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k Poylicies’and,Practices to,PerectjthePriVacy of Your Health Informaﬁbn

o ~ ’ __ HIPPA and CONFIDENTILITY INFORMATION : ;
- THIS NOTICE DESCRIBES HOW PSYCHOLOGICAL AND MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU (AN GET
e . ACCESS TO THIS 'INFORMATION. PLEASE REVIEW IT CAREF ULLY. =~

L /. Uses and Disclosures for Treatment, Payment, and Health Care Operations
Effective/Last Reviscd Date: June 15, 2008 woaa e e , - G Aot

Consultation and Cotmseling is required by federal law. to protect the privacy of your health information in the context of your mental health and substance abuse health care administered by
this agency. We are also required to send you this notice, which explains how we may usc information about you and when we can give out or “disclosc™ that information to others, You also

have rights regarding your health information that are described in this nofice,

The terms “infommu\ion’,‘_or “health information” i this notice include any personal information that is created or received by a health care provider that relates to your physical or mental
health or condition. the provision of health care to you. ot the payment for such health care. e : y : |

We have theﬁgln to change our privacy practices. If we do, we will provide the revised notice to you within 60 days by direct mail or post it in our agency office or on the website.

We may use¢ or disclose your protected health information (PHI), for treatment, payment, and health care operations pruposes with your consent. thelp clarify these terms, here are some
definitions: ; e S : i : : 5
. “PHI" refers to information in your health record that could identify you.
. _ “Treatment, Payment and Health Carc Operations™ ~ o ;
— Treatment is when we provide, coordinate, or manage your health care and other services related to your health care. An example of treatment would be when we consult
with another health care provider, such as your family phiysician or another Tl pist. Another ple would be when we release your treatment plan to your insurance . -
company and/or ta your primary care physician. ; ; e
. — Payment is when we obtain rehmbursement for your healthcare. Examples of payment are:when we disclose your PHI to your health insurer to obtain reimbursemnent for your
health carc or to determine eligibility or coverage. : . . ; : . k / s :
. ——Health Care Operations are activities that relate to the performance and operation of my practice. Examples of health care operations are quality assessment and
improvement activities, business-related matters such as audits and administrative services. and case management and care coordination,

. © - "Use” applies only to activities within our [office, clinic, practice group, etc.] such as sharing. employing, applyimg, utilizing, examining, and analyzing information that identifies
¢ “Disclosure” applies to activities outside of our foitice. clinic. practice. group. cte.]. such as releasing, transferring, or providing access to information about you 1o other panies,
I Uses and Disclosures Requiring Authorization :

HOW WE USE OR DISC LOSE INFORMATION i ;

We must use and disclose your health information to provide information: - : i
Ll To you or someone who has the legal right to act for you (your personal representative); oo :
. To the Secretary of the U.S. Department of Health and Human Servi ces, if necessary, to ensure that your privacy is protected; and -
s ‘Where required by law. : o : : : :

We may use or disclose PHI for purposes. outside of treatment. payient, or health care operations wlién‘yﬁilr apprapriate authorization is obtained. An ~authorization™ 1s written permission.

~ above and beyond the general consent that permits only specific disclosures. In those instances when we asked for information for purposes outside of treatment, payment, or health care
‘operations, we will obtain an authorization from you before releasing this information. We will'also need to obtain an authorization before releasi your Psychotherapy Notes. “Psychotherapy
Notes” ure notes we have made about your conversation during a private, group, joini, or family counseling session. which we have kept separate from the rest of your medical record. These

-notes are given a greater degree of protection than PHL

You may revoke ail suclt authorizations (of PHI or Psychotlxempy Notes) at any ﬁme.'prbﬁde& tabz.f}i{l,tvocaliun is in \w‘riting. 4You may not revoke an authorization to the extent that (1} we have

relied on that authorization; or (2) if the authorization was obtained as a condition of obtaining insurance coverage, law provides the insurer the right to contest the claim under the policy, -
HX. Uses and Disclosures’“ith Neither Consent nor Authorization
We have the right to use and disclose health information to pay for your health care and operate our business, For example, we may use your health information:

¢ To proeess claims for health care services you receive, i
For Treatment. We may disclose health information to your doctors or hospitals to help thein provide medical care to you:
¢ For Health Care Operations. We may use or disclose healtly information as necessary to operate and manage our business and to help manage your health care coverage.
. For example, we might talk to your doctor to suggest a disease management or wellness prograin that could help improve your general health. : :
. To Provide Information on Health Related Programs or Products such as alternative medical treatments and programs or about health related products and services,
* . ToReferral Sources. If you are referred through another agency such as your Primary. Care Physician, Juvenile Cour, DFCS; Psychiatric Hospital, CMHC, etc.. we may
share summary information. admission, and discharge information with the referral source. In addition, we may sharc other health information with the referral source for
. case management purposes if the referral source agrees to special restriction on its use and disclosure of the information. i : ‘
. For Appointment Reminders, We may use health information to contact you for appointment reminders with providers who provide medical or mental health care to you.

