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HIPAA: NOTICE OF PRIVACY PRACTICES 
Your health record contains personal information about you and your health.  This information about you that may identify you 

and that relates to your past, present or future physical or mental health or condition and related health care services is referred to 

as Protected Health Information (“PHI”). This Notice of Privacy Practices describes how we may use and disclose your PHI in 

accordance with applicable law, including the Health Insurance Portability and Accountability Act (“HIPAA”), regulations 

promulgated under HIPAA including the HIPAA Privacy and Security Rules, and the NASW Code of Ethics.  It also describes 

your rights regarding how you may gain access to and control your PHI.  

We are required by law to maintain the privacy of PHI and to provide you with notice of our legal duties and privacy practices 

with respect to PHI. We are required to abide by the terms of this Notice of Privacy Practices.  We reserve the right to change the 

terms of our Notice of Privacy Practices at any time.  Any new Notice of Privacy Practices will be effective for all PHI that we 

maintain at that time. We will provide you with a copy of the revised Notice of Privacy Practices by posting a copy on our 

website, sending a copy to you in the mail upon request or providing one to you at your next appointment.  

  

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU 

For Treatment.  We may use or disclose your health information to a physician or other healthcare provider providing treatment 

to you. 

For Payment.  We may use and disclose your health information to obtain payment for services we provide to you. 

For Healthcare Operations.  We may use and disclose your health information in connection with our healthcare operations. 

Healthcare operations include quality assessment and improvement activities, reviewing the competence or qualifications of 

healthcare professions, evaluating practitioner and provider performance, conducting training programs, accreditation, 

certification, licensing or credentialing activities. 

Required by Law.  We may use or disclose your health information when we are required to do so by law. 

Without Authorization.  In addition to our use of your health information for treatment, payment or healthcare operations, you 

may give us written authorization to use your health information or to disclose it to anyone for any purpose. If you give us an 

authorization you may revoke it in writing at any time. Your revocation will not affect any use or disclosures permitted by your 

authorization while it was in effect. Unless you give us a written authorization, we cannot use or disclose your health information 

for any reason except those described in this Notice. 

Abuse or Neglect. We may disclose your health information to a state or local agency that is authorized by law to receive reports 

of abuse or neglect.   

Medical Emergencies.  We may use or disclose your PHI in a medical emergency situation to medical personnel only in order to 

prevent serious harm. Our staff will try to provide you a copy of this notice as soon as reasonably practicable after the resolution 

of the emergency. 

Family/Friends Involvement in Care. We may disclose information to close family members or friends directly involved in 

your treatment based on your consent or as necessary to prevent serious harm or to provide you access to necessary medications 

or treatment. 

Marketing Health-Related Services. We will not use your health information for marketing communications without your 

written consent. 

National Security. We may disclose to military authorities the health information of Armed Forces personnel under certain 

circumstances. We may disclose to authorized federal officials health information required for lawful intelligence, 

counterintelligence and other national security activities. We may disclose to correctional institution or law enforcement official 

having lawful custody of protected health information of inmate or patient under certain circumstances. 

Appointment Reminders. We may use or disclose your health information to provide you with appointment reminders (such as 

voicemail messages, postcards, or letters). 

 

YOUR RIGHTS REGARDING YOUR PHI 

You have the following rights regarding PHI we maintain about you.  To exercise any of these rights including filing any 

complaints, please submit your request in writing to our Privacy Officer or with the Secretary of Health and Human Services at 

200 Independence Avenue, S.W.  Washington, D.C. 20201 or by calling (202) 619-0257.  We will not retaliate against you for 

filing a complaint.:  
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 Right of Access to Inspect and Copy.  You have the right to look at or get copies of your health information, with 

limited exceptions. You may request that we provide copies in a format other than photocopies. We will use the format 

you request unless we cannot practicably do so. (You must make a request in writing to obtain access to your health 

information. You may obtain a form to request access by using the contact information listed at the end of this Notice. 

We will charge you a reasonable cost based fee for expenses such as copies and staff time. You may also request access 

by sending us a letter to the address at the end of this Notice. If you request copies, we will charge you $ $0.00  per 

page/$35.00 per hour for staff time to locate and copy your health information, and postage if you want the copies 

mailed to you. If you request an alternative format, we will charge a cost-based fee for providing your health 

information in that format. If you prefer, we will prepare a summary or an explanation of your health information for a 

fee. Contact us using the information listed at the end of this Notice for a full explanation of our fee structure. 

 Right to Amend.  If you feel that the PHI we have about you is incorrect or incomplete, you may ask us to amend the 

information although we are not required to agree to the amendment. If we deny your request for amendment, you have 

the right to file a statement of disagreement with us. We may prepare a rebuttal to your statement and will provide you 

with a copy. Please contact the Privacy Officer if you have any questions. 

 Right to an Accounting of Disclosures.  You have the right to receive a list of instances in which we or our business 

associates disclosed your health information for purposes, other than treatment, payment, healthcare operations and 

certain other activities, for the last 6 years, but not before April 14, 2003. If you request this accounting more than once 

in a 12-month period, we may charge you a reasonable, cost-based fee for responding to these additional requests.  

 Right to Request Restrictions.  You have the right to request a restriction or limitation on the use or disclosure of your 

PHI for treatment, payment, or health care operations.  We are not required to agree to your request unless the request 

is to restrict disclosure of PHI to a health plan for purposes of carrying out payment or health care operations, and the 

PHI pertains to a health care item or service that you paid for out of pocket. In that case, we are required to honor your 

request for a restriction.   

 Right to Request Confidential Communication.  You have the right to request that we communicate with you about 

health matters in a certain way or at a certain location.  We will accommodate reasonable requests.  We may require 

information regarding how payment will be handled or specification of an alternative address or other method of 

contact as a condition for accommodating your request.  We will not ask you for an explanation of why you are making 

the request. 

 Breach Notification. If there is a breach of unsecured PHI concerning you, we may be required to notify you of this 

breach, including what happened and what you can do to protect yourself. 

 Right to a Copy of this Notice.  You have the right to a copy of this notice. 

 

The effective date of this Notice is April 2003. 

 
*ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES* 

You may refuse to sign this acknowledgement if you choose. 
 
I, ____________________________________ have received a copy or been shown a copy of 
this offices’ Notice of Privacy Practices/HIPPA. 
 

Signature: ________________________________  Date:__________________ 
 

FOR OFFICE USE ONLY 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices/HIPPA, but acknowledgement could not be 
obtained because: 
 
_____ Individual refused to sign 
_____ Communcations barriers prohibited from obtaining the 

acknowledgement 
_____ An emergency situation prevented us from obtaining 

acknowledgement 
 
 
 

_____ Other (Please specify) 
______________________________________________________ 
______________________________________________________ 

 

Office Representative Name: ________________________ 

 

Date: _________________________ 
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