ELIZABETHTOWN PARTNERS IN COUNSELING
CLIENT REGISTRATION FORM

. OFFICAL USE ONLY
' ~IODAY‘S DATE ’ . DIAGNOSIS CODE:
CLIENT NAME
Last First Middle
ADDRESS
CITY | STATE 7P
DATE OF BIRTH SOCIAL SECURITY NUMBER
HOME PH CELL PH Email

ARE MESSAGES OK? (Circle all that apply):  voice  text  email ~ ETHNICITY

MARITAL STATUS (circle one): single married widow  separated  divorced

EMPLOYER EMPLOYER PH #

EMERGENCY CONTACT PHONE #

PERSON RESPONSIBLE FOR FINANCIAL OBLIGATION

NAME RELATIONSHIP TO CLIENT
ADDRESS CITY
STATE : ZIP PHONE

INSURANCE ]NFORM_ATIOH _
POLICYHOLDER RELATIONSHIP TO CLIENT
POLICYHOLDER DOB POLICY # GROUP# |
PRIMARY INSURANCE CO ADDRESS
VERIFICATION PHONE # POLICY HOLDER EMPLOYER

SOCIAL SECURITY # OF POLICYHOLDER

SECONDARY INSURANCE
POLICYHOLDER RELATIONSHIP TO CLIENT
. POLICYHOLDER DOB - POLICY# GROUP#
SECONDARY INSURANCE CO. ADDRESS

VERIFICATION PHONE # POLICYHOLDER EMPLOYER




ELIZABETHTOWN PARTNERS IN COUNSELING, INC. . ~ CONFIDENTIAL

RELEASE OF lNFDRMAl'ICN AND ASSIGNMENT OF INSURA'NCE BENEFll'S

For the purpose of securing payment of benefits/services under my msurance plan/ coverage, | hereby consent
to authorize Elizabethtown Partners in Counseling to release any and all pertinent information about my
diagnosis and services, or my child’s (if a minor) to my insurance carrier or agency that is responsible for
certlfymg and reviewing the need for continued services.

Sighature of Client/Parent/Guardian - Relationship to Cllent .. . Date

INFORMED CONSENT:

| understand tnat | am eligibie TO receive a.range ot services witn tuzanetmown rarthers m Lounseung Ihe
type and extent of services wrll be determmed followrng an initial. assessment and discussion with me. The

) eoal of the assessment orocess is to determme the best course of treatment Typlcally, treatment is provided:

over the course of several weeks.

| understand that all information is confldentlal and-no mformatlon will be released wrthout my consentand
written’ authon,.atlon Verbal consent for llmrted release of mformatlon may be necessary in specxal
circumstances. | further understand that there are specrf’ cand hmlted exceptlons to this confi dentlallty

which include: A) when there is risk of imminent danger to myself or another person, the. clrmcran is ethically
bound to take necessary steps to prevent such danger; B) when there is suspicion that a child or elder is being
sexually or physlcally abused or is at risk of such ahuse, the chmc:an is legally requnred to take steps to protect
the-child, and to inform the proper authorltles C) when a valid court orderis issued for medlcal records, the
clmrcran and the agency are bound by law to comply with such requests

~

| understand that while psychotherapy and/or medlcatlon, may prowde signifi icant benefits, it may also pose
risks. Psychotherapy may elicit uncomfortable thoughts and feelings, or may lead to the recall of troubling
memories - Medications may have unwanted side effects.
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If I have any guestions. regardmg this consent or about the services, | may discuss them with
have read and understand the ahove and consenr to participuaie iii treatmeni/give my perm:’s:.-':::: for
treatment for myself (or my chiid zf a minor). | understand that | may stop treatment ot any time,

Signature of Client/Parent/Guardian Relationship to Client ‘ ' Date




ELIZABETHTOWN PARTNERS IN COUNSELING
204 NORTH MAIN STREET
ELIZABETHTOWN, KY 42701
PHONE: 270-360-1222 FAX:270-360-0333

MEDICAL HISTORY
NAME: FAMILY DOCTOR:
WEIGHT: - HEIGHT: AGE: OTHER DOCTORS:

1. Current physical/health problems:

2. Current Medications:

3. Check any of the-following problems yéu Have experienced or are currently experiencing:

_____High Blood Pressure : B ____Cancer

o biabetes o Hormoné Problems
____Kidney Problems - ____ Food Binges

____Liver Problems : ____‘ Fasting

_____Bone/J oint Problems ; ) ‘ ____Lung/Breathing Problems
____ Stomach/Colon Problems . o Weight Gain/Loss

_____ Seizures ' E ____Depression/Irritability
_____Headaches . |

Disease of Reproductive
Organs

4. Allergies to food/medication/environment:

5. Medical/Surgical/Hospitalizations an dates:




6. Outpatient counseling/mental health treatments and dates:

7. Special Diets:

8. Substance Abuse (alcohol, nicotine, laxatives, other) Please describe:

9, Other Important Information:




. e . meme oo oy am maios oy

B TR

"~ DATE:_

CONFIDENTIAL COMMUNICATIONS ALTERNATIVE
CON TACTS '

PATIENT NAME:

May we Send mail to your home address‘? YES NO

" Alternative addl ess-to-use if you-de NOT want maﬂ sent to

your home

SRR AN \\,

K

.' .Home . X
- Work e Y.
L Cell S ¥
'Other ) Y

Phone Nunibeljs:

OK TO CALLTLEAVEMSG? -

EEE
Ty
22 22

Signature of Patielit/Represgntéﬁ?e . date

Relationship if Representative



Attention
Please be advised that we do not accept
any cases involved in litigation, court
ordered treatment, child custody, workers
compensation, etc. An initial
appoimtment does not guarantee
continued services. If we discover that
court 1s involved, you will likely be
referred to alternate services that do
accept court cases.

| ‘Thémk You,
Elizabethtown Partners In -
Counseling




- All' No Show and Late Cancellation’s
| (Less than 24 hour notice)
- will be subject to a $50.00 fee which is
non-billable to insurance. This includes initial appointments.

NO EXCEPTIONS WILL BE MADE

We attempt to contact all patients by phone the day before any
scheduled appointment. A message will be left stating date and
~ time of appomtment Not receiving a reminder message will not
Justlfy amissed appom’mnent

It is the patient’s resp'ionsibility to keep an accurate account of their
~ appointments.

Failure to pay fees (no show, late cancel, deductibles, or co-pays
will result in inability to schedule future appointments or receive
medications or prescriptions.



Patients Financial Responsibilities

I agree to be responsible for any
copay’s, deductibles, or any accrued charges that my insurance
company has not covered. If I do not carry health insurance, I agree
to be responsible for the cost of services provided to me. I am
aware that if I neglect to pay the assumed charges, I will be denied
further service, and my account will be turned over to a collection
agency. Once the account has been paid in full, I will once again be
eligible for treatment.

I have read and understand the Elizabethtown Partners in
Counseling financial policy. I agree to assign insurance benefits to
Elizabethtown Partners in Counseling, whenever necessary. I also
agree that if it become necessary to forward my account to a
collection agency, in addition to the amount owed, I will also be
responsible for the fee charged by the collection agency for costs
of collections. Also all attorney/lawyer fees, reasonable interest
and court costs incurred should they become necessary, are to be
reimbursed by the patient. I agree to pay all charges.

Signature
Date

Patient: By signing this form you agree to all the above mentioned conditions, and to be
contacted by auto caller at your home or by cell phone if necessary. They may also
contact your by sending text messages or E-mail, using any E-mail address you provide to
us. These terms and conditions will remain in effect until your treatment is deemed no
longer necessary, or until the final payment for services has been received.




» ’ilhave‘re‘ad and understand all of the above statéments.

-~ Printed Name . T - Signatire Date -

Elizabéthtown Partners In C’ounseling, Inc.

