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Rates charged for services provided are described in Exhibit A, attached hereto, which 
by reference is made part of this agreement.  

CLIENT SERVICE AGREEMENT 
Client Information Referral Information 

Client Name Referral Source 

Client Phone Referral Date 

Responsible 
Party Name Initial Contact Date 

Responsible 
Party Phone Initial Service Date 

Please describe the services that you are requesting that Best at Home provide for yourself or your family member: 

*Best at Home will provide assistance with Activities of Daily Living and Instrumental Activities
of Daily Living in accordance with the Service Plan completed by our RN.

Based on the Client’s request above, Best at Home agrees to provide the following services*: 
Activities of Daily Living (ADL’s) Instrumental Activities of Daily Living (IADL’s) 

Bathing Meal Preparation 
Feeding Light Housekeeping 
Dressing Medication Reminders 
Toileting/Continence Shopping/Errands/Outings 
Ambulation/Mobility Companionship/Sitter/Safety Monitoring 

LEVEL OF CARE 

☐ Companion/Sitter ☐ Personal Care ☐ Medically Frail

Address where Service will be Provided: 

□ Private Home   □Facility:

Address: 

City: State: Zip Code: 

SERVICE SCHEDULE 

Day M Tu W Th F S Su 

Start Time 

End Time 

Total Hours 
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A&A Medical Associates, LLC, , dba Best at Home (hereinafter Best at Home) as provider 

and ____________________________________________ and his or her agent or Estate  

(hereinafter care recipient), and _____________________________________________ (hereinafter 
Responsible Party), enter into this Client Services Agreement to provide the services of a non-
medical home caregiver according to the days and times and location above, starting on the initial 
service date listed above and continuing until services are no longer needed. 

Nature of Best at Home's Services:  The duties of Best at Home's caregivers may include but are not limited to 
the following: assisting with personal care such as: bathing, dressing, walking, meal preparation, medication 
reminders and companionship.  Services may include limited light housekeeping tasks, errands and shopping.  Best 
at Home is not in the business of providing home health services, which means our caregivers do not practice 
medicine or nursing, and they will not make recommendations concerning diagnosis, prognosis, treatment, 
medication, dosage, prescriptions or other medical or health related services. 

Emergency Procedures:  Best at Home is not an emergency care service.  In emergencies, the caregiver will call 
911 and then will contact Best at Home.  Best at Home will then notify the designated contact stated at the 
beginning of this Agreement or, in the absence of a Contact, the client’s next of kin.  

Services to be Provided; Payment.  Client consents to receive, and authorizes Best at Home to provide, the 
services stated on the attached Initial Schedule of Services and Rates (Exhibit A), which may be amended from 
time to time.  Client shall pay for such services in accordance with this Agreement. 

Third Party Payment.  If Client is eligible for benefits from any third party payor, such as insurance, Client must pay 
Best at Home as stated in this Agreement and then seek reimbursement from the third party payor. Best at Home 
will submit claims to third party payors on Client’s behalf.  However, upon request. Best at Home will provide copies 
of time sheets and daily logs to Client to assist Client in Client’s submission of claims to a third party payor.  Client 
acknowledges that Best at Home has not given any assurance that any third party payor will pay for the services it 
provides to Client. 

Changing Services or Schedule.  To change the weekly schedule during more than a single week, Client must 
notify Best at Home at least seven (7) calendar days prior to the week Client wants the new schedule to begin.  Any 
notice for change in service must be communicated by telephone to the Best at Home’ office at 912.216.3780.  
Notice given to a caregiver assigned to the Client is not considered notice to Best at Home.

In the event that Best at Home agrees to the proposed change to the schedule of services, Best at Home shall 
document the new schedule and the documentation will become a part of this Client Services Agreement by this 
reference upon Client’s acceptance of the requested services.  Client understands that any change in services 
requested and performed may result in increased costs.  Client shall pay for the increased costs in the same 
manner as for the other payments due under this Client Services Agreement.  Documentation authorizing the 
agreed-to change in services provided to Client may include without limitation relevant caregiver schedules and 
Best at Home’s invoices. 

Cancellations; Refusal of Service:  If a cancellation is received less than 24 hours prior to the time scheduled for 
the caregiver to arrive at Client’s residence, the Client will be charged the full amount due for that shift. Any 
cancellation in service must be communicated by telephone to the Best at Home office at 912.216.3780.  The full 
amount for the scheduled shift will also be charged if Client refuses service or is not at his/her residence when the 
caregiver arrives to provide service. This charge will be applied to each and every separate incident of late 
cancellation notice and refusal of scheduled services regardless of the reason, excluding unplanned hospitalization 
or death of the Client.   

Changing Rates.  The rates stated in the Initial Schedule of Services and Rates may be changed/amended from 
time to time by Best at Home giving Client at least fourteen (14) calendar days prior written notice of the change. 
The rate change shall become a part of this Client Services Agreement upon Client’s payment of the rate change, 
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which shall demonstrate Client’s consent to the same. Documentation authorizing the agreed-to changes in rates 
may include without limitation Best at Home’ invoices. 

Security Deposits.  Best at Home requires a deposit equal to the cost of one (1) billing cycle for services. An 
additional deposit amount may be required if Client later requests an increase in the services provided.  This money 
will be held by Best at Home and applied to any outstanding balance on the final invoice after termination of 
services.  Any balance remaining after all outstanding invoices have been paid in full will be refunded. 

Method of Payment.  In order to pay invoices with a credit card or by automated debiting (“ACH Debit”) from a 
checking or savings account, Client shall complete a separate Authorization Agreement, which is incorporated in 
full into this Agreement by this reference. 

Billing; Payment; Late fee and Interest; Collection. Invoices will be sent to Client weekly.  Client shall pay the 
amount on each invoice upon receipt if Client elects to pay invoices by cash or check.  If Client elects to pay by 
credit card or automated debit, the Client agrees and authorizes Best at Home to charge the amount on each 
invoice to the respective credit card or bank account on the date of each invoice.  Any unpaid balance not paid 
within ten (10) calendar days after the invoice date shall accrue a late fee of $35 and interest at the rate of 1.5% per 
month until the balance, fee and accrued interest are paid in full.  Client shall reimburse Best at Home for any fee 
charged by a bank, financial institution or credit card due to insufficiency of funds or credit availability.  Client shall 
further reimburse Best at Home for any fee charged by a bank, financial institution or credit card company for 
Client’s stop payment order(s) in violation of the payment terms of this Agreement.  In the event Best at Home is 
required to take any action to collect any amounts due under this Agreement, Client shall pay Best at Home’ 
reasonable attorney fees and costs incurred in collecting those amounts. 

Term and Termination.  Either party may terminate this agreement by written notice to the other party as 
described in this paragraph.  The Client has the right to cancel this Client Service Agreement at any time by 
providing written notice to Best at Home of Client’s intent to do terminate the agreement.  Client shall only be 
charged for services actually rendered prior to the time that Best at Home receives Client’s notice of cancellation.  
Best at Home may assess a reasonable charge (as defined in Cancellations; Refusals of Service, herein) if 
cancellation is not received by Best at Home in time to cancel the service prior to staff arriving at the client’s home 
to perform the service.   Best at Home’ will provide written notice of termination at least seven (7) calendar days in 
advance of the termination, except in situations where Client fails to pay for services as required by this Agreement 
and his/her account is more than fourteen (14) calendar days in arrears or if the health and safety of a Best at 
Home’ employee is at risk.  

Agreement Not To Hire Best at Home’s Employees. Client shall not employ or receive services from any 
employee(s) introduced to the client by Best at Home except as contemplated by this Agreement for a period of two 
(2) years following the last day the employee(s) rendered services to Client on behalf of Best at Home pursuant to
this Agreement.  This prohibition includes, but is not limited to:

1. Paying the employee directly for services during the employee’s employment with Best at Home;
2. Paying the employee directly for services after the employee’s employment with Best at Home ends;
3. Paying another agency, person, or entity for services provided by the employee after the employee’s

employment with Best at Home ends; and
4. Accepting services from the employee while the employee is employed by another agency or entity.

