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Concentra 
Notice of Privacy Practices 

THIS NOTICE DESCRIBES HOW PROTECTED HEALTH INFORMATION ABOUT YOU MAY BE 
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO YOUR PROTECTED HEALTH 

INFORMATION. PLEASE REVIEW IT CAREFULLY 

E. The Right to Correct or Update Your PHI. If
you feel that the PHI we have about you is incorrect
or incomplete, you may ask us to amend the
information. You have the right to request an 
amendment of the existing information or to add the 
missing information. You must provide the request
and your reason for the request in writing. If we 
approve your request, we will make the change to 
your PHI, tell you that we have done it, and tell others
that need to know about the change to your PHI. We 
may deny your request if the PHI is: (i) correct and 
complete, (ii) not created by us, (iii) not allowed to be 
disclosed, or (iv) not part of our records. Our written
denial will state the reasons for the denial and explain
your right to file a written statement of disagreement
with the denial. If you do not file a statement of
disagreement, you have the right to request that your
request and our denial be attached to all future
disclosures of your PHI. 

F. The Right to Get This Notice. You have the right
to get a copy of this Notice in paper and by e-mail.

G. How Will My Information be Used for
Purposes Not Described in This Notice? In all 
situations other than described in this notice, we will 
request your written permission before using or 
disclosing your information. You may revoke your 
permission at any time by notifying us in writing. We 
will not disclose your information for any reason not 
described in this notice without your permission. The 
following uses and disclosures will require 
authorization. 

1. Most uses and disclosures of psychotherapy notes

2. Marketing purposes

3. Sale of protected health information

VIII. HOW TO REQUEST YOUR PRIVACY 
RIGHTS. If you believe your privacy has been 
violated in any way, you may file a complaint by 
contacting us as described below. We are committed
to responding to your rights request in a timely
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manner. To request any of your privacy rights, please 
contact us: 

• Call us at 1-800-819-5571 at any time
• Accessing our Website at www.concentra.com
• e-mailing us at privacyoffice(@,concentra.com 
• Mail completed request form to: 

Concentra Privacy Office 
4 714 Gettysburg Road 
Mechanicsburg, PA 17055 

You may also submit a written complaint to the U.S. 
Department of Health and Human Services, Office for 
Civil Rights (OCR). We will give you the 
appropriate OCR regional address on request. You 
also have the option to e-mail your complaint to 
OCRComplaint@hhs.gov. We support your right to 
protect the privacy of your personal and health 
information. We will not retaliate in any way if you 
elect to file a complaint with us or with the U.S. 
Department of Health and Human Services. 

We will respond to all privacy requests and 
complaints. It has always been our goal to ensure the 
protection and integrity of your personal and health 
information. Therefore, we will notify you of any 
potential situation where your information would be 
used for reasons other than what is listed above. 

IX. What will happen if my private information is 
used or disclosed inappropriately? You have the 
right to receive a notice that a breach has resulted in 
your unsecured private information being
inappropriately used or disclosed. We will notify you 
in a timely manner if such a breach occurs. 

Date of Last Revision: February 1, 2018 

©2018 Concentra, Inc. All rights reserved 



IACUC Occ Health Eval Form [Mar 20]   Adapted with permission from University of Mississippi. page 1 

C O N F I D E N T I A L 
Academic Year: 

Sam Houston State University
Occupational Health Evaluation 

QUESTION: Who sees my personal medical information? 
ANSWER: When you submit this completed form to Concentra Medical Center via encrypted email, it is treated with all the 
safeguards as any other medical record. Only the Occupational Health Physician at Concentra reviews this information.  

PART I (to be completed by the employee with assistance from the Director/Supervisor/Principal Investigator if needed) 
NAME Last: 

TODAY’S DATE  

GENDER   FEMALE  MALE 

First:       MI: 

SHSU ID# 

DATE OF BIRTH 

DATE OF LAST TETANUS VACCINATION:   /  / UNKNOWN ~ Call IACUC Office (x4875)    
for assistance in obtaining a vaccination. 

CAMPUS ADDRESS PHONE 

HOME ADDRESS PHONE 

DEPARTMENT/UNIT  PHONE 

POSITION TITLE 

SUPERVISOR PHONE 

PERSONAL PHYSICIAN’S NAME PHONE 

PHYSICIAN’S ADDRESS  

PURPOSE: Certain drugs and medical conditions may place you at increased health risk in certain work environ-
ments that involve animal research.  Such drugs and conditions include but are not limited to steroids, allergies, 
cancer, chronic diseases, pregnancy, surgical procedures, and absence of spleen, stress, and deficiencies of the 
immune system. This information is requested to benefit you and the Occupational Health physician, who 
reviews this form to recognize the health risks posed to you by animal research and to recommend ways to 
reduce those risks. 

Personal medical information used to assess occupational risk is requested on the following page. 

I agree to provide this information. 

Signature:        Date: 

I have read and understand the above section entitled ‘Purpose’ and I understand 
the confidentiality safeguards, but I decline to provide the information requested. 

Signature: Date: 

sgf002
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page 2 

PART II (to be completed by the employee with assistance from the Director/Supervisor/Principal Investigator if needed) 

Check the appropriate response for each item below. 

1. Do you have any allergies?
TYPE OF REACTION: 

HIVES RASH DIFFICULTY BREATHING ANAPHYLAXIS 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

ENVIRONMENTAL:

Pollen 

House Dust

Mold 

Stinging Insects 

Animal Dander

Latex 

Food 

Feathers 

Other:  N Y N N N Y Y Y 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

Y N 

OCCUPATIONAL PHYSICIAN USE ONLY 

Assessment:___________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

PART III

If Other, please describe: 

IACUC Occ Health Eval Form [Oct 20]   Adapted with permission from University of Mississippi

SIGN AND DATE PAGE 3 BEFORE SUBMISSION TO CONCENTRA.
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PART III     OCCUPATIONAL PHYSICIAN USE ONLY 

Recommendations:__________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________

IACUC Occ Health Eval Form [Oct 20]   Adapted with permission from University of Mississippi
page 3 

Signature: __________________________________________________ . Date: ___________________________ 
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