HIPAA PRIVACY PRACTICES

There may be times when we need to consult with a colleague or another professional about issues raised by clients in therapy.  Client confidentiality is still protected during consultation by us and the professional consulted.  Signing this disclosure statement gives us permission to consult as needed to provide professional services to you as a client.

CONFIDENTIALITY
Generally speaking, the information provided by and to the client during therapy sessions is legally confidential and cannot be released without the client’s consent.  There are exceptions to this confidentiality, some of which are listed in the HIPPA Notice of Primacy Rights as well as other exceptions in Federal law.  If a legal exception arises during therapy, if feasible, you will be informed accordingly. For example, some of the exceptions would include: suspected child abuse, molestation or incest, a client is in danger of hurting self or others, danger of violence, suspected abuse of the elderly or others unable to care for themselves, suspected threat to national security, subpoenaed testimony in criminal court cases, orders to violate privilege by judges in child custody and divorce cases. 

CHILDREN AND ADOLESCENTS
A child fourteen or younger seen in this office must have the signature of a parent.  In the case of divorce, the authorization must be signed by both parents or the court document presented giving sole custody.    


OUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health information.  We are also required to give you this Notice about our privacy practices that are described in this Notice while it is in effect.  The Notice takes effect April 14, 2003 and will remain in effect until we replace it.

USES AND DISCLOSURES OF HEALTH INFORMATION

In the event of your incapacity or emergency circumstances, we will disclose health information based on a determination using our professional judgment disclosing only health information that is directly relevant to the person’s involvement in your healthcare.  We will also use our professional judgment and our experience with common practice to make reasonable inferences in your best interest in allowing another person to pick up health information.

We may use or disclose your health information when we are required to do so by law or when ordered to do so by a court having jurisdiction of an appropriate matter.

We must disclose your health information to appropriate authorities if we reasonably believe that you are a victim of abuse, neglect or domestic violence or the possible victim of other crimes.  We may disclose your health information to the extent necessary to avert a serious threat to your health or safety or health or safety of others.

Access: You have the right to inspect or obtain copies of your health information, except for therapist’s notes and certain other limited exceptions. If you request copies, we will charge you $1.00 for each page 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 printing your health information in that format.  
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