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Notice of Privacy Practices

Elena Gonzalez, LMFT 97660

(619) 667-1691

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION MAY BE USED AND DISCLOSED AND HOW

YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

1. MY PLEDGE REGARDING HEALTH INFORMATION:

| unders tand t h e th e a l t hi n f o r m a t i o n a b o u t y o u a n d y o u r h e a l t h c a r e i s pe rsona l . | am c o m m i t t e d to

p r o t e c t i n g hea l t h i n f o r m a t i o n about you. | c rea te s reco rd o f t h e c a r e a n d s e r v i c e s y o u r e c e i v e f r omm e .

| need t h i s r e c o r dt o p r o v i d e y o uw i t h q u a l i t y c a r e and t o comply w i t h c e r t a i n l e g a l requi rements. This

n o t i c e app l ies t o a l l o f t h e r e c o r d s o f y o u r c a r e g e n e r a t e d b y t h i s m e n t a lh e a l t h c a r e p r a c t i c e . This

n o t i c e w i l l t e l ly o u about t h e ways i n w h i c h | m a y u s e a n d d i s c l o s e h e a l t h i n f o r m a t i o n about you . | also

d e s c r i b eyour r i g h t s t o t h e hea l t h i n f o r m a t i o n| k e e pa b o u t y o u , a n d desc r i be cer ta in o b l i g a t i o n s| h a v e

regarding t h e use a n dd i s c l o s u r e o f y o u r h e a l t h in fo rma t ion . | emr e q u i r e d b y l e w t o :

« Make suret h a t protected health information (?PHI*)t h a ti d e n t i f i e syou i s kept private.

e Giveyout h i sno t i ce o f my lega l dut ies and privacy pract icesw i t h respect to health information.

« Followt h e terms o f t h e not icet h a t i s currently i n ef fect .

e { c a n change t h e terms o f t h i s Not ice, a n d s u c h c h a n g e s w i l l app ly t o a i l in format ion | h a v e about

y o u . T h e new N o t i c e w i l l b e ava i lab leu p o nr e q u e s t ,i n m y o f f i c e , a n d o n m y w e b s i t e .

il. HOW | MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU:

The fo l lowing c a t e g o r i e s d e s c r i b e d i f f e r e n t ways t h a t | u s e a n d d isc lose h e a l t h i n f o r m a t i o n . For e a c h

c a t e g o r y o f useso r disclosures | w i l l exp la i nw h a t | meana n d t r y t o g i v e somee x a m p l e s . Not every use

or disc losure in a c a t e g o r y wi l l be l is ted. However, all o f the weys | am p e r m i t t e d to use a n d disclose

in format ion wiil fa l l w i th in one o f the categor ies .

For Treatment Payment, or Health Care Operations: Federal privacy rules (regulations) allow health care

providers whohave d i r e c t t reatmentrelat ionshipw i th t h e patient/cl ientt o useo r disclose t h e

patient/client?s personal health information without the patient's written authorization, to carry out the

heaith care provider's own treatment, payment or health care operations. | may also disclose your

protected health information for the treatment activities of any heaith care provider. This too can be

done without your written authorization. For example, if a clinician were to consult with another licensed

health care provider about your condition, we would be permitted to use and disclose your person

health information, which is otherwise confidential, in order to assist the clinician in diagnosis and

treatment of your mental health condition.
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WW. CERTAIN USES AND DISCLOSURES RI QUIRE YOUR AUTHORIZATION:

1 Paychotherapy Notes. 1 do keep ?psychotherapy notes" as that term le cafined In 40 CPR W 164.601,

and any use of disclosure of such notes requ i s your Authorization unlens the wwe or dlaclowure le:

a. For my use In (eating you.
b. For my use Irv training or supervising mental health practitionera to help them improve thelr akille

In group, joint, family, or Individual counseling or therapy,

6. For my use in defending mynelt in legal proceedinga Inatituied by you,

d. For use by the Secretary of Health and Human Services to Inveatigate my compliance with

HIPAA,

@. Required by law and the use or disclonure la limited to the racuilrements of auch law,

{, Required by law fo r cer ta in heal th overa lg i t act iv i t ies perta in ing to (he originator of the

paychotherapy notes.

Q. Required by a coroner who ls performing dutios authorized by law,

h. Required to help avert a serious threat to the health and safety of others,

2, Marketing Purposes, As a paychotherapiat, | will not use or disclose your PHI for marketing

purposes.