In the event that Client violates this prohibition, Client shall pay $14,000.00 for each such employee to Best at 
Home as liquidated damages and any reasonable attorney’s fees and costs associated with collecting those 
liquidated damages. This amount reflects the costs of recruiting, screening, and training the employee(s).  In 
addition to this remedy, Best at Home shall be entitled to obtain injunctive relief against any violation of this 
Agreement, without notice to Client, without the necessity of proving actual damages and without posting a bond.  
These remedies shall be cumulative and not mutually exclusive.  Best at Home reserves the right to pursue any 
other or further remedies at law or in equity to enforce its rights under this Agreement.  
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Transportation; Insurance.  No caregiver shall operate a vehicle for Client without prior written authorization from 
Best at Home, regardless who owns the vehicle.  Client shall be primarily responsible for any and all claims, 
including negligence, related to or arising out of a Best at Home caregiver’s operation of a vehicle as part of Client’s 
services. If a caregiver of Best at Home transports Client in the caregiver’s own vehicle or in Client’s vehicle, Client 
agrees to assume all risk and release Best at Home and/or the caregiver from all liability should injury or property 
damage occur.  Client shall pay the mileage fee stated in the Initial Schedule of Services and Rates, as amended 
from time to time, for miles a caregiver incurs on his or her own vehicle in the course of providing services for 
Client.  

Securing Property.  Client shall secure all cash and valuables in a secure place (such as a safe) or remove them 
from Client’s premises. Best at Home caregivers shall be bonded and Client shall file a police report in the event 
that any cash or valuable is found to be missing from Client’s premises.  In addition, Client shall maintain insurance 
coverage for the theft or loss of cash or valuables. 

Jurisdiction & Venue.  If it is necessary to litigate a dispute arising out of or relating to this agreement, Client 
agrees to jurisdiction in the State of Georgia and venue in the County of Chatham. 

Supervision and Nurse Visits.  In order to receive this service the client and the responsible party agree to accept 
and participate in periodic Nursing Supervisory Visits as required by state law, and to accommodate unannounced 
supervisory visits by agency managers for management  quality assurance purposes. 

Entire Agreement & Severability.  This agreement contains the entire understanding of the parties regarding the 
subject matter of this agreement, and supersedes all prior and contemporaneous negotiations and agreements, 
whether written or oral, between the parties with respect to the subject matter of this agreement.  If a provision of 
this agreement is determined to be unenforceable in any respect, the enforceability of the provision in any other 
respect and of the remaining provisions of this agreement will not be impaired.   

AGREED AND ACCEPTED 

_______________________ 

Date 

_______________________ 

Date 

Phone 

By signing below, I, the above identified Financially Responsible Party, agree to be responsible as a surety to pay 
for any and all charges for services Best at Home provides to the Client pursuant to this Client Services 
Agreement and the attached Initial Schedule of Services and Rates, as both may be amended from time to time. 

___________________________________________________ _______________________ 
Signature of Person Responsible for Payment Date 

___________________________________________________ 

Signature of Client or Legal Representative  

By: 

________________________________________________ 

A&A Medical Associates, LLC (DBA Best at Home)

FINANCIALLY RESPONSIBLE PARTY:
Name Address
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Acknowledgement of Receipt of Information
I acknowledge that I have received a written copy of Best at Home’s 6 page Notice of Privacy 
Practices as required by the Health Information Privacy and Portability Act (HIPAA). 

Client Signature Date 

I acknowledge that I have been provided with a written copy of “Clients Rights and Responsibilities" 
as required by state law. 

Client Signature Date 

Contact Information for Problem Resolution 
Best at Home is committed to take every reasonable step to ensure your satisfaction and the best 
possible care for you or your loved one.  If any problems with your care or with our employees arise, 
please contact our office.  Our contact information (including the email address for our owner) is below. 

Best at Home 

Address
Email Address:

Phone:  
We are additionally required to provide you with the contact information of the regulatory body that 
licenses our agency.  Their contact information is below.  You may contact them to verify our license or 
to file a complaint. 

Georgia Department of Community Health
Healthcare Facility Regulation Division
2 Peachtree Street, NW, Suite 31-447

Atlanta, GA  30303-3142
Main Phone: 404.657.5850; Complaint Line: 404.657.5728

 Communication of Changes to Service Schedule 

All changes to the service schedule, whether the change will be ongoing or for a certain shift only, 
must be communicated directly to the Best at Home office.  Adjusting the schedule directly with your 
caregiver is not permitted and will result in disciplinary action for the caregiver and could result in 
overtime charges to the Client.  By signing below, you understand and agree to communicate all 
requests for schedule changes to the Best at Home office. 

Client Signature Date 



6 

Automobile Use Authorization and Release of Liability 
Transportation of clients may occur in the client’s car only.  Best at Home employees are not permitted 
to transport clients in their personal vehicles.   