- We raay use or disclose PHY without your consent or authorization in the following circumstances undet limited circumstances: - 2

. o Persons Involved With Your Care. We may use or disclose your health information to a person involved in your care, such as a family member, when yon are

: incapacitated or in an emergency, or when permitted by law, : i

L For Public Health Activities such as reponting di breaks, ; .

¢ . . For Reporting Victims of Abuse, Neglect or Domestic Violence to government authorities, including social service or protective service agencies. If we have reasonable

-~ cause to believe that a child has been abused, we must report that belief to the appropriate authority. If we have reasonable cause to believe that a disabted adult or elder
person has had a physical injury or injuries inflicted upon such disabled adult or elder person, other than by accidental means, or has been neglected or exploited, we must
. report that belief to the appropriate authority. 3 ; Cas e ! o

- For Health Oversight Activities such as governmental audits and fiaud and abuse investigations. I we are the subject of an inquiry by the Georgia Composite Board, we
may be required to disclose protected health information regarding you in proceedings before the Board.

° For Judicial or Administrative Proceedings such as in response to a court order, search warrant or subpoena. I you arc invoived in a court proceedinig and a request is
made about the professional services we provided you or the records thereof, such inforimation is privileged under state faw, and we will not release information withou't your
written consent, subpoena or a court order. The privilege does not apply when you are being evaluated for a third party or where the evaluation is court ordered. You will be
informed in advance if this is the case. :

© For Law Enforcement Purposes such as providing limited information to Jocate a inissing person.

e Serious Threat to Health or Safety. If we determine, or pursuant 6 the standards of my profession should determine. that you present a serious danger of violence to

g yourself or another, we may disclose information in order to provide protection against such danger for you or the intended victim.




©  For Specialized Government Functions such as military and
.. others. Sl e G ‘ : : e
¢ For Workers Compensation including disclosures required by state workers compensation laws relating to job-related injuries. We inay disclose protected health n
~ information regarding vou as authorized by and to the extent necessary to comply with laws relating to worker’s compensation or other similar programs, established by law. -
that provide benefits for work-related injuries or illness without repard to fault : ~ ‘ i . - ;

ities. ‘néiilbﬁal sccui‘fiy and intclligcnce activities. and the‘ protective services for the Prgsidcnr and

bility. if the research study meets all privacy law requirements, ey
] formation to a coroner or medical examiner to identify 2 deceased person. determine a cause of death. or <

as authorized by law. We may also disclose information to funeral directors as necessary (o carry out their duties, e ks i

For Organ Procurement Purposes. Wi e may use or disclose information for procurement, banking oF transplantation of organs, eyes or tissue,

T iauseor disclosure of health information is prohibited or materially limited by other applicable law. it is our intent 1o meet the requirements of the more stringent law,

k If none of the above reasons applies. then we will obtain your written authorization to use or disclose your health ‘information. Jfa;use’y'or' dis‘ciosurevof heal.tll iﬂi“oml"at'ioﬂ is pro})ibited or
i ially limited by other applicable law, it is our intent to meet the requirements of the more siringent law. In some states, your authorization may also be required for disclosure of your-
nformation. ! 1 ¢

materia g “4 it S
“health i ion. In many states, your authorization may be required in order for us to disclose your highly confidentjal health‘infommt(ioryl. as descnbfd below. 0\;1{::; you have given us.
authorization to release your  information, we c ‘guaran| the to wh i ion ded will not disclose the information. You may take back or evoke

niber listed below on this notice. . .. .