3. Bale of PHI, Ae a psychotherapiet, | will not sell your PHI In the reguiar course of my business,

IV. CERTAIN USES AND DISCLOSURES DO NOT REQUIRE YOUR AUTHORIZATION, Subject to certain

limitations in the law, | can use and disclose your PHI without your Authorization for the following

reasons:

1. When disclosure |e required by atate or federal law, and the use or disclosure complies with and is

limited to the relevant requirements of such law.

2. for public health activities, Including reporting euapected child, elder, or dependent actiult abuse, or

preventing or reducing a serious threat to anyone's health or safety,

3 For health oversight activities, Including audits and investigations,
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4. For judicial and admin is t ra t i ve proceed ings , inc luding respond ing to a cou r t or admin is t ra t ive order,

a l though my pre fe rence is t o obta in an Author izat ion f rom you before do ing so.

6. For law enforcement purposes, including reporting crimes occurring on my premises.

6. To coroners or medical examiners, when such individuals are performing duties authorized by law.

7. For research purposes, Including studying and comparing the mental health of patients who

received one form of therapy versus those who received another form of therapy for the same

condition.

8. Specialized government functions, including, ensuring the proper execution of military missions;

protecting the President of the United States; conducting intelligence or counter-intelligence

operations; or, helping to ensure the safety of those working within or housed in correctional

institutions.

9. For workers ' compensa t ion purposes. A l though my preference is to obta in an Author iza t ion f r om

you, | may prov ide your PHI in o rde r t o comp l y w i t h workers? compensa t i on laws.

10. Appo in tment reminders and heal th related benef i ts or services. | may use and d isc lose your PHI to

con tac t you to remind you tha t you have an appo in tmen t w i t h me. | m a y also use and disclose your

PHI to tel l you about t r ea tmen t al ternat ives, or o ther heal th care serv ices or benef i ts that | offer.

V. CERTAIN USES AND DISCLOSURES REQUIRE YOU TO HAVE THE OPPORTUNITY TO OBJECT.

1. Disclosures to family, f r iends, or o thers . ! may provide you r PHI t o a fami ly member, f r iend, or o t h e r person that

you Indicate is involved in you r care or the paymen t for your heaith care, unless you ob jec t in who le or In part .

The oppor tun i ty t o consen t may be obta ined ret roact ive ly in emergency si tuat ions.

VI. YOU HAVE THE FOLLOWING RIGHTS WITH RESPECT TO YOUR PHI:

1. The Right t o Request Limits on Uses and Disc losures o f Your PHI. You have the r igh t t o ask me no t

to use or d isc lose cer ta in PHI fo r t reatment , payment , or heal th care opera t ions purposes. | am not

required to agree to your request , and | m a y say ?no" if | believe it wou ld a f fec t your heal th care.

2. The Right t o Request Rest r ic t ions fo r O u t - o f - P o c k e t Expenses Paid fo r In Full. You have the r igh t t o

request restr ic t ions on disc losures o f your PHI t o heal th plans fo r p a y m e n t or heal th care

operat ions purposes if t he PH! pertains solely t o a heal th care i tem or a heal th care serv ice tha t you

have paid for o u t - o f - p o c k e t in full.

3. The Right to Choose How | Send PHI to You. You have the right to ask me to contact you in a

specific way (for example, home or office phone) or to send mail to a different address, and | will

agree to all reasonable requests.

4, The Right to See and Get Copies of Your PHI. Other than ?psychotherapy notes,? you have the right

to get an electronic or paper copy of your medical record and other Information that | have about

you. | will provide you with a copy of your record, or a summary of It, If you agree to receive a

summary, within 30 days of receiving your written request, and | may charge a reasonable, cost

based fee for doing so.
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EFFECTIVE DATE OF THIS NOTICE

This notice went into ef fect on

of Receipt of Privacy Not ice

Accountab i l i ty Act of 1996 (

tec ted health in format ion. B

A Not ice o f Pr ivacy Pract ices .

Acknowledgement
HIPAA), you have c e r t a i n r i g h t s

Under the Health Insurance Portabil i ty and
regarding the use and disclosure of your pro y c h e c k i n g the box below, y o u

are acknowledging that you have receive

BY CLICKING ON THE CHECKBOX BELOW | AM AGREEING THAT I HAVE READ, UNDERSTO

AGREE TO THE ITEMS CONTAINED IN THIS DOCUMENT.

d a c o p y o f HIPA

O D A N D
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