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NOTICE OF PRIVACY PRACTICES 

 
Client Name:                     Client DOB:                 
 
EHR number:                 
 
This notice describes how your medical information may be used and disclosed and how 
you can access this information. Please review this notice carefully.  
 
Your health record contains personal information about you and your health. This 
information, which may identify you and relate to your past, present or future physical or 
mental health or condition and related health care services, is referred to as Protected 
Health Information (PHI).  
 
MY PLEDGE REGARDING HEALTH INFORMATION  
I understand that health information about you and your health care is personal. I am 
committed to protecting health information about you. I create a record of the care and 
services you receive from me. I need this record to provide you with quality care and to 
comply with certain legal requirements. This notice applies to all of the records of your care 
generated by this mental health care practice. This notice describes how we may use and 
disclose your PHI in accordance with applicable law, including the Health Insurance 
Portability and Accountability Act (HIPAA) and regulations promulgated under HIPAA, such 
as the HIPAA Privacy and Security Rules. It also describes your rights regarding how you 
may gain access to and control your PHI. If you suspect a violation of these legal 
protections, you may file a report to the appropriate authorities in accordance with Federal 
and State regulations. 
 
I am required by law to: 

• maintain the privacy of your PHI  
• provide you with notice of our legal duties and privacy practices with respect to PHI   

and abide by the terms of this Notice of Privacy Practices.  
 
I reserve the right to change the terms of this Notice of Privacy Practices at any time. Any 
new Notice of Privacy Practices will be effective for all PHI that I maintain at that time. I will 
provide you with a copy of the revised Notice of Privacy Practices by posting a copy on our 
website, sending a copy to you in the mail upon request, or providing one to you at your 
next appointment.  
 
Client Rights 
You have the right to:  

• Get a copy of your paper or electronic medical record 
• Correct your paper or electronic medical record 
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• Request confidential communication 
• Ask us to limit the information we share 
• Get a list of those with whom we’ve shared your information 
• Get a copy of this privacy notice 
• Choose someone to act for you 
• File a complaint if you believe your privacy rights have been violated 

 
Patient Choices 
You have some choices in the way that we use and share information as we:  

• Tell family and friends about your condition 
• Provide mental health care 

 
Your provider may use and share your information to:  

• Treat you 
• Run our organization 
• Bill for your services 
• Help with public health and safety issues 
• Engage in research 
• Comply with the law 
• Respond to organ and tissue donation requests 
• Work with a medical examiner or funeral director 
• Address workers’ compensation, law enforcement, and other government requests 
• Respond to lawsuits and legal actions 

 
 
HOW I AM PERMITTED TO USE AND DISCLOSE YOUR HEALTH INFORMATION  
For Treatment. I may use and disclose medical and clinical information about you to those 
who are involved in your care for the purpose of providing, coordinating, or managing your 
health care treatment and related services. This may include coordination or management 
of your health care with a third party, consultation or supervision activities with other 
health care providers, or referral to another provider for health care services. 
 
For Payment. I may use and disclose your PHI so that I can receive payment for the 
treatment services provided to you. This may include providing information to a third party 
payor, or, in the case of unpaid fees, submitting your name and amount owed to a 
collection agency.  If it becomes necessary to use collection processes due to lack of 
payment for services, we will only disclose the minimum amount of PHI necessary for 
purposes of collection.  
 
For Health Care Operations. I may use and disclose your PHI for certain purposes in 
connection with the operation of my professional practice, including supervision, 
consultation, disclosures to others for health care education, or to provide planning, quality 
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assurance, peer review, or administrative, legal, financial, or actuarial services to assist in 
the delivery of healthcare, provided I have a written contract with the business that 
prohibits it from re-disclosing your PHI and requires it to safeguard the privacy of your PHI. 
I may also contact you to remind you of your appointments. 
 
Without your Authorization. I may use and disclose information about you without your 
authorization in a limited number of situations, such as with a court order or where I am 
required to do so by law. 
 
With Authorization. I must obtain written authorization from you for other uses and 
disclosures of your PHI. You may revoke such authorizations in writing. 
 
Incidental Use and Disclosure. I am not required to eliminate every risk of an incidental 
use or disclosure of your PHI. Specifically, a use or disclosure of your PHI that occurs as a 
result of, or incident to an otherwise permitted use or disclosure is permitted as long as I 
have adopted reasonable safeguards to protect your PHI, and the information being 
shared was limited to the minimum necessary.  
 
OTHER USES AND DISCLOSURES THAT DO NOT REQUIRE YOUR AUTHORIZATION  
 
We are allowed or required to share your information in other ways – usually in ways that 
contribute to the public good, such as public health and research. We have to meet many 
conditions in the law before we can share your information for these purposes. For more 
information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html. 
 
Required by Law. I may use or disclose your PHI to the extent that the use or disclosure is 
required by law, made in compliance with the law, and limited to the relevant requirements 
of the law. Examples of this type of disclosure include healthcare licensure related reports, 
public health reports, and law enforcement reports. Under the law, I must make 
disclosures to the Department of Health and Human Services for the purpose of 
investigating or determining our compliance with the requirements of privacy rules.  
 
Health Oversight. I may disclose PHI to a health oversight agency for activities authorized 
by law, such as audits, investigations, and inspections. Oversight agencies seeking this 
information include government agencies and organizations that provide financial 
assistance to the program (such as third-party payors) and peer review organizations 
performing utilization and quality control. If I disclose PHI to a health oversight agency, I 
will have an agreement in place that requires the agency to safeguard the privacy of your 
information. 
 