" may include confidential information

Federal and applicable state laws may require. special privacy pidtéctiqnsifor highly confidential information aboul‘ you, f‘High!y fl:’qnﬁtv."l‘,enﬁﬂl i]}nf-:i‘rﬁfzatiq
under Federal law goveming alcohol and drug abuse information as well as state laws that often protect the following types of information: ;

I - HIV/IADS:
e _ Mental health;
3 Genetic tests:
4. Alcohol and drug abuse; - e
i ‘Sexually transmitted diseases and reproductive health information: and -
6. Child or adult abuse or neglect. incl uding sexual assault. %
IV.  PatientsRights and Therapist's Duties s o0 : o
Patient’s Rights: ©~ = e LR ; / L EE e olaen ;
® . Right to Request Rakz-icriamv'f You have the right to Tequest mstﬁctions on certain uses and disclosures'of protected heaitli»"infc‘mﬂntiqxi _However. we are not required to agree ta
amstictionyourequest. TS - St : ; : S e e
. Right to Receive \Con’ﬁden(ia[ C om)mtrzyicgtionx‘lzv Alternative Means and ar Alternative Locations — You have the right ro request and receive confidential communications of

 PHIby altemative mearis and at altemativ

anotheraddregsys 0o
" Right to Inspect and Copy
as the PHI is nai
with you the det:

cauons. (For example. you may not-want a family member 1o know that Yyou are seeing therapists. On your request. we will send your bills to-

: Yoﬁ hixye th ﬁght:i'o fﬁquct or 6btain dee y'(orb‘oﬂu ot PHI in your mental health and bilIing records used to make ,decjsions about you vfor as long
ained n the record. We may, deny youraccess to PH Tunder certain circumstances. but in some cases you may have this decision reviewed. On your request. we will discuss
s of the request and denial process. Your therapist may also.deny access to your Psychotherapy Notes, ;

. . Right t0 Amend—. You have the right to request an amendment of PHI for as long as the PHI is maintained in the }ecord.",Wé‘ may deny your i-equest. On your request. we will
discuss with you the details of the amendment process. = Ll e = S e N
% Rightvoan Accounting — You generally have the right to recejve an accounting of disclosures of PHI, On your request, we will discuss with you the details of the accounting
s Righttoa Paper Copy — You have the right to obtain a paper copy of the 0IN.US upon request. even'if you have agreed to receive the notice elec:‘rqr‘lgcal‘l):r,‘ :
. Therapist’s Duties: ‘ - - e : o e Eo : : o
e - Weare required by law to maintain the privacy of PHI and to provide you with a notice of my legal duties and privacy practices with respect to PHL e
G S We reserve the right to change the privacy policies and practices described in this notice. Unless we notify you of such changes, however. we are required to abide by the terr
Comeinelie s L o he s T . Sl e
ot Ifwerevise thesep

otify you by mail or on your next session. You may obtain a copy of this notice at the local office or website, o

A Ca“mp"’lalntsf =

¢ Contacting Francine Owens If You have any questions about this notice or want to exercise any of your rights. please call 845-473-4939; Please specify that your question or concem -
. isinreference to your mental health and/or substas se protected health inf jon, : . B e e
~*  Filing a Complaint, If you believe your privacy rig -been violated, you may file a complaint with us at the following address:
i . ‘Compliance Department - Privacy Complaints ° : : 5 S
- Francine Owens _ : ‘
~ 26 Lamar Circle; Suite 5
Jackson, TN 38305 =

VL Cancellation Policy e Goiihae s a0l e uan i , g
In the Event of an emérgency, you will not be charged for session cancellation. Cancellations for any other reasons that are not received by clinic staff at least 24 tiours prior to the scheduled
! will be bi},lcd”tjlglhe@session~rat:ifYourjinsutjangé company will not pay for missed appointments, = - e L o

will assist you in Eoﬁpleﬁiﬁghn&ﬁ]ihg axiy ihsuxance forms, Miich méy be utilized for payments for services: however, you

VIL. Financial Responsibility ;
‘mainain full :espo;xsibility for paying all chafges. for services rendered. You will need 1o provide~all'rcquired,‘ins‘lirancc‘infonﬂation when checking in for services and 'yo‘urwiil’ need to pdate

VIIL Effective Date, Restrictions, and Changes to Privacy Policy A e e i G o
This notice will g0 imo’ef‘féct on October 1. 2006. We reserve the right to change the terms of this notice and to make the new-notice provisions effective for all PHI that we maimain.
lX.Paﬁbnt’st”nsgnt : e e e L s e piw o e Pl e
1 consent for my therapist to disclose my protected health information (PHI) as required by my insurance company. Furthermiore. if my insurance company requires coordination of care with
. my Primary Care Provider (PCP), 1 consent for my therapist to disclose Iy protected health information to my PCP. I have read this statement of practices and policies and [ both understand
. .and approve of its content. - bl Sl e aes ne i R = e
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