneficiary was unable to sign and no authorized signer was available or unwilling to sign at the
time of service and the provider or supplier maintains 3 Types of Documentation in its files for 4
years.

The 3 Types of Documentation to Keep on File:

A. A “contemporaneous statement” from an employee of the ambulance service
present during the trip that the patient was physically or mentally incapable of
signing, and none of the authorized signers were willing to sign . . .

AND

B. Documentation with the date and time the beneficiary was transported and the
name and location of the facility that received the beneficiary” . . .



AND

C. Either of the following:

 “A signed contemporaneous statement from a representative of the facility that
received the beneficiary, which documents the name of the beneficiary and the
date and time the beneficiary was received by that facility”

OR

 “The requested information from a representative of the facility using a
secondary form of verification* obtained at a later date, but prior to
submitting the claim to Medicare for payment.”

* Valid Secondary Forms of Verification are: Patient Care Report (signed by
representative of facility), Patient Medical Record, Facility Face Sheet/Admissions
Record, Hospital Log or Other Similar Facility Record

Physician Certification Statement: Required for all non-emergency ambulance transports.
Transports from facility to facility are considered non-emergency and must have a physician’s
certification statement prior to the ambulance transport.  The instructions for completing this form are
included on the front and back of the form.

Remember:

 Every Patient
 Every Signature
 Every Time



Patient Waiver Form

Patient Name: __________________________________________ Date: ____________________

There has been a recent change in the Medical Assistance rules and regulations requiring us to notify
you when services provided or for services to be provided may not be covered by Medical
Assistance.

Medical Assistance only pays for services that it determines to be reasonable and necessary.  If
Medical Assistance determines that a particular service is not reasonable and necessary under the
Medical Assistance Program Standards, Medical Assistance will deny payment for that service.
Services must be medically necessary to be reimbursed by the Wisconsin Medical Assistance
Program. (WMAP)

We believe that the services about to be provided to you by Watertown Fire Dept Ambulance either,
all or in part, are likely to be denied for payment by the WMAP.  Therefore, in the event the WMAP
denies payment, you will be responsible for the payment.  These services include but are not limited
to:

1. Base Rate
2. Mileage
3. Other: Disposable Supplies, etc…

For the following reason(s):

Not Medically Necessary – (State Why) ________________________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Therefore, we are required to give you this notice advising you that in the event Medical Assistance
denies payment, you will be responsible for payment.  Please read the statement below and sign it.

I have been notified by Watertown Fire Dept Ambulance that they believe that Wisconsin Medical
Assistance Program is likely to deny payment of the items or services identified above for the
reasons stated.  If Medical Assistance denies payment, I agree to be personally and fully responsible
for payment:

Signed:  _____________________________________________ Date: ______________________

Relationship to Patient: _____________________________ Time: _________________ AM  PM

INSURANCE / MEDICAID AUTHORIZATION

Watertown Fire Dept Ambulance



 

 

Advanced Beneficiary Notice (ABN) 

Order Form 
 

 
 

 

Services Name:   
 

 

Contact Name:                                       Title:    
 

 

Contact Phone Number:   
 

 

Best Time to Call:   
 

 

Delivery Address:   
 

 

City:                                         State:_                   Zip Code:   
 
 

* Forms will be shipped via standard mail 
 
 
 
 
 
 
 

 

Check One: 
 
 

             50 carbonless forms                    100 carbonless forms 



Ambulance Service:   
Address:   Phone: (     )   Fax: (      )   
B. Patient Name:                           C. Identification Number: 

 
Advance Beneficiary Notice of Noncoverage (ABN) 

NOTE:  If Medicare doesn’t pay for the ambulance services below, you may have to pay.  
Medicare does not pay for everything, even some care that you or your health care provider have  
good reason to think you need. We expect Medicare may not pay for the ambulance services listed below.  

