
COUNSELOR: ______________________

CLIENT FIRST NAME: ____________

MIDDLE INITIAL: ____

CLIENT LAST NAME: _______________________

ADDRESS:

_______________________________

CITY: ______________STATE: _____ ZIP:

__________

SSN: _______________

DOB: ______________

PHONE:________________________________

PREFERRED COMMUNICATION:__________________

EMERGENCY CONTACT NAME: ___________________

RELATION TO PATIENT:________________________

EMERGENCY CONTACT PHONE #:_________________

GENDER IDENTITY: ___________

PRONOUNS: _______________

EMAIL:

_________________________________

PRIMARY

INSURANCE:__________________________

MEMBER ID:

_______________________________

GROUP #

:_________________________________

PLEASE NOTE:

AS A COURTESY WE WILL BILL YOUR INSURANCE CARRIER ON YOUR BEHALF; HOWEVER, WE ARE NOT LIABLE TO ANY EXPENSES

THAT ARE NOT COVERED BY INSURANCE, AND WE RESERVE THE RIGHT TO CONTACT YOU FOR PAYMENT.
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______________________________________________________________________
CLIENT PRINTED NAME

WELCOME TO CORE BALANCE COUNSELING! WE ARE DELIGHTED THAT YOU HAVE CHOSEN US TO

EMBARK ON THIS JOURNEY TOWARD HEALING, SELF-DISCOVERY, AND TRANSFORMATION. BEFORE WE

COMMENCE OUR THERAPEUTIC RELATIONSHIP, IT IS ESSENTIAL TO ESTABLISH A CLEAR UNDERSTANDING

OF THE GUIDELINES, EXPECTATIONS, AND RIGHTS THAT SHAPE OUR COLLABORATION.

THIS DOCUMENT SERVES AS YOUR INFORMED CONSENT, OUTLINING THE NATURE OF THE THERAPEUTIC

PROCESS, CONFIDENTIALITY, POTENTIAL RISKS, AND YOUR RIGHTS AS A CLIENT. IT IS DESIGNED TO

ENSURE TRANSPARENCY, EMPOWER YOU WITH KNOWLEDGE, AND FOSTER A SAFE AND TRUSTING

THERAPEUTIC ENVIRONMENT.

AS WE EMBARK ON THIS JOURNEY TOGETHER, WE ENCOURAGE YOU TO READ THIS INFORMED CONSENT

THOROUGHLY AND FEEL FREE TO ASK ANY QUESTIONS OR SEEK CLARIFICATION ON ANY ASPECT. YOUR

WELL-BEING IS OUR PRIORITY, AND WE ARE COMMITTED TO PROVIDING YOU WITH THE SUPPORT AND

GUIDANCE NECESSARY FOR YOUR PERSONAL GROWTH AND HEALING.
THANK YOU FOR CHOOSING CORE BALANCE COUNSELING. WE LOOK FORWARD TO WORKING

COLLABORATIVELY WITH YOU.

DURING OUR FIRST SESSION WE WILL DISCUSS:
· I AGREE TO PARTICIPATE IN THERAPY SERVICES WITH CORE BALANCE COUNSELING.
· I UNDERSTAND THAT PARTICIPATING IN THESE SERVICES IS VOLUNTARY AND COLLABORATIVE.
· I AGREE TO VERBALLY ADVISE MY THERAPIST WHEN I DECIDE TO TERMINATE SERVICES. I
UNDERSTAND THAT, UNLESS OTHERWISE CONTACTED, NO CONTACT FOR 30 DAYS WILL RESULT IN FILE

CLOSURE; MY FILE MAY BE REOPENED UPON AGREEMENT BY BOTH PARTIES.
· I UNDERSTAND THAT I WILL BE PARTICIPATING IN THERAPY SERVICES TO ADDRESS ISSUES AND

CONCERNS THAT I SHARE WITH MY THERAPIST. I UNDERSTAND THAT THE FOCUS OF THE SERVICES IS ON

HELPING ME REACH MY INDIVIDUAL GOALS. I UNDERSTAND THAT THERE ARE NO GUARANTEES THAT THE

SERVICES WILL MAKE ME, OR MY PARTNER/FAMILY MEMBERS FEEL BETTER OR RESOLVE MY PROBLEMS,
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ISSUES, OR CONCERNS. FURTHERMORE, I UNDERSTAND THAT THE COUNSELING PROCESS CAN OPEN