Client nghts and Responsxblhtles

Elizabethtown Partners In Counselmg clients have the right:

» To know their rights and responsrbrhues in the treatment process.
> To be treated with dignity and respect.

> To have their treatment and other client information kept prlvate. '

~» To have their records released only wlth chent‘s permission unless it is an

* emergency or required by law.

> To mformauon from staff/provrders ina language they can understand

R To have an easy to understand explanatron of their condition and treatment

> To know about all theu: treatment chorces regardless of cost ot msurance coverage. ‘

- » To get mformatron about provrder s services and role m fie treatment process

= > To mformatron about prov1der 'S.

- To know {fie chmcal gurdehnes used in pro‘v1d1ng and/or managmg therr care

> To provrde 1nput on prov1der S pohc1es and services. : L
> To know about state and. federal 1aws that relate to then' nghts and respons1b1l1t1es.
> To share in the formatlon of thisir plan of care. '

> TG fair treatment regardless of: race, religion, gender ethmmty, age, drsabﬂrty, or
source of payment ‘ : :

Relationship to Patient .




PATIENT:

" GIVEN TO/MAILED TO ON_

" ELIZABETHTOWN PARTNERS IN COUNSELING

'PRIVACY POLICY AND OFFICE POLICIES

| AFFIRM RECEIPT OF THE ABOVE POLICIES

- SIGNATURE OF PATIENT OR PERSONAL REFPRESENTATIVE




Elizabethtown Partners In Counseling

AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

[ HEREBY REQUEST A COPY OF THE FOLLOWING PATIENT’S MEDICAL RECORD:

FULL NAME OF PATIENT:

MAIDEN NAME/ALIAS: : PATIENTS BIRTH DATE: S.SN.

INFORMATION REQUESTED (X): () COMPLETE MEDIC.;&L RECORD ( ) PORTION OF MEDICAL RECORD*

*If only a portion of the medical record is required please specify:

() Inpatient/Outpatient treatment records () Admission/discharge summaries ( ) Academic summaries ( ) Progress notes

() Diagnosislprog!losis/fcconuncndaﬁons () Psychological/psychiatric summaries ( ) Soz;ial/ family/ cducational assessments () Other
INFORMATION REQUESTED FROM/TO:

Provider/Facility: ELIZABETHTOWN PARTNERS IN COUNSELING

Street Address: 204 North Main Street  City/State/Zip: Elizabcthtown,.KY 42701

Phone number: 270-360-1222 Fax Number: 270-360-0333

THE ABOVE INFORMATION IS TO BE RELEASED TO/FROM:

Name/Facility

Street Address

City/State/Zip : Fax Number,

THIS RECORD IS REQUESTED FOR THE FOLLOWING REASON (X)

( ) To facilitate treatment { ) To coordinate medical care () To provide follow up information (- ) To provide info to the court
() For interagency coordination of care/case management ( ) Other

The authorization must be signed and dated and may be revoked by notifying the Elizabethtown Pariners n Counseling office mentioned
above in writing at any time except to the extent action has been faken prior to revocation. This consent will expire 1 year after the date below
or sooner by my choice, in which case this consent will expire on this date or cvent . Such expiration date or cvent has not
occurred. ’ :

REQUEST FOR RECORD COPY RELEASE WILL BE HANDLED ON A FIRST COME FIRST SERVE BASIS.
() Kentucky law directs health care providers to fumish to a patient; at the patient’s request, one free copy of the patient’s Medical Record.

1 understand that the medical record released pursuant to this authorization could contain information conceming drug related conditions,
aleoholism, psychological conditions, psychiatric conditions, and/or blood borne infectious disease, which are subject to federal and/or state
restrictions on disclosure, ] understand that if the person or entity that receives the information is not a health care provider or health plan
covered by federal privacy regulations, the information described above may be redisciosed and no longer protected by these regulations. [
hereby affirm that | have read and fully understand the above statements and consent to the disclosure of the medical record for the purpose
and extent stated above. ' .

