


• Necessary to prevent or lessen a serious an imminent threat to the health or safety of a person or the
public. If information is disclosed to prevent or lessen a serious threat it will be disclosed to a person or

persons reasonably able to prevent or lessen the threat, including the target of the threat.

Verbal Permission: Your provider may use or disclose your information to family members that are directly 

involved in your treatment with your verbal permission. 

With Authorization: Uses and disclosures not specifically permitted by applicable law will be made only with 

your written authorization, which may be revoked. 

YOUR RIGHTS REGARDING YOUR PHI 

You have the following rights regarding PHI maintained about you. To exercise any of these rights, please 

submit your request in writing to your provider: 

Right of Access to Inspect and Copy. In most cases, you have the right to inspect and copy PHI that may 

be used to make decisions about your care. Your right to inspect and copy PHI will be restricted only in those 

situations where there is compelling evidence that access would cause serious harm to you. Your provider 

may charge a reasonable, cost-based fee for copies. 

Right to Amend. If you feel that the PHI your provider has about you is incorrect or incomplete, you may ask 
for it to be amended, although your provider is not required to agree to the amendment. 

Right to an Accounting of Disclosures. You have the right to request an accounting of certain disclosures 
that your provider makes of your PHI. Your provider may charge you a reasonable fee if you request more 
than one accounting in any 12-month period. 

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 healthcare operations. Your provider is not required to agree 
to your request. 

Right to Request Confidential Communication. You have the right to request that your provider 
communicate with you about medical matters in a certain way or at a certain location. 

Right to a Copy of This Notice. You may ask your provider for a paper copy of this notice at any time. 

COMPLAINTS 

If you believe your privacy rights have been violated, you may submit a complaint with the Federal 

Government. Filing a complaint will not affect your right to further treatment or future treatment. To file a 

complaint with the Federal Government, contact 

Secretary of the U.S. Department of Health and Human Services 

200 Independence Avenue, SW 

Washington, DC 20201 
(202) 619-0257

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

I acknowledge receipt of the Notice of Privacy Practices, which explains my rights and the limits on ways my 

provider may use or disclose personal health information to provide service. 

Client Name: 

If signed by other than client, indicate relationship: 

Client Signature: 

 

Date 