LEVELS OF AWARENESS THAT ARE PAINFUL (E.G., I COULD FEEL UPSET, ANXIOUS, ANGRY, AND/OR
UNCOMFORTABLE).
· I UNDERSTAND THAT MY CLIENT RECORD WILL BE KEPT CONFIDENTIAL, AND THAT
CONFIDENTIALITY INCLUDES ALL ASPECTS OF THE TOPICS DISCUSSED WITHIN THE THERAPEUTIC
SETTING. I ALSO UNDERSTAND THAT, BY LAW, THERE ARE LIMITATION TO CONFIDENTIALITY AND CASES
WHEN ONE OR MORE OF THE FOLLOWING OCCUR: INTENT TO COMMIT SUICIDE; INTENT TO COMMIT
HOMICIDE; ANY OTHER ACT OR INTENTION TO ACT IN A WAY THAT MAY BE A DANGER TO SELF OR
OTHERS; INFORMATION REGARDING CHILD OR ELDER ABUSE THAT MENTAL HEALTH CARE PROVIDERS ARE
MANDATED BY LAW TO REPORT; A COURT SUBPOENA FOR RECORDS; INFORMATION REGARDING
UNPROFESSIONAL CONDUCT BY ANOTHER BEHAVIORAL HEALTH PROFESSIONAL. IN ADDITION, I
UNDERSTAND THAT MY THERAPIST IS JUSTIFIED IN INFORMING AN IDENTIFIABLE THIRD-PARTY OF RISK OF
CONTAGIOUS/FATAL DISEASE.
· I UNDERSTAND THAT MY THERAPIST MAY CONSULT OR SEEK SUPERVISION FROM A COLLEAGUE
WHEN IT IS REQUIRED OR DEEMED NECESSARY TO ENSURE QUALITY CARE. I UNDERSTAND THAT MY
IDENTITY WILL BE PROTECTED.
· I UNDERSTAND THAT EMAIL, FAX, AND CELL PHONE COMMUNICATIONS ARE NOT GUARANTEED
CONFIDENTIAL METHODS OF COMMUNICATION. THEREFORE, I UNDERSTAND THAT IF I CHOOSE TO
CONTACT MY THERAPIST VIA ONE OF THESE METHODS, IT IS BY CHOICE, AND THAT THEREFORE
RELINQUISHES MY RIGHTS OF CONFIDENTIALITY. I UNDERSTAND THAT ANY COMMUNICATION WITH MY
COUNSELOR OUTSIDE OF SESSIONS MUST BE LIMITED TO SCHEDULING.
· I UNDERSTAND THAT I HAVE A RIGHT TO REQUEST A COPY OF MY RECORD IN WRITING. I
UNDERSTAND THAT I ALSO HAVE THE RIGHT TO SIGN A WRITTEN AUTHORIZATION THAT WILL ALLOW MY
THERAPIST TO GIVE AND/OR RECEIVE INFORMATION VERBALLY AND IN WRITING WITH INDIVIDUALS OR
ENTITIES THAT I DESIGNATED.
· I UNDERSTAND THAT I HAVE THE RIGHT TO PARTICIPATE IN TREATMENT DECISIONS, INCLUDING
THE DEVELOPMENT OF MY TREATMENT PLAN. MY THERAPIST WILL WORK WITH ME TO DETERMINE THE
RECOMMENDED SERVICES BASED ON MY SITUATION; HOWEVER, I HAVE THE RIGHT TO REFUSE
TREATMENT AND TO WITHDRAW MY INFORMED CONSENT FROM MY TREATMENT PROVIDING A WRITTEN
REQUEST. I UNDERSTAND THAT IF I SUBMIT THIS REQUEST, CORE BALANCE COUNSELING WILL NO
