Kelly N. Floyd, Ph.D.

877 Elmwood Avenue

Rochester, New York 14620

(585) 857-9010

Notice of Receipt of Information 

Regarding Privacy Practices

I consent to the use or disclosure of my protected health information by my therapist, Kelly N. Floyd, PhD, for the purposes of diagnosing or providing treatment to my, obtaining payment of my healthcare bills, and conducting the business operations of my therapist’s practice. 

I understand that I have the right to request a restriction as to how my protected health information is used or disclosed to carry out treatment, payment, or business operations of my therapist’s practice. My therapist is not required to agree to thie restrictions that I may request. However, if my therapist agrees to a restriction that I request, the restriction is binding on my therapist. I have the right to revoke this consent, in writing. At any time, except to the extent that my therapist has taken action in reliance on this consent.

I understand that my “protected health information” is any information that can identify me as an individual, and my past, present, or future: a) physical or mental health or condition, b) treatment I have received, and c) payment information. This agreement does not include consent to release “psychotherapy notes”, which have a more stringent level of protection.

I understand that I have a right to review my therapist’s Notice of Privacy Practices prior to signing this document. The Notice of Privacy Practices describes the types of uses and disclosures of my protected health information. The Notice of Privacy Practices also describes my rights and my therapist’s duties with respect to my protected health information. 

I understand that the Notice of Privacy Practices is posted in the waiting room. My therapist reserves the right to change the Notice of Privacy Practices. I understand that I may request a copy of the Notice of Privacy Practices from my therapist. 

Signature





Date

Print name