Services        Reason Medicare May Not Pay: Estimated Cost 
Ambulance transport 
and mileage 
 
 
 
 
 
Ambulance mileage 
ALS Ambulance  
 
Air Ambulance  
 
Non-Ambulance 
Services 

___ Medicare does not pay for transportation from a residence or a SNF for  
       services that could more economically be performed at the residence or SNF 
___ Medicare does not pay for ambulance service that is not medically necessary 
___ Medicare does not pay for transports to a doctor’s office or other non-covered  
       destinations  
___ Medicare does not pay for transports for the convenience of a patient, family  
       or physician 
___ Medicare does not pay for mileage beyond the closest appropriate facility 
___ Medicare does not pay for a higher level of service (Advanced Life Support)   
       when a lower level of service (Basic Life Support) would suffice 
___ Medicare will not pay for air ambulance service if the patient could have been  
       safely transported by ground ambulance.        
___ Medicare does not pay for non-transporting paramedic intercept services 
___ Medicare does not pay for wheelchair van or stretcher car services 

 
$________________ 
BLS Ambulance Service 
 
 
 
 
$_________ per mile 
$________________  
ALS Ambulance Service 
$________________  
Air Ambulance Service 
$________________ 
$________________ 

WHAT YOU NEED TO DO NOW:  
• Read this notice, so you can make an informed decision about your care.   
• Ask us any questions that you may have after you finish reading. 
• Choose an option below about whether to receive the ambulance services listed above. 

Note:  If you choose Option 1 or 2, we may help you to use any other insurance that you might 
have, but Medicare cannot require us to do this. 

OPTIONS:     Check only one box.  We cannot choose a box for you. 

☐ OPTION 1.  I want the ambulance services listed above.  You may ask to be paid now, but I also want 
Medicare billed for an official decision on payment, which is sent to me on a Medicare Summary Notice (MSN).  I 
understand that if Medicare doesn’t pay, I am responsible for payment, but I can appeal to Medicare by 
following the directions on the MSN.  If Medicare does pay, you will refund any payments I made to you, less co-
pays or deductibles.   
☐ OPTION 2.   I want the ambulance services listed above, but do not bill Medicare. You may ask to be paid 
now as I am responsible for payment. I cannot appeal if Medicare is not billed.     
☐ OPTION 3. I don’t want the ambulance services listed above.  I understand with this choice I am not 
responsible for payment, and I cannot appeal to see if Medicare would pay. 

        H. Additional Information: 
 

This notice gives our opinion, not an official Medicare decision.  If you have other questions on this notice or 
Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).   
Signing below means that you have received and understand this notice. You also receive a copy.  

 I. Signature: J. Date: 

CMS does not discriminate in its programs and activities. To request this publication in an alternative 
format, please call: 1-800-MEDICARE or email: AltFormatRequest@cms.hhs.gov. 

 
According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control 
number. The valid OMB control number for this information collection is 0938-0566. The time required to complete this information collection is estimated to 
average 7 minutes per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the 
information collection. If you have comments concerning the accuracy of the time estimate or suggestions for improving this form, please write to: CMS, 7500 
Security Boulevard, Attn: PRA Reports Clearance Officer, Baltimore, Maryland 21244-1850. 

Form CMS-R-131 (Exp. 03/2020) Form Approved OMB No. 0938-0566 



Watertown Fire Dept Ambulance Signature/Claim Submission Authorization Form

Patient Name: _____________________________________________ Transport Date: _____________ ______

Privacy Practices Acknowledgment: by signing below, the signer acknowledges that Watertown Fire Dept Ambulance (WATERTOWN)
provided a copy of its Notice of Privacy Practices to the patient or other party with instructions to provide the Notice to the patient.

* A copy of this form is as valid as an original*

This is a sample only and does not constitute legal advice.  User bears all responsibility for compliance with all applicable laws and regulations.

Describe the circumstances that make it impractical for the patient to sign: ____________________________________________________________________

I am signing on behalf of the patient to authorize the submission of a claim for payment to Medicare, Medicaid, or any other payor for any services provided
to the patient by WATERTOWN now or in the past, or in the future.  By signing below, I acknowledge that I am one of the authorized signers listed below.
My signature is not an acceptance of financial responsibility for the services rendered.

Authorized representatives include only the following individuals:

 Patient’s Legal Guardian
 Relative or other person who receives social security or other government benefits on behalf of patient
 Relative or other person who arranges for the patient’s treatment or exercise other responsibility for the patient’s affairs
 Representative of an agency or institution that did not furnish the services for which payment is claimed (i.e., ambulance services) but
furnished other care, services, or assistance to the patient.

