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We Own No Other Companies With Which To Share Your 
Information.



HIPAA Statement 
 

CHRIS D. CALLEN, INSURANCE AGENT 
128 COUNTY LINE RD, W., STE. B, WESTERVILLE, OH   43082 

(800) 288-6578 / cdcallen@cdcallen.com 
 

HEALTH INSURANCE NOTICE OF PRIVACY PRACTICES – Ver. 3/28/12 
 

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. 
 

This Notice gives you information required by the privacy provisions of the Health 
Insurance Portability and Accountability Act of 1996 and its implementing regulations 
(HIPAA Privacy Rules) about the duties and privacy practices of Chris D. Callen, 
Insurance Agent & its Ohio Corporation, Benefits Advisory Group, Inc, and its 
employees, to protect the privacy of your medical information that we maintain as an 
issuer of health insurance policies that provide medical care benefits. We sent this 
Notice to you because our records show that we provide health care benefits to you 
under an individual or group health insurance policy that provides medical care 
benefits. 
 
This Notice applies to the designated health care components Chris D. Callen, 
Insurance Agent & its Ohio Corporation, Benefits Advisory Group, Inc. and its 
employees that use and disclose your medical information to provide medical care 
benefits to you under health insurance policies. We use the terms health and health 
care in this Notice to refer to the medical care benefits we provide to you. This Notice 
does not apply to the information that our non-health care components maintain 
about you as an issuer of life, disability, accident, indemnity or any other non-health 
insurance policy. 
 
THE EFFECTIVE DATE OF THIS NOTICE IS JUNE 24, 2010. We are required to follow 
the terms of this Notice until we replace it. We reserve the right to change the terms 
of this Notice at any time. If we make changes to this Notice, we will revise it and 
send a new Notice to all persons to whom we are required to give the new Notice. 
We reserve the right to make the new changes apply to all your medical information 
maintained by us before and after the effective date of the new Notice. 
 
Purposes for which We May Use or Disclose Your Medical Information 
Without Your Consent or Authorization Or With Your Consent & 
Authorization Where Noted 
 
We may use and disclose your medical information for the following 
purposes: 

• Health Care Providers’ Information Collection Purposes. For example, we may 
request your medical information from your doctor, in order to expedite an 
application for insurance that you have submitted with our agency. 

• Insurance Company For Underwriting Purposes. For example we may disclose 
medical or other confidential information about you to a prospective life or health 
insurer for the purpose of obtaining an insurance policy at your request. The 
submission of a signed application by you provides us the authorization needed to 

mailto:cdcallen@cdcallen.com


discuss your confidential information with an insurance carrier. 

• Trusted Advisors. For example, we may use or disclose your medical information 
with a trusted advisor (attorney, CPA, Financial Planner, etc) in order to expedite 
the processing of your request for application of insurance.  However we must have 
your written approval to disclose information to these sources.  

• To Business Associates. We may disclose your medical information to business 
associates we use to assist us in obtaining insurance on your behalf. Each of our 
business associates must agree in writing to ensure the continuing confidentiality 
and security of your medical information. Business Associates will also include 
respectable and well established firms that we contract with to maintain our firm’s 
computer hardware and software systems.  These firms will have access to our 
computers as needed to repair and update software as needed.  These firms may 
access data either in-house or online as needed to repair or update our systems. At 
no time will any of these firms have access codes to open any client data files.  All 
firms that have access to our computer systems have signed HIPAA business 
associate agreement that bind them to confidentially and non-disclosure of any 
client information. Also they have submitted us a copy of a business owner’s 
insurance policy showing that they maintain liability insurance. 

  

We may also use and disclose your medical information as follows: 

• To comply with legal proceedings, such as a court or administrative order or 
subpoena. 

• To law enforcement officials for limited law enforcement purposes.  

• To a family member, friend or other person, for the purpose of helping you with 
your insurance application process.  We must however have your written 
permission to talk to any of these persons. 

• To your personal representatives appointed by you or designated by applicable 
law.  

   

• To a coroner, medical examiner about a deceased person. 

• To avert a serious threat to your health or safety or the health or safety of others. 

• To a governmental agency authorized to oversee the health care system or 
government programs. 

• To federal officials for lawful intelligence, counterintelligence and other national 
security purposes. 

• To public health authorities for public health purposes. 

• To appropriate military authorities, if you are a member of the armed forces. 

Potential Impact of State Law 
 



In some situations, the HIPAA Privacy Rules do not preempt (or take precedence 
over) state privacy laws that give you greater privacy protections. As a result, the 
privacy laws of a particular state might impose a privacy standard under which we 
will be required to operate (for example, a state privacy law relating to disclosures of 
medical information of minors).  

Uses and Disclosures with Your Permission 

We will not use or disclose your medical information for any other purposes unless 
you give us your written authorization to do so. If you give us written authorization 
to use or disclose your medical information for a purpose that is not described in this 
Notice, then, in most cases, you may revoke it in writing at any time. Your 
revocation will be effective for all your medical information we maintain, unless we 
have taken action in reliance on your authorization.  

Your Rights 

You may make a written request to us to do one or more of the following concerning 
your medical information that we maintain:  

• To put additional restrictions on our use and disclosure of your medical 
information. We do not have to agree to your request. 

• To communicate with you in confidence about your medical information by a 
different means or at a different location than we are currently doing. We do not 
have to agree to your request unless such confidential communications are 
necessary to avoid endangering you.  Your request must specify the alternative 
means or location.  

• To see and get copies of your medical information. In limited cases, we do not 
have to agree to your request. 

• To correct your medical information. In some cases, we do not have to agree to 
your request. 

• To receive a list of disclosures of your medical information that we and our 
business associates made for certain purposes for the last 6 years (but not for 
disclosures before JUNE 24, 2004).  

• To send you a paper copy of this Notice if you received this Notice by email or on 
the Internet. 

If you want to exercise any of these rights described in this Notice, please contact 
the Contact Office (below). We will give you the necessary information and forms for 
you to complete and return to the Contact Office. In some cases, we may charge you 
a nominal, cost-based fee to carry out your request. 
 
Complaints 
 
If you believe we have violated your privacy rights, you have the right to complain to 
us or to the Secretary of the U.S. Department of Health and Human Services. You 
may file a complaint with us at our Contact Office (below). We will not retaliate 
against you if you choose to file a complaint with us or with the U.S. Department of 
Health and Human Services. 

Contact Office 




