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Norick orF PoLicies AND PracTices To PRoTECT THE PRivAaCY OF YOUR HEALTH INFORMATION

THIS NOTICE DESCRIBES HOW PSYCHOLOGICAL AND MEDICAL INFORMATION ABOUT
YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY.

I. Usks AND D1scLOSURES FOR TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS

I MAY USE OR DISCLOSE YOUR PROTECTED HEALTH INFORMATION (PHI), FOR TREATMENT, PAYMENT, AND HEALTH CARE

OPERATIONS PURPOSES WITH YOUR CONSENT. T0 HELP CLARIFY THESE TERMS, HERE ARE SOME DEFINITIONS:

*  “PHI” REFERS TO INFORMATION IN YOUR HEALTH RECORD THAT COULD IDENTIFY YOU.

“TREATMENT, PAYMENT AND HEALTH CARE OPERATIONS”
— TREATMENT 1S WHEN | PROVIDE, COORDINATE OR MANACE YOUR HEALTH CARE AND OTHER SERVICES RELATED TO
YOUR HEALTH CARE. AN EXAMPLE OF TREATMENT WOULD BE WHEN | CONSULT WITH ANOTHER HEALTH CARE
PROVIDER, SUCH AS YOUR PHYSICIAN OR MENTAL HEALTH PROVIDER.
- PAYMENT 1S WHEN | OBTAIN REIMBURSEMENT FOR YOUR HEALTHCARE. EEXAMPLES OF PAYMENT ARE WHEN |
DISCLOSE YOUR PHI TO YOUR HEALTH INSURER TO OBTAIN REIMBURSEMENT FOR YOUR HEALTH CARE OR TO
DETERMINE ELIGIBILITY OR COVERAGE. PLEASE NOTE THAT CLAIMS FILED THROUGH INSURANCE ARE FILED
ELECTRONICALLY VIA THE INTERNET.
- 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 MY OFFICE SUCH AS SHARING, EMPLOYING, APPLYING, UTILIZING, EXAMINING,

AND ANALYZING INFORMATION THAT IDENTIFIES YOU.

“DISCLOSURE” APPLIES TO ACTIVITIES OUTSIDE OF MY OFFICE SUCH AS RELEASING, TRANSFERRING, OR PROVIDING ACCESS

TO INFORMATION ABOUT YOU TO OTHER PARTIES.

II. Usks aND DiscLOSURES REQUIRING AUTHORIZATION

I MAY USE OR DISCLOSE PHI FOR PURPOSES OUTSIDE OF TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS WHEN YOUR
APPROPRIATE AUTHORIZATION IS OBTAINED. AN “AUTHORIZATION” IS WRITTEN PERMISSION ABOVE AND BEYOND THE GENERAL
CONSENT THAT PERMITS ONLY SPECIFIC DISCLOSURES. IN THOSE INSTANCES WHEN I AM ASKED FOR INFORMATION FOR
PURPOSES OUTSIDE OF TREATMENT, PAYMENT AND HEALTH CARE OPERATIONS. | WILL NEED TO OBTAIN AN AUTHORIZATION
BEFORE RELEASING YOUR PHI WHICH INCLUDES PSYCHOTHERAPY NOTES. “PSYCHOTHERAPY NOTES” ARE NOTES | HAVE MADE
ABOUT OUR CONVERSATION DURING A PRIVATE, GROUP, JOINT, OR FAMILY COUNSELING SESSION.

YOU MAY REVOKE ALL AUTHORIZATIONS AT ANY TIME, PROVIDED EACH REVOCATION IS IN WRITING. YOU MAY NOT REVOKE AN
AUTHORIZATION TO THE EXTENT THAT (I) [ HAVE RELIED ON THAT AUTHORIZATION; OR (2) IF THE AUTHORIZATION WAS
OBTAINED AS A CONDITION OF OBTAINING INSURANCE COVERAGE, AND THE LAW PROVIDES THE INSURER THE RIGHT TO CONTEST
THE CLAIM UNDER THE POLICY.



II1. Usks anD DiscLosURES WiTH NEITHER CGONSENT NOR AUTHORIZATION
I MAY USE OR DISCLOSE PHI WITHOUT YOUR CONSENT OR AUTHORIZATION IN THE FOLLOWING CIRCUMSTANCES:

- CHILD ABUSE: IF | HAVE REASONABLE CAUSE TO BELIEVE THAT A CHILD HAS SUFFERED ABUSE OR NEGLECT, I am REQUIRED
BY LAW TO REPORT IT TO THE PROPER LAW ENFORCEMENT AGENCY OR THE FLORIDA DEPARTMENT OF HEALTH.

*  ApuLt AND DoMESTIC ABUSE: IF | HAVE REASONABLE CAUSE TO BELIEVE THAT ABANDONMENT, ABUSE, FINANCIAL
EXPLOITATION, OR NEGLECT OF A VULNERABLE ADULT HAS OCCURRED, | MUST IMMEDIATELY REPORT THE ABUSE TO THE
Froripa DePARTMENT OF HEALTH. IF | HAVE REASON TO SUSPECT THAT SEXUAL OR PHYSICAL ASSAULT HAS OCCURRED, |
MUST IMMEDIATELY REPORT TO THE APPROPRIATE LAW ENFORCEMENT AGENCY AND TO THE DEPARTMENT HEALTH.

- Hearta OversiGHT: IF THE FLORIDA EXAMINING BOARDS SUBPOENA ME AS PART OF INVESTIGATIONS, HEARINGS OR
PROCEEDINGS RELATING TO THE DISCIPLINE, ISSUANCE OR DENIAL OF LICENSURE, I MusT compLy. THIS COULD INCLUDE
DISCLOSING YOUR RELEVANT MENTAL HEALTH INFORMATION.

- JUDlClAL OR ADMINISTRATIVE PROCEEDINGS: IF YOU ARE INVOLVED IN A COURT PROCEEDING AND A REQUEST IS MADE FOR
INFORMATION ABOUT THE PROFESSIONAL SERVICES THAT | HAVE PROVIDED TO YOU AND THE RECORDS THEREOF, SUCH
INFORMATION IS PRIVILEGED UNDER STATE LAW, AND I WILL NOT RELEASE INFORMATION WITHOUT THE WRITTEN
AUTHORIZATION OF YOU OR YOUR LEGAL REPRESENTATIVE, OR A SUBPOENA OF WHICH YOU HAVE BEEN PROPERLY NOTIFIED
AND YOU HAVE FAILED TO INFORM ME THAT YOU ARE OPPOSING THE 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.

- SERI0US THREAT TO HEALTH OR SAFETY: | MAY DISCLOSE YOUR CONFIDENTIAL MENTAL HEALTH INFORMATION TO ANY
PERSON WITHOUT AUTHORIZATION IF | REASONABLY BELIEVE THAT DISCLOSURE WILL AVOID OR MINIMIZE IMMINENT
DANGER TO YOUR HEALTH OR SAFETY, OR THE HEALTH OR SAFETY OF ANY OTHER INDIVIDUAL.

- WoRKER’S COMPENSATION: IF YOU FILE A WORKERS COMPENSATION CLAIM, WITH CERTAIN EXCEPTIONS, [ MUST MAKE
AVAILABLE, AT ANY STAGE OF THE PROCEEDINGS, ALL MENTAL HEALTH INFORMATION IN MY POSSESSION RELEVANT TO THAT
PARTICULAR INJURY IN THE OPINION OF THE FLORIDA DEPARTMENT OF LABOR AND INDUSTRIES, TO YOUR EMPLOYER,
YOUR REPRESENTATIVE, AND THE DEPARTMENT OF LABOR AND INDUSTRIES UPON REQUEST.

IV. Patient’s Ricurs anp PrRovIDER’S DUTIES
Parient’s RicHTs:

RicHT TO REQUEST RESTRICTIONS —YOU HAVE THE RIGHT TO REQUEST RESTRICTIONS ON CERTAIN USES AND
DISCLOSURES OF PROTECTED HEALTH INFORMATION ABOUT YOU. HOWEVER, I amNoT REQUIRED TO AGREE TO A
RESTRICTION YOU REQUEST.

Ricur 1o RECEIVE CONFIDENTIAL COMMUNICATIONS BY ALTERNATIVE MEANS AND AT ALTERNATIVE LOCATIONS —
YOU HAVE THE RIGHT TO REQUEST AND RECEIVE CONFIDENTIAL COMMUNICATIONS OF PHI BY ALTERNATIVE MEANS
AND AT ALTERNATIVE LOCATIONS. (FOR EXAMPLE, YOU MAY NOT WANT A FAMILY MEMBER TO KNOW THAT YOU ARE
SEEING ME. UPON YOUR REQUEST, ] WILL SEND YOUR BILLS TO ANOTHER ADDRESS.)

RicaT 1O InsPECT AND COPY — YOU HAVE THE RIGHT TO INSPECT OR OBTAIN A COPY (OR BOTH) OF PHI IN MY
MENTAL HEALTH AND BILLING RECORDS USED TO MAKE DECISIONS ABOUT YOU FOR AS LONG AS THE PHI 1s
MAINTAINED IN THE RECORD. | MAY DENY YOUR ACCESS TO PHI UNDER CERTAIN CIRCUMSTANCES, BUT IN SOME CASES



YOU MAY HAVE THIS DECISION REVIEWED. ON YOUR REQUEST, I WILL DISCUSS WITH YOU THE DETAILS OF THE.
REQUEST AND DENIAL PROCESS.

RicHT TO AMEND — YOU HAVE THE RIGHT TO REQUEST AN AMENDMENT OF PHI FOR AS LONG As THE PHI 15
MAINTAINED IN THE RECORD. | MAY DENY YOUR REQUEST. ON YOUR REQUEST, | WILL DISCUSS WITH YOU THE
DETAILS OF THE AMENDMENT PROCESS.

RicHT TO AN ACCOUNTING — YOU GENERALLY HAVE THE RIGHT TO RECEIVE AN ACCOUNTING OF DISCLOSURES OF PHI
FOR WHICH YOU HAVE NEITHER PROVIDED CONSENT NOR AUTHORIZATION (AS DESCRIBED IN SECTION I1I oF THIS
Norice). ON YOUR REQUEST, I WILL DISCUSS WITH YOU THE DETAILS OF THE ACCOUNTING PROCESS.

Ricur 10 A PAPER COPY — YOU HAVE THE RIGHT TO OBTAIN A PAPER COPY OF THE NOTICE FROM ME UPON REQUEST,
EVEN IF YOU HAVE AGREED TO RECEIVE THE NOTICE ELECTRONICALLY.

ProviDER’s DUTIES:

* | AMREQUIRED 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 PHI.

| RESERVE THE RIGHT TO CHANGE THE PRIVACY POLICIES AND PRACTICES DESCRIBED IN THIS NOTICE. UNLESS I NOTIFY
YOU OF SUCH CHANGES, HOWEVER, | AM REQUIRED TO ABIDE BY THE TERMS CURRENTLY IN EFFECT.

Ir I REVISE MY POLICIES AND PROCEDURES, | WILL NOTIFY YOU BY MAILING YOU A COPY OF THE REVISION WITH YOUR
MONTHLY STATEMENT.

V. Qugstions AND COMPLAINTS
IF YOU HAVE QUESTIONS ABOUT THIS NOTICE, DISAGREE WITH A DECISION I MAKE ABOUT ACCESS TO YOUR RECORDS, OR HAVE
OTHER CONCERNS ABOUT YOUR PRIVACY RIGHTS, YOU MAY CONTACT ME AT (239) 989-9738.

IF YOU BELIEVE THAT YOUR PRIVACY RIGHTS HAVE BEEN VIOLATED AND WISH TO FILE A COMPLAINT WITH ME YOU MAY SEND
YOUR WRITTEN COMPLAINT TO ME AT PO Box 152974 Capr Coratr, FL. 339r15.

YOU MAY ALSO SEND A WRITTEN COMPLAINT TO THE FLORIDA DEPARTMENT OF HEALTH. FOR INFORMATION ON HOW TO FILE
A COMPLAINT WITH FLORIDA DEPARTMENT OF HEALTH, PLEASE CALL THE HIPPA DEPARTMENT AT (850) 245-4T14T.

YOU HAVE SPECIFIC RIGHTS UNDER THE PRIVACY RULE. | WILL NOT RETALIATE AGAINST YOU FOR EXERCISING YOUR RIGHT TO
FILE A COMPLAINT.

VI. ErrecTive DATE, REsTRICTIONS AND CHANGES TO PRivACY PoLicy
THIS NOTICE WILL GO INTO EFFECT ON APRIL Iéi N 2003.

I RESERVE THE RIGHT TO CHANGE THE TERMS OF THIS NOTICE AND TO MAKE THE NEW NOTICE PROVISIONS EFFECTIVE FOR ALL
PHI tHAT I MAINTAIN. | WILL PROVIDE YOU WITH A REVISED NOTICE BY MAIL IF NECESSARY.



VII. SIGNATURE AND ACKNOWLEDGEMENT OF PoLicy PRACTICES

MY SIGNATURE BELOW CONSTITUTES MY ACKNOWLEDGEMENT THAT | HAVE BEEN PROVIDED WITH A COPY OF THE NOTICE OF
Povricy PracTicEs.

CLIENT Dare______
(GUARDIAN (IF CLIENT IS A MINOR) RevaTionsmre___ Dare_____
ProviDER DaTE