X ______ ________ ______________ _______ __ ____________________________________________________________________
Representative Signature Date Printed Name of Representative

I authorize the submission of a claim for payment to Medicare, Medicaid, or any other payor for any services provided to me by WATERTOWN now, in the past, or in the future,
until such time as I revoke this authorization in writing. I understand that I am financially responsible for the services and supplies provided to me by WATERTOWN, regardless
of my insurance coverage, and in some cases, may be responsible for an amount in addition to that which was paid by my insurance. I agree to immediately remit to
WATERTOWN any payments that I receive directly from insurance or any source whatsoever for the services provided to me and I assign all rights to such payments to
WATERTOWN. I authorize WATERTOWN to appeal payment denials or other adverse decisions on my behalf. I authorize and direct any holder of medical, insurance, billing or
other relevant information about me to release such information to WATERTOWN and its billing agents, the Centers for Medicare and Medicaid Services, and/or any other
payors or insurers, and their respective agents or contractors, as may be necessary to determine these or other benefits payable for any services provided to me by
WATERTOWN, now, in the past, or in the future. I also authorize WATERTOWN to obtain medical, insurance, billing and other relevant information about me from any party,
database or other source that maintains such information.

I understand I am financially responsible to WATERTOWN for charges not covered by my insurance plan, including but not limited to collection costs, NSF fees and attorney’s
fees, as required in the collection of my ambulance account. I understand that if I choose to pay my account by credit card that I will be responsible for any processing or
convenience fees that are charged for paying my account in this manner. I understand that interest may be charged on any account that is delinquent, subject to applicable state
laws. I understand that WATERTOWN and its agents are authorized and have my permission to send me communication via email. My signature also authorizes WATERTOWN
and its agents to contact me by cellular phone to discuss any and all aspects of my account, bill or other relevant issues regarding this or other ambulance transports.

If the patient signs with an “X” or other mark, a witness should sign below

X _______________ ______________ X_______________________________________ _______________________
Patient Signature or Mark Date Witness Signature Date

____________________________________________________________________
Witness Address

Describe the circumstances that make it impractical for the patient to sign: ____________________________________________________________________________

Name and Location of Receiving Facility: ____________________________________________________________Time at Receiving Facility: __________________

A signature below authorizes submission of a claim to Medicare, Medicaid, or any other payor for any services provided to the patient by
WATERTOWN.

A. Ambulance Crew Member Statement (must be completed by crew member at time of transport)
My signature below indicates that, at the time of service, the patient named above was physically or mentally incapable of signing, and that none of
the authorized representatives listed in Section II of this form were available or willing to sign on the patient’s behalf. My signature is not an
acceptance of financial responsibility for the services rendered.

X _______ _______ __ __
Signature of Crewmember Date Printed Name and Title of Crewmember

B. Receiving Facility Representative Signature
The patient named on this form was received by this facility at the date and time indicated above. I am signing on behalf of the patient to authorize the submission of a
claim to Medicare, Medicaid, or any other payer for any services provided to the patient by WATERTOWN. My signature is not an acceptance of financial
responsibility for the services rendered to this patient.

X ____            ____ ___ ______ __
Signature of Receiving Facility Representative Date Printed Name and Title of Receiving Facility Representative

8-2017

SECTION II - AUTHORIZED REPRESENTATIVE SIGNATURE
Complete this section only if the patient is physically or mentally incapable of signing.

SECTION I - PATIENT SIGNATURE
The patient must sign here unless the patient is physically or mentally incapable of signing.

NOTE: if the patient is a minor, the parent or legal guardian should sign in this section.

SECTION III - AMBULANCE CREW AND RECEIVING FACILITY SIGNATURES
Complete this section only if: (1) the patient was physically or mentally incapable of signing, and

(2) no authorized representative (Section II) was available or willing to sign on behalf of the patient at the time of service.



Watertown Fire Dept
Ambulance



our Compliance Officer and make a request in writing.