LONGER BE ABLE TO PROVIDE ME WITH SERVICES.
· I UNDERSTAND THAT MY THERAPIST AND/OR CORE BALANCE COUNSELING HAS THE RIGHT TO
TERMINATE SERVICES WITH ME, WHETHER FOR THERAPEUTIC OR PERSONAL REASONS. I UNDERSTAND
THAT SHOULD THIS OCCUR, I WILL BE PROVIDED WITH INFORMATION ON HOW TO OBTAIN ALTERNATIVE
THERAPY SERVICES (I.E., REFERRAL TO ANOTHER THERAPIST OR PRACTICE/TREATMENT PROVIDER).
· I UNDERSTAND THAT THE THERAPY RELATIONSHIP IS EXCLUSIVELY THERAPEUTIC (E.G., IT IS
INAPPROPRIATE FOR A CLIENT AND A COUNSELOR TO SPEND TIME TOGETHER SOCIALLY, TO BESTOW
GIFTS, OR TO ATTEND FAMILY OR RELIGIOUS FUNCTIONS). I UNDERSTAND THAT THE PURPOSE OF
THESE BOUNDARIES IS TO ENSURE THAT MY THERAPIST AND I ARE CLEAR IN OUR ROLES FOR
TREATMENT AND THAT MY CONFIDENTIALITY IS MAINTAINED.
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CONSENT FOR BEHAVIORAL TELEHEALTH:
· I UNDERSTAND THAT MY HEALTH CARE PROVIDER AND I HAVE DECIDED TO ENGAGE IN SESSIONS
VIRTUALLY.
· I UNDERSTAND THAT I AM LEGALLY REQUIRED TO PHYSICALLY BE IN THE STATE OF ARIZONA AT
THE TIME OF SERVICE FOR ALL VIRTUAL APPOINTMENTS.
· MY HEALTH CARE PROVIDER EXPLAINED TO ME HOW THE VIDEO CONFERENCE TECHNOLOGY WILL
BE USED FOR SESSIONS AND THAT IT WILL NOT BE THE SAME AS A DIRECT CLIENT/HEALTH CARE
PROVIDER VISIT SINCE I WILL NOT BE IN THE SAME ROOM AS MY PROVIDER.
· I UNDERSTAND THAT TELEHEALTH HAS POTENTIAL BENEFITS INCLUDING EASIER ACCESS TO CARE
AND THE CONVENIENCE OF PRIVATE MEETINGS FROM A LOCATION OF MY CHOOSING.
· I UNDERSTAND THERE ARE POTENTIAL RISKS TO THIS TECHNOLOGY, INCLUDING INTERNET
CONNECTION ISSUES AND INTERRUPTIONS, UNAUTHORIZED ACCESS, AND TECHNICAL DIFFICULTIES. I
UNDERSTAND THAT MY HEALTHCARE PROVIDER OR I CAN DISCONTINUE THE TELEHEALTH
CONSULT/SESSION IF IT IS FELT THAT THE VIDEOCONFERENCING CONNECTIONS ARE NOT ADEQUATE FOR
THE SITUATION.
· I HAVE HAD A DIRECT CONVERSATION WITH MY PROVIDER, DURING WHICH I HAD THE
OPPORTUNITY TO ASK QUESTIONS REGARDING THIS PROCEDURE. MY QUESTIONS HAVE BEEN ANSWERED
AND THE RISKS, BENEFITS, AND ANY PRACTICAL ALTERNATIVES HAVE BEEN DISCUSSED WITH ME IN A
LANGUAGE IN WHICH I UNDERSTAND.