Do you wish to allow employee caregivers of Best at Home to drive your vehicle?      YES  □NO 

At my discretion and with my permission, I will provide an automobile for the caregiver to drive to take 
me or my loved one to various appointments, shopping, errands, etc. as part of the services that I will be 
receiving from Best at Home. 

I agree that I have the primary responsibility for my automobile insurance and that the caregiver is 
covered under my insurance as an authorized driver.  I agree to indemnify, hold harmless, and release 
the Best at Home agency from responsibility for any action in which there is damage to myself, my 
automobile, and/or property and/or injury to third parties or their property.  I agree to notify Best at Home 
of any accidents or should any change related to my current and in force insurance take place.  

Insurance Company Phone 

Policy Number Expires 

Client Signature Date 

Employee Access to Funds Authorization 
In the course of providing home management services (such as running errands) caregivers may be, by 
clients’ specific permission, provided access to money or other sources of funds belonging to the client.  
This authorization provides permission to the agency to allow the caregiver to handle client funds as 
outlined herein. 

Do you request that caregivers or agency personnel be permitted to use funds that you provide 
to them for shopping, errands, or other such matters that you may require?             □YES  □NO 

For what purpose will you provide these funds? 

□Errands □Other:  _______________________________________________________________

How will funds be accessed? 

□Cash □Prepaid Debit Card □Other: ________________________________________

By my signature below, I permit access to my personal funds as outlined in the section above.  I 
understand that when funds are provided to the caregiver, I am responsible to ensure that the caregiver 
provides appropriate receipts and change after each errand or task that I ask them to complete and that 
I will notify the Best at Home office immediately if the caregiver fails to do so.   

Client Signature Date 
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Non-Medical Disclaimer and Liability Waiver 

Our Non-Medical Home services are designed to supplement the services of the primary care giver(s) 
with respect to companionship and help for the elderly, or for anyone else who is afflicted with one or 
more faculty impairments. We provide assistance to you and the extended family in your routine daily 
needs or those of your loved one(s). 

We are not a medical organization.  We do not administer medication or provide any service defined as 

medical by our State.  The medical or professional qualifications of any of our representatives or referred 

caregivers who will provide you with assistance are strictly incidental to their activities as our referees 

and/or representatives. We make no recommendations or instructions concerning diagnosis, prognosis, 

treatment, medication, dosage, or prescriptions or other medical or health related services.  At your 

direction, we may remind the person left in our care to take his or her medication prescribed by others, 

and per schedules left for that person by you.  We desire to provide the best companion and home 

management services.  That is where our expertise ends. 

Further, we are not licensed dietitians or chefs.   At your directions, we shall cook meals on site or do 

whatever preparatory work you feel is necessary in our capacity as a homemaker, companion or helper. 

Again, it is up to you and the extended family to provide primary instructions concerning this service.   

Please note that the individual(s) you may ask us to refer caregivers for may have their mobility or other 

faculties severely impaired.  We rely on you to instruct us to all limitations in this regard.  We urge you, 

if you have not already consulted competent medical personnel, to do so before instructing us to act.  

We shall take all necessary precautions to operate within the guidelines you establish for us. 

Our relationship is based on mutual good faith.  You are representing to us that you have the requisite 

knowledge and authority to instruct us as to the needs of the care recipient.  We shall make our 

continuing best efforts to meet those needs. 

Most of our care recipients are elderly and increasingly susceptible to illness and injury.  We cannot 

prevent these things and can only put forth our best efforts to provide the assistance and companionship 

that can make life more comfortable and fulfilling for the care recipient, as well as for you and the 

extended family.

In good faith, you, individually, on behalf of the family and the care recipient, release Best at Home 
from responsibility for any and all injuries and illnesses, whether or not due to errors or omissions of 

Best at Home or its representatives that may regrettably come to the care recipient. You agree to 
maintain homeowners insurance, medical insurance and/or other insurance as many be necessary 

to provide protection for the care recipient. 

INITIALS  _____________ 
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Non-Medical Disclaimer and Liability Waiver (continued) 

We strongly recommend and you hereby agree to keep any/all cash, jewelry and other valuables in a 

secure locked place such as a safe.  In good faith, you, individually, on behalf of the family and the care 

recipient, release Best at Home from responsibility for money or any articles that may be found

missing from the home of the care recipient.  If such a claim arises and the facts are indisputable that 

the caregiver is responsible, we will exercise our best efforts to obtain restitution from the caregiver on 

your behalf.  However, we will make no such effort to influence the caregiver to restitution in instances 

in which the item(s) were not kept in a secure, locked setting. In addition you agree to maintain 

insurance coverage for any such items under a homeowner's insurance policy. 

Finally, we are not an emergency care service.  In emergencies, the only thing our referred caregivers 

can do is call 911; we then will make every reasonable effort to contact you or the designated person in 

charge or next of kin.  

This disclosure is incorporated by reference into other agreements Best at Home may have with the

care recipient(s) or their families or next of kin or guardian, including the Client Service Agreement of 

which this disclaimer is a part, when such agreements are in effect.  When we do not enter into an 

agreement, or when an agreement is awaiting the outcome of a preliminary trial period, this 

disclosure, filled and signed by you, stipulates that you have been carefully and methodically informed 

as to our limitations.   

Name of Care Recipient: ___________________________________________ 

Name of Person Signing (printed): ___________________________________________ 

Relationship/Authority to Act: ___________________________________________ 

______________________________________________________ ________________ 

Signature  Date 
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Disclosure Authorization 

I hereby authorize the use or disclosure of protected health information about me as described below. 

1. The name or other specific identification of the person(s) or class of persons, authorized to make
the use or disclosure: Best at Home and its workforce.

2. The name or class of persons (or other specific identification of the person(s)) to whom the
requested disclosure may be made (e.g. a friend, employers, attorneys, a company that has
requested it): My physicians and my other healthcare providers, including but not limited
to my home health or hospice provider, and my insurance company or other third party
payer which I shall identify, and the following individuals:
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

3. Specific description of the information to be used or disclosed (e.g. invoicing, records, contact
information, plan of care, diagnoses, etc.): All information regarding my health and the financial
issues related thereto, except:
Best at Home is NOT permitted to disclose any information related to the following:
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

4. The information may be used or disclosed for each of the following purposes: Continuity of care
and treatment, insurance and/or third party billing, and/or at the request of the individual as
outlined below:
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

5. I understand that protected health information may be used and disclosed to carry out treatment,
payment or homecare operations.

6. For a more complete description of such uses and disclosures I understand that I should refer to
the attached Notice of Privacy Rights.  I further understand that I have the right to review this
Notice prior to signing this authorization.
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7. I understand that the organization reserves the right to change its privacy practices described in
the attached Notice of Privacy Rights and that I can obtain a revised Notice upon request.

8. I understand that I have the right to request that the organization further restrict how protected
health information is used or disclosed to carry out treatment, payment, or homecare
operations.

9. I also understand that the organization is not required to agree to any restrictions that I may
request.  If, however, the organization agrees to restrictions I request, I further understand that
the restrictions are binding on the organization unless they are terminated.

10. I understand that information used or disclosed pursuant to this authorization may be subject to
re-disclosure by the recipient and may no longer be protected by applicable statutes and
regulations.

11. I understand that I have the right to revoke this authorization in writing, except to the extent that
the organization has taken action in reliance upon my authorization.

12. I understand that I have the right to inspect or copy the protected health information to be used
or disclosed.

13. I understand that use or disclosure of requested information will not result in direct or indirect
remuneration to the above organization.

14. I also understand that I have the right to refuse to sign this authorization, and that my refusal to
sign will not affect my ability to obtain treatment or payment or my eligibility for benefits.

15. I understand this authorization will expire on (check and complete one):

 the date of:    20 , or 
 when or after the following event: 

If no box is checked, I understand this authorization will expire at the end or termination 
of my services. 

My signature below serves as acknowledgement that I have received a copy of this Authorization. 

__________________________________________ __________________________________ 

Name of Individual or Name of Personal Representative Description of Representative's Authority to 
Act for the Individual 

______________________________________________________ ________________ 

Signature  Date 
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SIGNATURE OF CLIENT OR RESPONSIBLE PARTY DATE 

AGENCY SIGNATURE DATE 

Exhibit A 

Initial Rate Quote

There are many factors that affect our pricing, such as client location, hours of service, and the 
clients' needs and health circumstances. Your customized pricing is listed in the box below.  
Should your hours or circumstances change, adjustments to pricing may be required.