You have the right to receive an accounting of certain dis-
closures of your PHI made within six (6) years immediately
preceding your request.  But, we are not required to pro-
vide you with an accounting of disclosures of your PHI: (a)
for purposes of treatment, payment, or healthcare opera-
tions; (b) for disclosures that you expressly authorized; (c)
disclosures made to you, your family or friends, or (d) for
disclosures made for law enforcement or certain other gov-
ernmental purposes.

Right to request restrictions on uses and disclosures of
your PHI. You have the right to request that we restrict how
we use and disclose your medical information for treat-
ment, payment or healthcare operations purposes, or to
restrict the information that is provided to family, friends
and other individuals involved in your healthcare.  Howev-
er, we are only required to abide by a requested restriction
under limited circumstances, and it is generally our policy
that we will not agree to any restrictions unless required by
law to do so.  If you wish to request a restriction on the use
or disclosure of your PHI, you should contact our Compli-
ance Officer and make a request in writing.

Watertown Fire Dept Ambulance is required to abide by a
requested restriction when you ask that we not release PHI
to your health plan (insurer) about a service for which you
(or someone on your behalf) have paid Watertown Fire
Dept Ambulance in full.  We are also required to abide by
any restrictions that we agree to.  Notwithstanding, if you
request a restriction that we agree to, and the information
you asked us to restrict is needed to provide you with
emergency treatment, then we may disclose the PHI to a
healthcare provider to provide you with emergency treat-
ment.

A restriction may be terminated if you agree to or request
the termination.  Most current restrictions may also be ter-
minated by Watertown Fire Dept Ambulance as long we
notify you.  If so, PHI that is created or received after the
restriction is terminated is no longer subject to the re-
striction.  But, PHI that was restricted prior to the notice to
you voiding the restriction must continue to be treated as
restricted PHI.

Right to notice of a breach of unsecured protected health
information.  If we discover that there has been a breach of
your unsecured PHI, we will notify you about that breach by
first-class mail dispatched to the most recent address that
we have on file.  If you prefer to be notified about breaches
by electronic mail, please contact our Compliance Officer,
to make Watertown Fire Dept Ambulance aware of this
preference and to provide a valid email address to send the
electronic notice.  You may withdraw your agreement to
receive notice by email at any time by contacting our Com-
pliance Officer.

Detailed Notice of Privacy Practices
Purpose of This Notice: This Notice describes your
legal rights, advises you of our privacy practices, and
lets you know how Watertown Fire Dept Ambulance is
permitted to use and disclose PHI about you.

Uses and Disclosures of Your PHI We Can Make
Without Your Authorization

Watertown Fire Dept Ambulance may use or disclose your
PHI without your authorization, or without providing you
with an opportunity to object, for the following purposes:
Treatment. This  includes  such  things  as  verbal  and
written information that we obtain about you and use
pertaining  to  your  medical  condition  and  treatment
provided  to  you  by  us  and  other  medical  personnel
(including doctors and nurses who give orders to allow us
to provide treatment to you). It also includes information
we give to other healthcare personnel to whom we transfer
your care and treatment, and includes transfer of PHI via
radio or telephone to the hospital or dispatch center as
well as providing the hospital with a copy of the written
record we create in the course of providing you with
treatment and transport.
Payment.  This includes any activities we must undertake
in order to get reimbursed for the services that we provide
to you,  including such things as organizing your PHI,
submitting bills to insurance companies (either directly or
through a third party billing company), managing billed
claims  for  services  rendered,  performing  medical
necessity  determinations  and  reviews,  performing
utilization reviews, and collecting outstanding accounts.
Healthcare Operations. This includes quality assurance
activities, licensing, and training programs to ensure that
our personnel meet our standards of care and follow
established policies and procedures, obtaining legal and
financial  services,  conducting  business  planning,
processing grievances and complaints, creating reports
that do not individually identify you for data collection
purposes, fundraising, and certain marketing activities.
Fundraising. We may contact you when we are in the
process of raising funds for Watertown Fire Dept
Ambulance, or to provide you with information about our
annual subscription program.  In addition, we may use
your PHI for certain fundraising activities.  For example,
we may use PHI that we collect about you, such as your
name, home address, phone number or other information,
in order to contact you to raise funds for our agency.  We
may also share this information with another organization
that may contact you to raise money on our behalf.  If
Watertown Fire Dept Ambulance does use your PHI to
conduct fundraising activities, you have the right to opt out
of receiving such fundraising communications from
Watertown Fire Dept Ambulance.  If you do not want to be
contacted for our fundraising efforts, you should contact
our Compliance

