HIPAA NOTICE OF PRIVACY PRACTICES
Federal and state laws regulate privacy within the practice of psychotherapy. The following notice outlines how
medical information about you may be used and disclosed. It also outlines how you are able to obtain access
to this information.
Your protected health information (or PHI) includes the records that I create and, with your permission, obtain
from other health professionals (such as psychological testing or medical reports). This information includes my
clinical documentation, diagnoses, treatments, referrals, and your billing history and records. This information,
in accordance with the law, is kept confidential and in accordance with this described notice of privacy
practices. I am also required to give you a copy of this privacy practice for your own use or records.
I reserve the right to change my privacy practices as long as they remain in accordance with the current
regulations. If I do change my privacy practices, I will provide you with written notification.
Permitted Uses and Disclosures of Protected Health Information: I am permitted, under federal law, to use
and disclose your PHI without authorization for treatment, payment, or health care operations. Examples of
such potential uses or disclosures are provided below:


Treatment: For example, I may give information about your treatment to other health care providers to
facilitate your treatment, referrals, or consultations. If or when I disclose information to other people or
companies, I require them to protect your privacy as well.



Health Care Operations: Your PHI may be used or disclosed as part of my internal health care
operations. Examples of such health care operations may include, among other things, accreditation,
training programs, certification, licensing, or other credentialing activities.



Payment: I may use and disclose your PHI to bill and collect payment for the treatment and services
that I have provided to you. For example, obtaining a pre-authorization for treatment may require that
your PHI be disclosed to your health insurance plan.

I may use your mental health information for other purposes without your written consent in the following
other situations. While legally I am entitled to do this, I will make every effort, when appropriate, to inform you
that I have made such a disclosure or that I intend to do so.
Abuse, Neglect, or Domestic Violence: As required by law, I may disclose your PHI to report suspected abuse,
neglect or domestic violence.

Communication: For appointments and services to remind you of an appointment or tell you about treatment
alternatives or health related benefits of services.
Health Oversight: I may disclose your PHI for oversight activities authorized by law or to an authorized health
oversight agency to facilitate auditing, inspection, or investigation related to my provision of health care or to
the health care system.
Judicial and Administrative Proceedings: I may be required to disclose your PHI in the course of a judicial or
administrative proceeding, in accordance with my legal obligations.
Law Enforcement: I may disclose your PHI to a law enforcement official for certain law enforcement
purposes. For example, I may report certain types of injuries as required by law or make a report concerning a
crime or suspected criminal conduct.
Minors: I may disclose information to individuals involved in your treatment, such as your parents or
guardian, if you are a minor. Additionally, if you are an unemancipated minor under Virginia law, there may
be circumstances in which I disclose your PHI to a parent, guardian, or other person acting in loco parentis, in
accordance with my ethical and legal responsibilities.
Notification: I may use or disclose your PHI to notify a family member or other person responsible for your
care about your location and about your general condition. If you are unavailable because, for example, you
are incapacitated or because of some other emergency circumstance, I will use my best professional
judgment to determine what is in your best interest and whether a disclosure may be necessary to ensure an
adequate response to the emergency circumstances.
Parents: If you are a parent of an unemancipated minor, and are acting as the minor’s personal representative, I
may disclose health information about your child to you under certain circumstances. For example, I am legally
required to obtain your consent as your child’s personal representative in order for your child to receive care
from me. In some circumstances, I may not disclose health information about an unemancipated minor to you.
For example, if your child is legally authorized to consent to treatment
(without separate consent from you), consents to such treatment, and does not request that you be treated as
his or her personal representative, I may not disclose your child’s PHI to you without your child’s written
authorization.
Personal Representative: If you are an adult or an emancipated minor, I may disclose your PHI to a personal
representative authorized to act on your behalf in making decisions about your health care.
Public Safety: Because of my legal and ethical obligations, I may disclose your PHI based on a good faith
determination that such disclosure is necessary to prevent a serious or imminent threat to the health or safety
of a person or the public to apprehend an individual sought be law enforcement.
Required by Law: I may be required by Federal, State or local law to disclose your PHI.
Worker’s Compensation: I may disclose your PHI to comply with laws regarding workers’ compensation.

You have rights in regards to your PHI:
Requesting Restrictions: You have the right to ask me to limit my use or disclosure of your PHI. I am not
required to agree with your request, but if I do agree to it, I will abide by your request except, as required by
law, in emergencies or when the information is necessary for your treatment. Your request must be: in
writing, describe the information that you want restricted, state if the restriction is to limit my use or
disclosure, and state to whom the restriction applies.
Confidential Communications: You may ask that I communicate with you in a particular way, or at a certain
location, to maintain your confidentiality. Your request must be in writing and must tell me how you intend
to satisfy you financial obligation and specify an alternate way that I can confidentially contact you. You do
not have to give a reason for your request.
Inspect and Copy: You may request to review or to receive a copy of your PHI that is maintained in my files.
Federal law prohibits the inspection or copying of: psychotherapy notes, information compiled in reasonable
anticipation of, or use, in a civil, criminal, or administrative action or proceeding; and PHI that is subject to
the law that prohibits access to PHI. If I am unable to satisfy your request, I will tell in writing the reason for the
denial and you right, if any, to request a review of the decision. I may charge you a fee for this service.
Paper Copy of this notice: You are entitled to receive a paper copy of my Notice of Privacy Practices by using
the contact information supplied on the first page.
File a Complaint: If I have violated your privacy rights you may file a complaint directly with me using the
contact information on the first page. You may also file a complaint directly with the Secretary of the
Department of Health and Human Services. You will not be penalized for complaining.
Provide an Authorization for Other Uses and Disclosures: I will not disclose your PHI for any reason except
those described in this notice, unless you provide me with a written authorization to do so. I may request
such an authorization to use or disclose your PHI for any purpose, but you are not required to give me such an
authorization as a condition of your treatment. Any written authorization from you may be revoked by
you in writing at any time, but such revocation will not affect any prior authorized uses or disclosures.
I have read and understand the above information about confidentiality and its limits:

_________________________________________________________
Name

_________________________________________________________

_______________________

Signature

Date

