
 

Name: _____________________________Date: _____________ 

 

HIPAA NOTICE OF PRIVACY PRACTICES 

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 of Privacy Practices describes how we may use and disclose your protected health 
information (PHI) to carry out treatment, payment or health care operations (TPO) and for other 
purposes that are permitted or required by law. It also describes your rights to access and control 
your protected health information. “Protected health information” is information about you, 
including demographic information, that may identify you and that relates to your past, present 
or future physical or mental health or condition and related health care services. 

Uses and Disclosures of Protected Health Information: Your protected health information may be 
used and disclosed by our organization, our office staff and others outside of our office that are 
involved in your care and treatment for the purpose of providing health care services to you, to 
pay your health care bills, to support the operation of the organization, and any other use 
required by law. 

We may use or disclose your protected health information in the following situations without 
your authorization: as Required By Law, Public Health issues as required by law, Communicable 
Diseases, Health Oversight, Abuse or Neglect, Food and Drug Administration requirements. 

 

COVID-19 testing, all test results must be reported to the Department of Health (DOH). 

 

By signing below, you are giving JCW Mental Health LLC    to disclosure the results of your 
COVID19 Test to The health Department for disease control and statistics. 

 

___________________________________________   _______________ 
Print Name         Date 
 
 
 
___________________________________________   ________________ 
Signature         Date 