USE OF TECHNOLOGY:
TELEHEALTH IS A SERVICE WE OFFER AND WE DO USE HIPAA COMPLIANT PLATFORMS. ANY

COMMUNICATION WITH YOUR PROVIDER OUTSIDE OF SESSION MUST BE LIMITED TO SCHEDULING

PURPOSES. WE ENCOURAGE YOU TO COMMUNICATE WITH YOUR PROVIDER ONLY THROUGH YOUR SECURE

PATIENT PORTAL. IT IS AT YOUR PROVIDER’S DISCRETION TO OFFER COMMUNICATION VIA TEXT, HOWEVER,
THAT IS ONLY TO BE USED TO COMMUNICATE IF YOU ARE RUNNING LATE OR NEED TO RESCHEDULE.

APPOINTMENTS, BILLING, CANCELLATION POLICY:
APPOINTMENTS WILL ORDINARILY BE 53 MINUTES IN DURATION, AND SCHEDULED ACCORDING TO

YOUR TREATMENT NEEDS. SESSIONS WITH AN INTERN WILL BE 45 MINUTES. IF YOU NEED TO CANCEL OR

RESCHEDULE A SESSION, CBC REQUIRES THAT YOU PROVIDE 24 HOURS NOTICE. IF YOU MISS A

SESSION WITHOUT CANCELING, OR CANCEL WITH LESS THAN 24 HOUR NOTICE, OUR POLICY IS TO

COLLECT THE AMOUNT OF YOUR PROVIDER'S FULL PRIVATE PAY RATE. IT IS IMPORTANT TO NOTE THAT

INSURANCE COMPANIES DO NOT PROVIDE REIMBURSEMENT FOR CANCELED SESSIONS; THUS, YOU WILL

BE RESPONSIBLE FOR THE PORTION OF THE FEE AS DESCRIBED ABOVE. IN ADDITION, YOU ARE

RESPONSIBLE FOR COMING TO YOUR SESSION ON TIME; IF YOU ARE MORE THAN 10 MINUTES LATE, IT IS
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YOUR PROVIDER'S DISCRETION TO OFFER A SHORTER APPOINTMENT, HOWEVER, IT WILL STILL END ON

TIME.

CONTACTING YOUR PROVIDER:
YOUR PROVIDER MAY NOT BE IMMEDIATELY AVAILABLE BY TELEPHONE AND IS UNABLE TO

PROVIDE CRISIS COUNSELING. IF YOU ARE EXPERIENCING AN EMERGENCY, OR FEEL THAT YOU WERE

UNABLE TO KEEP YOURSELF SAFE, CALL, TEXT, OR VISIT MIND 24/7 1.844.MIND24, GO TO THE

NEAREST EMERGENCY ROOM, OR CALL 911. YOU MAY ALSO CALL OR TEXT THE MENTAL HEALTH

EMERGENCY NUMBER AT 988.
WE WILL MAKE EVERY ATTEMPT TO INFORM YOU IN ADVANCE OF PLANNED ABSENCES, AND

PROVIDE YOU WITH THE NAME AND PHONE NUMBER OF THE MENTAL HEALTH PROFESSIONAL COVERING

YOUR CASE. IN THE EVENT THAT YOUR ASSIGNED PROVIDER IS NO LONGER ABLE TO CONTINUE SERVICES,
YOU WILL BE REASSIGNED TO ANOTHER PROVIDER. IT WILL BE YOUR CHOICE IF YOU WOULD LIKE TO

CONTINUE TREATMENT SERVICES OR BE TRANSFERRED TO ANOTHER PROVIDER. YOUR CASE MAY BE

STAFFED IN A GROUP SUPERVISION SETTING FOR CLINICAL FEEDBACK ON THE BEST PRACTICE APPROACH,
BUT YOUR NAME WILL NOT BE RELEASED.

LEGAL, LETTER, AND OTHER REQUESTS:
WE UNDERSTAND THAT OUR PROVIDER WILL NOT BE ABLE TO WRITE ANY LETTER, COMPLETE

FMLA, OR ANY OTHER LEGAL OR MEDICAL DOCUMENTATION. WE UNDERSTAND THAT OUR PROVIDER

WILL NOT BE ABLE TO PROVIDE ANYTHING OTHER THAN OUR CHART AND THAT REQUESTS FOR MY

PROVIDER’S OPINION RELATED TO BUT NOT LIMITED TO ISSUES RELATED TO CUSTODY, VISITATION,
COMPETENCY, MENTAL HEALTH OR MEDICAL STATUS, AND/OR OTHER COURT OR MEDICALLY RELATED

ISSUES WILL NOT BE PROVIDED.

NOTIFICATION OF SUPERVISION: CLINICAL INTERNS AND LICENSED ASSOCIATE COUNSELORS

THIS NOTIFICATION IS BEING PROVIDED TO YOU FOR TRANSPARENCY AND COORDINATION OF

CARE. I AM A MASTER’S LEVEL THERAPIST, AND I PROVIDE THERAPY UNDER CLINICAL SUPERVISION.
PLEASE NOTE THAT AS A THERAPIST I DISCUSS MY CASES WITH MY SUPERVISOR WHO PROVIDES CLINICAL