PROHIBITION ON REDISCLOSURE: This information has been disciosed 1o you from rucords wiuse cunfdentially is protoeted by foderal
and/or state law. Federal and state regulations prohibits you (the recipient) from making any further disclosure without the specific written
-.congent of the person to whom it pertains, or as otherwise permitted by such regulations. A general anthorization for the release of medical or

other information is NOT sufficient for this purpose.

Signature: Date:
Patient, Parent, or Legally Authorized Representative

FOR INTERNAL OFFICE USE ONLY:

Date Authorization Received: Date Records Sent: . Initials:




PCP/BH PROVIDER COMMUNICATION FORM

The member below is currently receiving services and has consented to share the following Information between his/her PCP and BH provider.

in an effort to Increase communication and promote care coordination between providers, we ask that you review and/or complete the following health

information.

‘Member name:

DOB: Member ID#:

A signed copy of the release of Information (ROI) must be attached to this form. Indicate date of expiration of ROI;

Section A: (completed by BH Provider)

Section B: (completed by Primary Care Pravider)

1. The paﬂént is being treated for the following behavioral health
problem(s) and/or diagnoses: (list all) '

2. The patient is taking the following medication(s): (list all prescribed and
OTC medications, with dosage and frequency as applicable)

&

Prescriber:

3. The patient has the following substance abuse problem(s) (if
applicable);

4. Please describe any special concerns:

1. The patient is being treated for the following medical problem(s) and/or
diagnoses: (list all),

2. The patient is taking the following medication(s): (list alf prescribed and
OTC medications, with dosage and frequency as applicable)

3. The patlent has the following BH (MH/SA) problem(s) (if appiicable):

4. Please describe any speélal concerns (l.e., include abnormal lab results):

Behavioral Health Clinician:

Behavioral Health Clinician Signature:

Provider Name/Site Name: €I {
Address: Tn Counseliag
204 A Mown St-
Elizabodhfoun, KY Y2701
Phone: 9510- ?)UZ O— ( &QQ\
Fax: A0- L0~ 0333

Date this form completed:

Primary Care Provider:

Primary Care Provider Signature:

Provider Name/Site Name:
Address;

Phone:

Fax:

Date this form completed:




ELIZABETHTOWN PARTNERS IN COUNSELING
204 N. Main Street, Elizabethtown, Kentucky 42701
270-360-1222

OFFICE POLICIES AND PROCEDURES

1. ABOUT YOUR APPOINTMENT: Please arrive promptly. If children will be coming with you, another
adult must accompany you to ensure the children are properly supervised in the waiting area during your
session. A child under the age of eight will not be permitted to remain in the waiting room unattended.

2. TURN OFF ALL CELL PHONES, PAGERS, ETC. WHILE IN THE BUILDING.

3. Initial sessions are $175.00, run 45-60 minutes, and will begin on the hour. Follow-up visits continue to
be scheduled on the hour, at a rate-of $125 per session. Longer or shorter sessions may be scheduled
depending upon individual needs, but usually insurance companies do not allow for more than one hour-
long session per week. If you do not carry insurance, or your insurance does not cover Behavioral Health
Services, please ask about our self-pay rates.

4. Scheduling presents a unique challenge in our practice because once a given time is blocked for a client:
it usually cannot be filled again on a short notice if it is cancelled, If you must cancel your appointment, we
urge you to give at least a 48 hour notice .and we will try to reschedule you as son as possible.
APPOINTMENTS THAT ARE SCHEDULED AND SIMPLY NOT KEPT WILL BE SUBJECT TO
A NO SHOW FEE OF $50 THAT IS NOT BILLABLE TO YOUR INSURANCE. IN ADDITION
THE SAME FEE ALSO APPLIES TO LATE CANCELLATIONS (LESS THAT 24 HOUR
NOTICE). Patients that have missed two or more scheduled appointments will not be rescheduled without
prior approval from the therapist. