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HIPPA Privacy Notice

This notice describes how medical information about you may be used and disclosed and how you can get access to this information. Please review it carefully.

What is this notice and why is it important?

As of April 2003, a new federal law, HIPPA, went into effect. HIPPA requires that health care practitioners create a notice of privacy practices for you to read. This notice tells you how I, Amanda Lies, PMHNP, will protect your medical information, how I may use or disclose this information, and describes your rights. If you have any questions about this notice, please contact me directly at 541-636-0131.

Understanding your Health Information.

During each appointment, I record clinical information and store it in your chart. Typically, this record includes a description of your symptoms, your recent stressors, your medical problems, a mental status exam, and any relevant lab test results, diagnoses, treatment, and a plan for future care. This information, often referred to as your medical record, serves as a:

· Basis for planning your care and treatment

· Means of communication amount the health professionals who contribute to your care

· Legal document of the care you receive

· Means by which you or a third-party payer (e.g. health insurance company) can verify that services you received were appropriately billed

· A tool with which I can assess and work to improve the care I provide

Your Health Information Rights

You have the following rights related to your medical record:

· Obtain a copy of this notice – you can obtain a copy of this notice at my website, amandalies.com.

· Authorization to use your health information.

· Before I use or disclose your health information, other than as described below, I will obtain your written authorization, which you may revoke at any time to stop future use or disclosure.

· Access to your health information

· If you believe the information in your record is inaccurate or incomplete, you may request that I correct or add information.

· Request confidential communications.

· You may request that when I communicate with you about your health information, I do so in a specific way (e.g. at a certain mail address or phone number.) I will make every reasonable effort to agree to your request.

· Accounting of disclosures

· You may request a list of disclosures of your health information that I have made for reasons other than treatment, payment or healthcare operations.

My Responsibilities

I am required by law to protect the privacy of your health information, to provide this notice about my privacy practices, and to abide by the terms of this notice. I reserve the right to change my policies and procedures for protecting health information. When I make a significant change in how I use or disclose your health information, I will also change this notice. Except for the purposes related to your treatment, to collect payment for my services, to perform necessary business functions, or when otherwise permitted or requested by law, I will not use or disclose your health information without your authorization. You have the right to revoke your authorization at any time.

When can I legally disclose your health information without your specific consent? 

· In order to facilitate your medical treatment.

· For example: Your primary care provider might call me to discuss your treatment, and in that situation, I would disclose information about your diagnosis, your medications, and so on.

· In order to collect payment for health care services that I provide.

· For example: in order to get paid for my services, I send a bill to your insurance company. The information on the bill may include information that identifies you, as well as your diagnosis, and the type of treatment. In other cases, I fill out authorization forms so your insurance company will pay for extra visits, and this includes some information about you, including your diagnosis. 

· In order to facilitate routing office operations.

· For example: Occasionally, I dictate notes from visits, usually for letters to other clinicians. In that case, your health information will be disclosed to the transcriptions.

Will I disclose your health information to family and friends?

While the HIPPA law allows such disclosures without your specific consent (as long as it contributes to your treatment), my office policy is that I will never share your clinical information with your family without a signed authorization from you. The exception to this is if I believe you pose an immediate danger to yourself or someone else. In that case, I will do whatever is necessary, even if that means breaching confidentiality. 

Less common situations in which I might disclose your health information

· Workers compensation: I may disclose your health information to comply with laws relating to worker’s compensation or to other similar programs.

· Law enforcement: I may disclose your health information for law enforcement purposes as required by law or in response to a valid subpoena, or court or administrative order. This includes any information requesting by the Department of Social Services related to cases of neglect or abuse of children and elders.

· Food and Drug Administration: I may disclose to the FDA your health information relating to adverse events due to medications.

· Business associates: I hire a billing company to send out bills to insurance companies. Some of the employees of this company have access to a small portion of your health information in order to allow them to do their job.

For more information or to report a problem.

If you have questions, would like additional information, or want to request an updated copy of this notice, you may contact me, Amanda Lies, PMHNP, at any time. If you feel your privacy rights have been violated in any way, please let me know and I will take appropriate action.  You may send a written complaint to:
Department of Health and Human Services, Office of Civil Rights

Hubert H Humphrey Building 200 Independence Avenue

S.W. Room 509 HHH Building

Washington, D.C. 20201

We are required to provide you with a copy of our Notice of Privacy Practices, which states how we may use and/or disclose your health information. Please sign this form to acknowledge receipt of the Notice. You may refuse to sign this acknowledgement if you wish.

I acknowledge that I have received a copy of the office’s Notice of Privacy Practices

Please Print your Name

Signature












Date

For Office Use Only

We have made every effort to obtain written acknowledgement of receipt of our Notice of Privacy from this patient but it could not be obtained because:

· The patient refused to sign

· Due to an emergency situation it was not possible to obtain an acknowledgment 

· We weren’t able to communicate with the patient

· Other (Please provide specific details)

Employee Signature











Date
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