OVERSIGHT OVER THE SERVICES I PROVIDE WITHIN THE PRACTICE. MY SUPERVISOR IS A LICENSED
PROFESSIONAL COUNSELOR WHO IS APPROVED BY THE ARIZONA BOARD OF BEHAVIORAL HEALTH

EXAMINERS TO PROVIDE CLINICAL SUPERVISION TO PROVIDERS THAT ARE CLINICAL INTERNS OR LICENSED

AT THE ASSOCIATE LEVEL. IF YOU WOULD LIKE TO CONTACT MY SUPERVISOR DIRECTLY TO DISCUSS

TREATMENT OR ADDRESS CONCERNS, YOU MAY CONTACT THEM AT 480-912-7201.
YOUR ACTIVE PARTICIPATION IN TREATMENT DECISIONS IS CRUCIAL TO MEETING

IDENTIFIED GOALS. ALL SERVICES ARE VOLUNTARY (UNLESS OTHERWISE SPECIFIED), AND YOU
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HAVE THE RIGHT TO END SERVICES AT ANY TIME. THERE COULD BE TIMES WHEN WE MIGHT
ADVISE AGAINST ENDING SERVICES, AS IT COULD LEAD TO GREATER RISKS. HOWEVER, YOU
ARE ENTITLED TO DECLINE SERVICES AT ANY TIME AND AT YOUR OWN DISCRETION.

ACKNOWLEDGEMENT OF INTAKE FORMS

I ACKNOWLEDGE THAT I HAVE READ AND AGREE WITH THE FOLLOWING DOCUMENTS:

● INFORMED IN-PERSON CONSENT

● INFORMED TELEHEALTH CONSENT

● OFFICE POLICY AND FINANCIAL RESPONSIBILITY STATEMENT

● NOTIFICATION OF SUPERVISION (IF APPLICABLE)
● HIPAA

BY SIGNING THIS AGREEMENT, I AM ACKNOWLEDGING THAT I HAVE READ, UNDERSTAND, AND AGREE

TO ADHERE TO CORE BALANCE COUNSELING CLINICAL POLICIES AND PROCEDURES REGARDING

REGISTRATION POLICY AND PROCEDURE, NO SHOW/CANCELLATION POLICY AND PROCEDURE,

BILLING POLICY AND PROCEDURE, HIPAA AND CONSENTS REGARDING TREATMENT, TELEHEALTH,

AND GROUP THERAPY (IF APPLICABLE).

______________________________________________________________________
CLIENT NAME PRINTED SIGNATURE DATE

_____________________________________________________________________
PROVIDER SIGNATURE DATE
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HIPAA
NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE
USED AND

DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO ME.

MY LEGAL DUTY
I AM REQUIRED BY APPLICABLE FEDERAL AND STATE LAW, AS WELL AS THE ETHICS OF THE COUNSELING

PROFESSION, TO MAINTAIN THE PRIVACY OF YOUR HEALTH INFORMATION. I AM ALSO REQUIRED TO GIVE

YOU THIS NOTICE ABOUT MY PRACTICES, MY LEGAL DUTIES, AND YOUR RIGHTS CONCERNING YOUR

HEALTH INFORMATION. I MUST FOLLOW THE PRIVACY PRACTICES THAT ARE DESCRIBED IN THIS NOTICE

WHILE IT IS IN EFFECT. THIS NOTICE TAKES EFFECT JANUARY 1, 2006 AND WILL REMAIN IN EFFECT

UNTIL I REPLACE IT.

I RESERVE THE RIGHT TO CHANGE MY PRIVACY PRACTICES AND THE TERMS OF THIS NOTICE AT ANY TIME,
PROVIDED SUCH CHANGES ARE PERMITTED BY APPLICABLE LAW. I RESERVE THE RIGHT TO MAKE THE

CHANGES IN MY PRIVACY PRACTICES AND THE NEW TERMS OF MY NOTICE EFFECTIVE FOR ALL HEALTH

INFORMATION THAT I MAINTAIN, INCLUDING HEALTH INFORMATION THAT I CREATED OR RECEIVED BEFORE I
MADE THE CHANGES. BEFORE I MAKE SIGNIFICANT CHANGES IN MY PRIVACY PRACTICES, I WILL CHANGE

THIS NOTICE AND MAKE THE NEW NOTICE AVAILABLE UPON REQUEST.

YOU MAY REQUEST A COPY OF MY NOTICE AT ANY TIME. FOR MORE INFORMATION ABOUT MY PRIVACY

PRACTICES, OR FOR ADDITIONAL COPIES OF THIS NOTICE, PLEASE CONTACT ME USING THE INFORMATION

LISTED AT THE TOP OF THIS NOTICE.

USES AND DISCLOSURES OF HEALTH INFORMATION
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I MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU FOR TREATMENT, PAYMENT, AND
HEALTHCARE OPERATIONS. FOR EXAMPLE:

TREATMENT: I MAY USE OR DISCLOSE YOUR HEALTH INFORMATION TO A PHYSICIAN OR OTHER

HEALTHCARE PROVIDER PROVIDING TREATMENT TO YOU.

PAYMENT: I MAY USE AND DISCLOSE YOUR HEALTH INFORMATION TO OBTAIN PAYMENT FOR

SERVICES I PROVIDE TO YOU.

HEALTHCARE OPERATIONS: I MAY USE AND DISCLOSE YOUR HEALTH INFORMATION IN

CONNECTION WITH MY HEALTHCARE OPERATIONS. HEALTHCARE OPERATIONS INCLUDE QUALITY

ASSESSMENT AND IMPROVEMENT ACTIVITIES, REVIEWING THE COMPETENCE OR QUALIFICATIONS

OF HEALTHCARE PROFESSIONALS, EVALUATING PRACTITIONER AND PROVIDER PERFORMANCE,
CONDUCTING TRAINING PROGRAMS, ACCREDITATION, CERTIFICATION, LICENSING, OR
CREDENTIALING ACTIVITIES.

YOUR AUTHORIZATION: IN ADDITION TO MY USE OF YOUR HEALTH INFORMATION FOR TREATMENT,
PAYMENT, OR HEALTHCARE OPERATIONS, YOU MAY GIVE ME WRITTEN AUTHORIZATION TO USE YOUR

HEALTH INFORMATION OR TO DISCLOSE IT TO ANYONE FOR ANY PURPOSE. IF YOU GIVE ME AN

AUTHORIZATION, YOU MAY REVOKE IT IN WRITING AT ANY TIME. YOUR REVOCATION WILL NOT AFFECT ANY

USE OR DISCLOSURE PERMITTED BY YOUR AUTHORIZATION WHILE IT WAS IN EFFECT. UNLESS YOU GIVE

ME A WRITTEN AUTHORIZATION, I CANNOT USE OR DISCLOSE YOUR HEALTH INFORMATION FOR ANY

REASON EXCEPT THOSE DESCRIBED IN THIS NOTICE.

TO YOUR FAMILY AND FRIENDS: I MAY DISCLOSE YOUR HEALTH INFORMATION TO YOU, AS
DESCRIBED IN THE PATIENT RIGHTS SECTION OF THIS NOTICE. I MAY DISCLOSE YOUR HEALTH

INFORMATION TO A FAMILY MEMBER, FRIEND, OR OTHER PERSON TO THE EXTENT NECESSARY TO HELP

WITH HEALTHCARE OR WITH PAYMENT FOR YOUR HEALTHCARE, BUT ONLY IF YOU AGREE THAT I MAY DO

SO.

PERSONS INVOLVED IN CARE: I MAY USE OR DISCLOSE HEALTH INFORMATION TO NOTIFY OR

ASSIST IN THE NOTIFICATION OF (INCLUDING IDENTIFYING OR LOCATION) A FAMILY MEMBER, YOUR
PERSONAL REPRESENTATIVE, OR ANOTHER PERSON RESPONSIBLE FOR YOUR CARE, OF YOUR LOCATION,
YOUR GENERAL CONDITIONS, OR DEATH. IF YOU ARE PRESENT, THEN PRIOR TO USE OR DISCLOSURE OF

YOUR HEALTH INFORMATION, I WILL PROVIDE YOU WITH AN OPPORTUNITY TO OBJECT TO SUCH USES OR
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DISCLOSURES. IN THE EVENT OF YOUR INCAPACITY OR EMERGENCY CIRCUMSTANCES, I WILL DISCLOSE

HEALTH INFORMATION BASED ON A DETERMINATION USING MY PROFESSIONAL JUDGMENT DISCLOSING ONLY

HEALTH INFORMATION THAT IS DIRECTLY RELEVANT TO THE PERSON’S INVOLVEMENT IN YOUR HEALTHCARE.
I WILL ALSO USE MY PROFESSIONAL JUDGMENT AND MY EXPERIENCE WITH COMMON PRACTICE TO MAKE

REASONABLE INFERENCES OF YOUR BEST INTERESTS IN ALLOWING A PERSON TO PICK UP FILLED

PRESCRIPTIONS, MEDICAL SUPPLIES, OR OTHER SIMILAR FORMS OF HEALTH INFORMATION.

MARKETING HEALTH-RELATED SERVICES: I WILL NOT USE YOUR HEALTH INFORMATION

FOR MARKETING COMMUNICATIONS.

REQUIRED BY LAW: I MAY USE OR DISCLOSE YOUR HEALTH INFORMATION WHEN I AM REQUIRED TO

DO SO BY LAW.

ABUSE OR NEGLECT: I MAY DISCLOSE YOUR HEALTH INFORMATION TO APPROPRIATE AUTHORITIES

IF I REASONABLY BELIEVE THAT YOU ARE A POSSIBLE VICTIM OF ABUSE, NEGLECT, OR DOMESTIC

VIOLENCE OR THE POSSIBLE VICTIM OF OTHER CRIMES. I MAY DISCLOSE YOUR HEALTH INFORMATION TO

THE EXTENT NECESSARY TO AVERT A SERIOUS THREAT TO YOUR HEALTH OR SAFETY OR THE HEALTH OR

SAFETY OF OTHERS.

NATIONAL SECURITY: I MAY DISCLOSE TO MILITARY AUTHORITIES THE HEALTH INFORMATION OF

ARMED FORCES PERSONNEL UNDER CERTAIN CIRCUMSTANCES. I MAY DISCLOSE TO AUTHORIZED

FEDERAL OFFICIALS’ HEALTH INFORMATION REQUIRED BY LAWFUL INTELLIGENCE, COUNTERINTELLIGENCE,
AND OTHER NATIONAL SECURITY ACTIVITIES. I MAY DISCLOSE TO CORRECTIONAL INSTITUTIONS OR LAW

ENFORCEMENT OFFICIALS HAVING LAWFUL CUSTODY OF PROTECTED HEALTH INFORMATION OF INMATE OR

PATIENT UNDER CERTAIN CIRCUMSTANCES.

APPOINTMENT REMINDERS: I MAY USE OR DISCLOSE YOUR HEALTH INFORMATION TO PROVIDE

YOU WITH APPOINTMENT REMINDERS (SUCH AS PHONE OR VOICE MESSAGES).

PATIENT RIGHTS:
ACCESS: YOU HAVE THE RIGHT TO LOOK AT OR OBTAIN COPIES OF YOUR HEALTH

INFORMATION, WITH LIMITED EXCEPTIONS. YOU MAY REQUEST THAT I PROVIDE COPIES IN A

FORMAT OTHER THAN PHOTOCOPIES. I WILL USE THE FORMAT YOU REQUEST UNLESS I CANNOT
PRACTICABLY DO SO. I WILL CHARGE YOU A FEE FOR EXPENSES SUCH AS COPY COSTS AND

COPY/PREPARATION TIME. YOU MAY ALSO REQUEST ACCESS BY SENDING ME A LETTER TO THE
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ADDRESS AT THE END OF THIS NOTICE. IF YOU REQUEST COPIES, I WILL CHARGE YOU FOR MY

TIME (AT MY REGULAR HOURLY RATE OF $150), COPY COSTS, AND POSTAGE IF YOU WANT THE

COPIES MAILED TO YOU. IF YOU REQUEST AN ALTERNATE FORMAT OR A SUMMARY/EXPLANATION
OF YOUR HEALTH INFORMATION, I WILL CHARGE MY REGULAR HOURLY FEE FOR PROVIDING YOUR

HEALTH INFORMATION IN THAT FORMAT.