COVID-19 LIABILITY WAIVER AGREEMENT 

Client Name: 
------------------------------

This Liability Waiver Agreement ("Agreement") is entered into on _________ _ 
("Effective Date") by and between A&A Medical Associates, LLC, dba Best at Home 
("Agency") and the above-named Client and/or Client's Authorized Agent ("Client"). 

WHEREAS, the World Health Organization has declared the recent coronavirus disease 2019 
(COVID-19) a pandemic; and 

WHEREAS, recently, comnmnity-wide transmission of COVID-19 has occurred in the United 
States, including in the area where Agency provides services; and 

WHEREAS, the number of both Persons Under Investigation and confirmed cases of COVID-19 
are increasing; and 

WHEREAS, the coITu-nunity spread of COVID-19 is difficult to detect and controi; and 

WHEREAS, the Agency has taken steps to linrit the potentiai exposure of Client to COVID-19 
by prohibiting its caregivers and employees from treating Client if they have symptoms of COVID- 
19 or been exposed to it without proper protection in the preceding 14 days; and 

WHEREAS, the Agency cannot guarantee that its caregivers and employees are not unknowingly 
carrying or infected with COVID-19; and 

WHEREAS, the Client nevertheless desires to continue to receive services from Agency and its 
caregivers and employees; 

NOW, THEREFORE, for good and valuable consideratio� the sufficiency of which 1s 
acknowledged, the Parties agree as follows: 

1. In recognition of the relative risks and benefits of services provided by the Agency, Client 
assumes all risks other than gross negligence by the Agency in connection with risks associated 
with the COVID-19 pandemic. Client agrees to the fullest extent of the law that Agency and its 
owners, officers, directors, members, employees, independent contractors, successors, and assigns 
shall not be liable if Client contracts COVID-19 and/or suffers any complications from contracting 
COVID-19, including death. Client also agrees to hold harmless Agency and its owners, officers, 
directors, members, employees, independent contractors, successors, and assigns from and against 
any and all causes of action, obligations, losses, liabilities, penalties, claims, damages, actions, 
suits, proceedings, settlements, judgments, and costs and expenses (including reasonable 
attorneys' fees) arising out of, or in connection with, Client being diagnosed with COVID-19 and 
any subsequent complications from the disease, including death, except for gross negligence or as 
otherwise prohibited by law.
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2. This Agreement is meant to supplement, but not supersede any other agreement between
the Parties, except where they might conflict in which case this Agreement shall control.

3. This Agreement shall survive the termination of Agency services to Client.

4. This Agreement shall be governed by the laws of the State of Georgia, without regard to
choice of law principles.

5. No change or amendment to this Agreement shall be valid unless it is in writing and signed
by both Parties.

CLIENT REPRESENTS THAT HE OR SHE HAS FULLY INFORMED HIMSELF OR 

HERSELF OF THE CONTENTS OF THIS AGREEMENT NOT TO SUE BY READING 

IT BEFORE HE OR SHE SIGNED IT, THAT HE OR SHE UNDERSTANDS ALL OF THE 

TERMS OF TillS AGREEMENT AND ENTERS INTO TmS AGREEMENT 
VOLUNTARILY. 

Client or Authorized Agent Signature Date 

Authorized Agent Name (if applicable) Relationship to Client 

Best at Home Representative Signature Date 

Best at Home Representative Printed Name Title 
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Weapons Acknowledgement 
In an attempt to protect both your loved one and your Best at Home Caregiver, you must agree 
to certain conditions regarding weapons (specifically firearms) which are on the premises of the 
location where we are providing care services. 

Are there any firearms located at the care location?  ___Yes  ___No 

Are those weapons unloaded and properly secured? ___Yes  ___No 

Does your loved one suffer from memory impairment, 
cognitive impairment, or dementia?  ___Yes  ___No 

In the event that your loved one does suffer from any of the conditions listed above, Best at 
Home requires that all firearms be removed from the premises before a caregiver can be 
assigned. 

By my signature below, I certify that the information I have listed on this document is true and 
correct to the best of my knowledge and I personally accept responsibility for any firearms 
which remain on the premises and agree that they will be unloaded and secured at all times. 

