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HIPAA Notice of Privacy Practices 

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.  

This notice of Privacy Practices describes how I may use and disclose your protected health information 
(PHI) to carry out treatment, payment or health care operations (TPO) and for other purposes that are 
permitted or required by law. It also describes your rights to access and control your protected health 
information. "Protected health information" is information about you, including demographic 
information, that may identify you and that is related to your past, present, or future physical or mental 
health condition and related health-care services. 

Uses and Disclosures of Protected Health Information 
Your protected health information may be used and disclosed by me and others outside of my office that 
are involved in your care and treatment for the purpose of providing health care services to you, to pay 
your health care bills, to support the operation of my practice as necessary, and any other use required by 
law. 

Treatment: I will use and disclose your protected health information as necessary to provide, coordinate, 
or manage your health care and any related services. This includes the coordination of management of 
your health care with a third party. For example, I would disclose your protected health information, as 
necessary, to a home health agency that provides care to you; or your protected health information may be 
provided to a physician to whom you have referred to ensure that the physician has the necessary 
information to diagnose or treat you. 

Payment: Your protected health information will be used, as needed, to obtain payment for your health 
care services. For example, obtaining approval for a hospital stay or a higher level of treatment may 
require that your relevant protected health information be disclosed to the health plan to obtain approval 
for admission. I will not use or disclose any of your medical and financial information for any purpose not 
stated above without your specific authorization. You, the patient, may revoke the authorization at any 
time. 

You may request restrictions on certain uses and disclosures. This office is not required to agree to a 
requested restriction. You have the right to receive confidential communications of your protected health 
information. You have the right to inspect, copy, and amend your protected health information. You may 
also request an accounting of disclosures of your protected health information from this office. 

I am legally obligated to maintain the privacy of your protected health information and to provide you 
with this Notice of Privacy Practices and to abide by its terms. I reserve the right to change our privacy 
practices and apply revised privacy practices to protected health information.  



ACKNOWLEDGEMENT OF RECEIPT OF  
HIPAA NOTICE OF PRIVACY PRACTICES 

I acknowledge that I have received and understood the HIPAA Notice of Privacy Practices for this office: 
 
 
 
 
 
_____________________________________________ ____________________________ 
Client signature (parent or guardian if minor patient) Date 
Consent for Use and Disclosure of Health Information: 
 
 
Print your name        

 
 
 
 
I hereby permit and release Rozan Christian, PhD., to release and furnish all medical and financial data 
related to my care that may be necessary now or in the future for purposes of treatment, payment, or 
healthcare operations to assist with, aid in, or facilitate the collection of data for purposes of utilization 
review, quality assurance, or medical outcomes evaluation purposes. Such information may be released to 
HMOs, PPOs, managed care organizations, IPAs, or other governmental or third party payors, or any 
organization contracting with any of the above entities to perform such functions. 
 
 
 
 
 
_____________________________________________ ____________________________ 
Client signature (parent or guardian if minor patient) Date 
You have the right to request restrictions of uses and disclosures of your health information; however, this 
office is not required to agree to a requested restriction. You have the right to revoke this consent in 
writing, except to the extent that this office has previously taken action in reliance on this consent. Your 
treatment by this office is conditional on your signing this consent. 
 
 
 
Print your name        

 
 
 