Right to request confidential communications. You
have the right to request that we send your PHI to an al-
ternate location (e.g., somewhere other than your home
address) or in a specific manner (e.g., by email rather
than regular mail).   However, we will only comply with
reasonable requests when required by law to do so.  If
you wish to request that we communicate PHI to a specific
location or in a specific format, you should contact our
Compliance Officer and make a request in writing.

Internet, Email and the Right to
Obtain Copy of Paper Notice

If we maintain a web site, we will prominently post a copy
of this Notice on our web site and make the Notice availa-
ble electronically through the web site.  If you allow us,
we will forward you this Notice by electronic mail instead
of on paper and you may always request a paper copy of
the Notice.

Revisions to the Notice
Watertown Fire Dept Ambulance is required to abide by
the terms of the version of this Notice currently in ef-
fect. However, Watertown Fire Dept Ambulance reserves
the right to change the terms of this Notice at any time,
and the changes will be effective immediately and will
apply to all PHI that we maintain.  Any material changes to
the Notice will be promptly posted in our facilities and on
our web site, if we maintain one.  You can get a copy of
the latest version of this Notice by contacting our Compli-
ance Officer.

Your Legal Rights and Complaints
You also have the right to complain to us, or to the Secre-
tary of the United States Department of Health and Human
Services, if you believe that your privacy rights have
been violated. You will not be retaliated against in any
way for filing a complaint with us or to the government.

Should you have any questions, comments or complaints,
you may direct all inquiries to our Compliance Officer.
Individuals will not be retaliated against for filing a com-
plaint.

If you have any questions or if you wish to file a complaint
or exercise any rights listed in this Notice, please contact:

Compliance Officer
Watertown Fire Dept Ambulance
106 Jones St.
Watertown, WI 53094
Billing Office 800-786-4911

Effective Date of the Notice: 9/23/2013



carrying out our own treatment, payment or health care op-
erations purposes, (b) PHI for marketing when we receive
payment to make a marketing communication; or (c) PHI
when engaging in a sale of your PHI. You may revoke your
authorization at any time, in writing, except to the extent
that we have already used or disclosed medical infor-
mation in reliance on that authorization.

Your Rights Regarding Your PHI
As a patient, you have a number of rights with respect to
your PHI, including:

Right to access, copy or inspect your PHI.  You have the
right to inspect and copy most of the medical information
that we collect and maintain about you.  Requests for access
to your PHI should be made in writing to our HIPAA Compli-
ance Officer.  In limited circumstances, we may deny you
access to your medical information, and you may appeal
certain types of denials.  We have available forms to request
access to your PHI, and we will provide a written response if
we deny you access and let you know your appeal rights.  If
you wish to inspect and copy your medical information, you
should contact our Compliance Officer.

We will normally provide you with access to this information
within 30 days of your written request.  If we maintain your
medical information in electronic format, then you have a
right to obtain a copy of that information in an electronic
format.  In addition, if you request that we transmit a copy of
your PHI directly to another person, we will do so provided
your request is in writing, signed by you (or your repre-
sentative), and you clearly identify the designated person
and where to send the copy of your PHI.

We may also charge you a reasonable cost-based fee for
providing you access to your PHI, subject to the limits of
applicable state law.

Right to request an amendment of your PHI.  You have the
right to ask us to amend protected health information that we
maintain about you.  Requests for amendments to your PHI
should be made in writing and you should contact our Com-
pliance Officer if you wish to make a request for amendment
and fill out an amendment request form.

When required by law to do so, we will amend your infor-
mation within 60 days of your request and will notify you
when we have amended the information.  We are permitted
by law to deny your request to amend your medical infor-
mation in certain circumstances, such as when we believe
that the information you have asked us to amend is correct.