____________________________________  ____________________________ 
Client Signature Date 
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We may use and share your information as we: 
 Treat you
 Run our organization
 Bill for your services
 Help with public health and safety issues
 Do research
  Comply with the law
 Respond to organ and tissue donation requests
 Work with a medical examiner or funeral director
  Address workers’ compensation, law enforcement, 
and other government requests
  Respond to lawsuits and legal actions

➤ See pages 3 and 4
for more information
on these uses and
disclosures

You have the right to: 
Get a copy of your paper or electronic medical record
Correct your paper or electronic medical record
Request confidential communication
Ask us to limit the information we share
Get a list of those with whom we’ve shared  
your information
Get a copy of this privacy notice
Choose someone to act for you
File a complaint if you believe your privacy 
rights have been violated

➤ See page 2 for
more information on
these rights and how
to exercise them

Our  
Uses and  

Disclosures

Your 
Rights

➤ See page 3 for
more information on
these choices and
how to exercise them

You have some choices in the way that we 
use and share information as we: 

Tell family and friends about your condition
Provide disaster relief
Include you in a hospital directory
Provide mental health care
Market our services and sell your information
Raise funds

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.

Your Information.  
Your Rights.
Our Responsibilities.

Your 
Choices

Best at Home
Notice of HIPAA Privacy Practices



When it comes to your health information, you have certain rights. 
This section explains your rights and some of our responsibilities to help you.

Your 
Rights

Get an electronic or 
paper copy of your 
medical record 

 You can ask to see or get an electronic or paper copy of your medical record and 
other health information we have about you. Ask us how to do this. 

 We will provide a copy or a summary of your health information, usually within 30 
days of your request. We may charge a reasonable, cost-based fee.

Ask us to correct 
your medical record

 You can ask us to correct health information about you that you think is incorrect 
or incomplete. Ask us how to do this.

 We may say “no” to your request, but we’ll tell you why in writing within 60 days.

Request confidential 
communications

 You can ask us to contact you in a specific way (for example, home or office phone) 
or to send mail to a different address. 

 We will say “yes” to all reasonable requests.

Ask us to limit what 
we use or share

 You can ask us not to use or share certain health information for treatment, 
payment, or our operations. We are not required to agree to your request, and we 
may say “no” if it would affect your care.

 If you pay for a service or health care item out-of-pocket in full, you can ask us not to 
share that information for the purpose of payment or our operations with your health 
insurer. We will say “yes” unless a law requires us to share that information.

Get a list of those 
with whom we’ve 
shared information

 You can ask for a list (accounting) of the times we’ve shared your health information 
for six years prior to the date you ask, who we shared it with, and why.

 We will include all the disclosures except for those about treatment, payment, and 
health care operations, and certain other disclosures (such as any you asked us to 
make). We’ll provide one accounting a year for free but will charge a reasonable, 

Get a copy of this 
privacy notice

 You can ask for a paper copy of this notice at any time, even if you have agreed to 
receive the notice electronically. We will provide you with a paper copy promptly.

Choose someone 
to act for you

 If you have given someone medical power of attorney or if someone is your legal 
guardian, that person can exercise your rights and make choices about your health 
information.

 We will make sure the person has this authority and can act for you before we take 
any action.

File a complaint if 
you feel your rights 
are violated

 You can complain if you feel we have violated your rights by contacting us using the 

 You can file a complaint with the U.S. Department of Health and Human Services 

www.hhs.gov/ocr/
privacy/hipaa/complaints/.

 We will not retaliate against you for filing a complaint.



In these cases, you have 
both the right and choice 
to tell us to:

Share information with your family, close friends, or others involved in your care

Share information in a disaster relief situation

Include your information in a hospital directory

If you are not able to tell us your preference, for example if you are unconscious, 
we may go ahead and share your information if we believe it is in your best interest. 
We may also share your information when needed to lessen a serious and imminent 
threat to health or safety.

In these cases we never 
share your information 
unless you give us  
written permission:

Marketing purposes

Sale of your information

Most sharing of psychotherapy notes

In the case of fundraising: We may contact you for fundraising efforts, but you can tell us not to 
contact you again.

For certain health information, you can tell us your choices about what 
we share. If you have a clear preference for how we share your information in the 
situations described below, talk to us. Tell us what you want us to do, and we will follow 
your instructions. 

Your 
Choices

Treat you  We can use your health information and 
share it with other professionals who are 
treating you. 

Example: A doctor treating you for an 
injury asks another doctor about your 
overall health condition.

Run our 
organization

 We can use and share your health 
information to run our practice, improve 
your care, and contact you when necessary.

