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____________________________________________________________________________________________________
RECEIPT OF HIPPA STATEMENT &

CONSENT TO USE OR DISCLOSE INFORMATION FOR TREATMENT, 
PAYMENT AND HEALTH CARE OPERATIONS
As stated in the Notice, I understand that:

*Federal regulations allow Jacquie Lamb, LMHC, LLC to use or disclose protected health information from my record in order to provide treatment, to obtain payment for the services provided, and for other professional activities known as "health care operations".

*Understand the Uses and Disclosures for Treatment, Payment and Health Care Operations as stated and described more fully in our Notice of Privacy Practices.

*Understand the Uses and Disclosures that Require Your Authorization as stated and described more fully in our Notice of Privacy Practices.

*Understand the Uses and Disclosures with Neither Consent nor Authorization (Limits to Confidentiality) as stated and described more fully in our Notice of Privacy Practices.

*Understand the rights of the Patient and the Duties of the Provider as stated and described more fully in our Notice of Privacy Practices. 

*Understand the Risks of Using Email/Texting and that Jacquie Lamb, LMHC, LLC is not liable for improper disclosure of confidential information that is exchanged through  unsecured technology.

_____________________________________________________________________________________
​​​​​​​​​​​​​​​​​​​​​It is acknowledged that I have received a copy of the Notice of Privacy Practice/HIPPA Statement that I can keep for my records.  I hereby consent to the use or disclosure of my protected health information as specified above.

Client Name: _______________________________________

Client Signature:_____________________________________
Date:_______________

Please return the signed paperwork to the therapist.  You may keep the 

Notice of Privacy Practices/HIPPA Statement for your records
Jacquie Lamb, LMHC, LLC


Licensed Mental Health Counselor, MH11604