Right to request an accounting of uses and disclosures of
your PHI.  You may request an accounting from us of dis-
closures of your medical information.  If you wish to request
an accounting of disclosures of your PHI that are subject to
the accounting requirement, you should contact

that person an update on your vital signs and treatment
that is being administered by our ambulance crew;

 To a public health authority in certain situations (such
as reporting a birth, death or disease, as required by
law), as part of a public health investigation, to report
child or adult abuse, neglect or domestic violence, to
report adverse events such as product defects, or to
notify a person about exposure to a possible communi-
cable disease, as required by law;

 For health oversight activities including audits or gov-
ernment investigations, inspections, disciplinary pro-
ceedings, and other administrative or judicial actions
undertaken by the government (or their contractors)
by law to oversee the healthcare system;

 For judicial and administrative proceedings, as re-
quired by a court or administrative order, or in some
cases in response to a subpoena or other legal process;

 For law enforcement activities in limited situations,
such as when there is a warrant for the request, or
when the information is needed to locate a suspect or
stop a crime;

 For military, national defense and security and other
special government functions;

 To avert a serious threat to the health and safety of a
person or the public at large;

 For workers’ compensation purposes, and in compli-
ance with workers’ compensation laws;

 To coroners, medical examiners, and funeral directors
for identifying a deceased person, determining cause
of death, or carrying on their duties as authorized by
law;

 If you are an organ donor, we may release health infor-
mation to organizations that handle organ procurement
or organ, eye or tissue transplantation, or to an organ
donation bank, as necessary to facilitate organ dona-
tion and transplantation; and

 For research projects, but this will be subject to strict
oversight and approvals and health information will be
released only when there is a minimal risk to your pri-
vacy and adequate safeguards are in place in accord-
ance with the law.

Uses and Disclosures of Your PHI
That Require Your Written Consent

Any other use or disclosure of PHI, other than those listed
above, will only be made with your written authorization
(the authorization must specifically identify the information
we seek to use or disclose, as well as when and how we
seek to use or disclose it). Specifically, we must obtain
your written authorization before using or disclosing your:
(a) psychotherapy notes, other than for the purpose of

Officer, in writing, by phone, or by email.  Contact infor-
mation for our HIPAA Compliance Officer is listed at the end
of this Notice.  We will also remind you of this right to opt
out of receiving future fundraising communications every
time that we use your PHI to conduct fundraising and con-
tact you to raise funds.  Watertown Fire Dept Ambulance
will not condition the provision of medical care on your will-
ingness, or non-willingness, to receive fundraising commu-
nications.
Reminders for Scheduled Transports and Information on
Other Services. We may also contact you to provide you
with a reminder of any scheduled appointments for non-
emergency ambulance and medical transportation, or for
other information about alternative services we provide or
other health-related benefits and services that may be of
interest to you.

Other Uses and Disclosure of Your PHI We Can Make
Without Authorization.

Watertown Fire Dept Ambulance is also permitted to use or
disclose your PHI without your written authorization in situa-
tions including:

 For the treatment activities of another healthcare provid-
er;

 To another healthcare provider or entity for the payment
activities of the provider or entity that receives the infor-
mation (such as your hospital or insurance company);

 To another healthcare provider (such as the hospital to
which you are transported) for the healthcare operations
activities of the entity that receives the information as
long as the entity receiving the information has or has had
a relationship with you and the PHI pertains to that rela-
tionship;

 For healthcare fraud and abuse detection or for activities
related to compliance with the law;

 To a family member, other relative, or close personal
friend or other individual involved in your care if we ob-
tain your verbal agreement to do so or if we give you an
opportunity to object to such a disclosure and you do not
raise an objection.  We may also disclose health infor-
mation to your family, relatives, or friends if we infer from
the circumstances that you would not object. For exam-
ple, we may assume that you agree to our disclosure of
your personal health information to your spouse when
your spouse has called the ambulance for you.   In situa-
tions where you are incapable of objecting (because you
are not present or due to your incapacity or medical
emergency), we may, in our professional judgment, de-
termine that a disclosure to your family member, relative,
or friend is in your best interest. In that situation, we will
disclose only health information relevant to that person's
involvement in your care. For example, we may inform
the person who accompanied you in the ambulance that
you have certain symptoms and we may give
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