COMPREHENSIVE PSYCHOLOGICAL SERVICES

NOTICE OF PRIVACY PRACTICES


______________________

___________

______________________

Patient Name



Date of Birth

Social Security Number

I understand I have the right to review Comprehensive Psychological Services’ Notice of Privacy Practices prior to signing this document.  Comprehensive Psychological Services’ Notice of Privacy Practices is provided for me to read in the waiting room, and I may ask for a copy if I so desire.  Privacy Practices describes the types of uses and disclosure of my protected health information that will occur in my treatment, payment of my bills, or the performance of health care operations of Comprehensive Psychological Services.  My “protected health information” means health information, including my demographic information, collected from me and created or received by my physician, another health care provider, a health plan, my employer, or a health care clearinghouse.  This protected health information relates to my past, present, or future physical, mental health, or condition and identifies me, or there is reasonable basis to believe the information may identify me.  This Notice of Privacy Practices also describes my rights and Comprehensive Psychological Services’ duties with respect to my protected health information.

I understand that Comprehensive Psychological Services may call my home or designated location and leave a message on voice mail or in person regarding appointment reminders, insurance items, and any call pertaining to my clinical care.  Also Comprehensive Psychological Services may mail to my home or other designated location any items such as recall reminders and patient statements as long as they are marked personal and confidential.

I understand I have the right to request a restriction as to how my protected health information is used or disclosed to carry out treatment, payment, or healthcare operations of the practice.  Comprehensive Psychological Services is not required to agree to the restrictions that I may request.  However, if Comprehensive Psychological Services agrees to a restriction that I request, the restriction is binding on Comprehensive Psychological Services.

Comprehensive Psychological Services reserves the right to change the privacy practices that are described in the Notice of Privacy Practices.  I may obtain a revised notice of privacy practices by asking for one at the time of my next appointment or calling the office and requesting a copy be mailed to me.  











Over

Please answer the following questions to help us protect your health information:

1. Please list the family members or other persons, if any, whom we may inform about your general medical condition and your diagnosis.

2. Please list the family members or significant others, if any, whom we may inform about your medical condition ONLY IN AN EMERGENCY:

3. Please print the address of where you would like your billing statements and/or correspondence from our office to be sent if other than your home.

4. Please print telephone number, if any, where you want to receive calls about your appointments or other healthcare information if other than your home phone number:  (     )______________

I am aware that cellular and cordless phones are not on a secure line.
5. Can confidential messages (i.e. appointment reminders) be left on your home answering machine or voicemail?

Yes _______

No _______

6. If you do not have voicemail, can a confidential message be left at your place of employment?

Yes _______

No _______

Patient Name: ________________________________

_________________________________

__________

Patient/Personal Representative Signature

Date

_________________________________________

Personal Representative’s relationship to the patient