[NOTE: IN THE EVENT THAT YOUR RECORDS ARE CO-MINGLED (I.E., IF YOU ARE A PART OF A

CHILD CUSTODY EVALUATION, FAMILY COURT CASE, FAMILY THERAPY, MEDIATION, OR
MARRIAGE COUNSELING), I NEED A SIGNED CONSENT BY ALL PARTIES INVOLVED IN ORDER TO

RELEASE RECORDS. THIRD PARTY RECORDS IN YOUR FILE (I.E. DOCTORS, OTHER
PROFESSIONALS, AND REFERENCES) HAVE THE RIGHT TO CONFIDENTIALITY, AND WILL NOT BE

RELEASED BY THIS OFFICE UNLESS ORDERED TO DO SO BY LAW. PLEASE CONTACT THOSE

PROFESSIONALS DIRECTLY FOR RECORDS.]

DISCLOSURE ACCOUNTING: YOU HAVE THE RIGHT TO RECEIVE A LIST OF INSTANCES IN

WHICH I OR MY BUSINESS

ASSOCIATES DISCLOSED YOUR HEALTH INFORMATION FOR PURPOSES, OTHER THAN TREATMENT,
PAYMENT, HEALTHCARE OPERATIONS AND CERTAIN OTHER ACTIVITIES, FOR THE LAST SIX YEARS,
BUT NOT BEFORE JANUARY 1, 2006. IF YOU REQUEST THIS ACCOUNTING MORE THAN ONCE IN A

12-MONTH PERIOD, I MAY CHARGE YOU A REASONABLE, COST-BASED FEE FOR RESPONDING TO

THESE ADDITIONAL REQUESTS.

RESTRICTIONS: YOU HAVE THE RIGHT TO REQUEST THAT I PLACE ADDITIONAL

RESTRICTIONS ON MY USE OR DISCLOSURE OF YOUR HEALTH INFORMATION. I AM NOT REQUIRED

TO AGREE TO THESE ADDITIONAL RESTRICTIONS, BUT IF I DO, I WILL ABIDE BY OUR AGREEMENT

(EXCEPT IN AN EMERGENCY).

ALTERNATIVE COMMUNICATION: YOU HAVE THE RIGHT TO REQUEST THAT I
COMMUNICATE WITH YOU ABOUT YOUR HEALTH INFORMATION BY ALTERNATIVE MEANS OR TO

ALTERNATIVE LOCATIONS. (YOU MUST MAKE YOUR REQUEST IN WRITING.) YOUR REQUEST MUST

SPECIFY THE ALTERNATIVE MEANS OR LOCATION AND PROVIDE SATISFACTORY EXPLANATION HOW

PAYMENTS WILL BE HANDLED UNDER THE ALTERNATIVE MEANS OR LOCATION YOU REQUEST.
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AMENDMENT: YOU HAVE THE RIGHT TO REQUEST THAT I AMEND YOUR HEALTH INFORMATION.
(YOUR REQUEST MUST BE IN WRITING, AND IT MUST EXPLAIN WHY THE INFORMATION SHOULD BE

AMENDED.) I MAY DENY YOUR REQUEST UNDER CERTAIN CIRCUMSTANCES.

QUESTIONS AND COMPLAINTS
IF YOU WANT MORE INFORMATION ABOUT MY PRIVACY PRACTICES OR HAVE QUESTIONS OR CONCERNS,
PLEASE CONTACT ME.

IF YOU ARE CONCERNED THAT I HAVE VIOLATED YOUR PRIVACY RIGHTS, OR YOU DISAGREE WITH A

DECISION I MADE ABOUT ACCESS TO YOUR HEALTH INFORMATION OR IN RESPONSE TO A REQUEST YOU

MADE TO AMEND OR RESTRICT THE USE OR DISCLOSURE OF YOUR HEALTH INFORMATION OR TO HAVE ME

COMMUNICATE WITH YOU BY ALTERNATIVE MEANS OR AT ALTERNATIVE LOCATIONS, YOU MAY COMPLAIN TO

ME USING THE CONTACT INFORMATION LISTED AT THE END OF THIS NOTICE. YOU ALSO MAY SUBMIT A

WRITTEN COMPLAINT TO THE U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES.

I SUPPORT YOUR RIGHT TO PRIVACY OF YOUR HEALTHCARE INFORMATION. I WILL NOT RETALIATE IN ANY

WAY IF YOU CHOOSE TO FILE A COMPLAINT WITH ME OR WITH THE U.S. DEPARTMENT OF HEALTH AND

HUMAN SERVICES
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