Example: We use health information 
about you to manage your treatment and 
services. 

Bill for your 
services

 We can use and share your health 
information to bill and get payment from 
health plans or other entities. 

Example: We give information about you 
to your health insurance plan so it will pay 
for your services. 

How do we typically use or share your health information? 
We typically use or share your health information in the following ways.

Our 
Uses and

Disclosures

continued on next page



Help with public health 
and safety issues

 We can share health information about you for certain situations such as: 
 Preventing disease
 Helping with product recalls
 Reporting adverse reactions to medications
 Reporting suspected abuse, neglect, or domestic violence
 Preventing or reducing a serious threat to anyone’s health or safety

Do research  We can use or share your information for health research. 

Comply with the law  We will share information about you if state or federal laws require it, 
including with the Department of Health and Human Services if it wants to 
see that we’re complying with federal privacy law.

Respond to organ and  
tissue donation requests

  We can share health information about you with organ procurement 
organizations. 

Work with a medical 
examiner or funeral director

  We can share health information with a coroner, medical examiner, or funeral 
director when an individual dies.

Address workers’ 
compensation, law 
enforcement, and other 
government requests

 We can use or share health information about you:
 For workers’ compensation claims
 For law enforcement purposes or with a law enforcement official
 With health oversight agencies for activities authorized by law
 For special government functions such as military, national security, and 
presidential protective services

Respond to lawsuits and 
legal actions

  We can share health information about you in response to a court or 
administrative order, or in response to a subpoena.

How else can we use or share your health information? We are allowed or required to share your 
information in other ways – usually in ways that contribute to the public good, such as public health and research. 
We have to meet many conditions in the law before we can share your information for these purposes. For more 
information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.

IMPORTANT NOTES: 

- We do not create or manage client directories.

- In the event our state laws or any other law require greater limits on disclosures of your health information,
you will receive a State Law Addendum to our Notice of HIPAA Privacy Practices in paper format.

- If you have any questions or concerns about the information in this Notice of HIPAA Privacy Practices,
please call our office during business hours using the contact information for our HIPAA Privacy Officer.
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Our Responsibilities

  We are required by law to maintain the privacy and security of your protected health information. 

   We will let you know promptly if a breach occurs that may have compromised the privacy or security 
of your information.

   We must follow the duties and privacy practices described in this notice and give you a copy of it. 

   We will not use or share your information other than as described here unless you tell us we can in 
writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you 
change your mind. 

For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/
noticepp.html.

Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to all information we have about 
you. The new notice will be available upon request, in our office, and on our web site.

EFFECTIVE DATE: DECEMBER 1, 2016

This Notice of Privacy Practices applies to the following organizations.

Best at Home

All of our clients also receive a paper copy of our Notice of HIPAA Privacy Practices, which has our 
contact information printed on pages 1 and 5.  If you would like a paper copy of this Notice of HIPAA 
Privacy Practices, please do not hesitate to ask!

For more information or to answer any of your HIPAA questions or concerns, please call our office 
during business hours using the contact information for our HIPAA Privacy & Security Officer.

___________________________________________________________ _______________
Name of Individual or Name of Personal Representative Date

_____________________________________________________
Signature of Individual or Personal Representative

Client File



Clients Rights and Responsibilities 

• You have the right to be informed about and/or participate in the plan of service
being provided.

• You have the right to be promptly and fully informed of any changes in the service
plan.   Any change in time of service, availability or staff changes shall be
reported to you prior to the time of service.

• You have the right to accept or refuse services at any time.

• You have the right to be fully informed of the charges for services.

• You have the right to be informed of the agency’s name, business telephone
number and the business address of the person supervising the services.

• You have the right to be informed of the Agencies Complaint Procedures and the
right to submit complaints, without fear of discrimination or retaliation and to have
the agency conducts a complete investigation within a reasonable period of time.

• You have the right of Confidentiality of Clients records.

• You have the right to have all property and residence treated with respect.

• You have the right to receive a written notice of the address and telephone
number of the state licensing authority.  (This information has been provided in
the Client Service Agreement).

• You have the right to obtain a copy of Best at Home recent report of licensure
inspection upon written request.

• You have the responsibility, in conjunction with the Caregiver, to advise Best at
Home of any changes in your condition or any specific events that may affect the
Clients Care Plan, which may include but not limited to medical changes,
medication, functional limitations, and admission to a hospital, etc.