Mandatory Reporting. My professional license makes me a mandatory reporter for 
purposes of the Social Welfare Act, Child Protection Law, and Mental Health Code.  If my 
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legal obligation to disclose information I learned during our session is triggered, the law 
requires me to disclose certain information to discharge that duty.  In that situation, I will 
disclose your health information to a state or local agency that is authorized by law to 
receive the reports.  Examples of when my mandatory reporter obligation may be triggered 
include reports of abuse or neglect, threats of physical harm to yourself or others, and 
exploitation of vulnerable adults. 
 
USES AND DISCLOSURES OF PHI WITH YOUR WRITTEN AUTHORIZATION  
Other uses and disclosures of your PHI will be made only with your written authorization. I 
will not make any other uses or disclosures of your psychotherapy notes, I will not use or 
disclose your PHI for marketing purposes, and I will not sell your PHI without your 
authorization. You may revoke your authorization in writing at any time. Such revocation of 
authorization will not be effective for actions I may have taken in reliance on your 
authorization of the use or disclosure. 
 
YOUR RIGHTS REGARDING YOUR PHI 
You have the following rights regarding PHI that I maintain about you. Any requests with 
respect to these rights must be in writing. A brief description of how you may exercise 
these rights is included. 
 
Right of Access to Inspect and Copy. You may inspect and obtain a copy of your PHI that 
is contained in a designated record set for as long as I maintain the record. A "designated 
record set" contains medical and billing records and any other records that I use for 
making decisions about you. Your request must be in writing. I may charge you a 
reasonable cost-based fee for the copying and transmitting of your PHI. I can deny you 
access to your PHI in certain circumstances. In some of those cases, you will have a right of 
recourse to the denial of access. Please contact me if you have questions about access to 
your medical record.  
 
Right to Amend. You may request, in writing, that I amend your PHI that has been 
included in a designated record set. In certain cases, I may deny your request for an 
amendment by telling you why in writing within 60 days. If I deny your request for 
amendment, you have the right to file a statement of disagreement with me. I may prepare 
a rebuttal to your statement and will provide you with a copy of any such rebuttal. 
 
Right to an Accounting of Disclosures. You can ask for a list (accounting) of the times 
we’ve shared your health information for six years prior to the date you ask, who we 
shared it with, and why.  We will include all the disclosures except for those about 
treatment, payment, and health care operations, and certain other disclosures (such as any 
you asked us to make).  We will provide one accounting a year for free but will charge a 
reasonable, cost-based fee if you ask for another one within 12 months.  Please contact me 
if you have questions about accounting of disclosures.  
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Right to Request Restrictions. You have the right to ask me not to use or disclose any 
part of your PHI for treatment, payment or health care operations or to family members 
involved in your care. Your request for restrictions must be in writing and I am not required 
to agree to such restrictions if it would affect your care or my obligations under the law. 
Please contact me if you would like to request restrictions on the disclosure of your PHI. 
You also have the right to restrict certain disclosures of your PHI to your health plan if you 
pay out of pocket in full for the health care I provide to you.  
 
Right to Request Confidential Communication. You have the right to request to receive 
confidential communications from me by alternative means or at an alternative location 
(for example, home or office phone). I will accommodate reasonable written requests and 
may ask for information regarding how payment will be handled or specification of an 
alternative address or other method of contact. Please contact me if you would like to 
make this request.  
 
Right to a Copy of this Notice. You have the right to obtain a copy of this notice from me. 
Any questions you have about the contents of this document should be directed to me.  
 
Right to Choose someone to act for you.  If you have given someone medical power of 
attorney or if someone is your legal guardian, that person can exercise your rights and 
make choices about your health information.  We will make sure the person has this 
authority and can act for you before we take any action. 
 
Right to Notice of Breach. You have the right to be notified of any breach of your 
unsecured PHI. 
 
CONTACT INFORMATION AND COMPLAINTS  
I act as my own Privacy and Security Officer. If you have any questions about this Notice of 
Privacy Practices, please contact me. My contact information is: Gabriela López-Zerón, PhD 
3003 E. Michigan Ave Suite 1033 Lansing, MI 48912; (517)-258-2197. 
 
If you believe I have violated your privacy rights, you may file a complaint in writing with 
me, as my own Privacy Officer, as specified above. You also have the right to file a 
complaint in writing to the Michigan Department of Health and Human Services or to the 
U.S. Department of Health and Human Services Office for Civil Rights by sending a letter to 
200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting 
www.hhs.gov/ocr/privacy/hipaa/complaints/. I will not retaliate against you in any way 
for filing a complaint. 
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I have read this form in its entirety, have discussed it with my therapist, agree that 
all my questions have been answered, and agree to the terms and conditions listed 
above.  
 
Client Signature: _____________________________________  Date:                 Time:                 
 
Parent or Guardian Signature: ________________________  Date:                  Time:                 
 
Relationship to Patient:                        
 
Witness Signature: ___________________________________  Date:                  Time:                 
 
 
 
 

Colibrí Therapy & Training 
3003 E. Michigan Ave Suite 1033 Lansing, MI 48912  

contact@explorecolibri.com 
(517) 258-2197  

 
 
 
 
 

 


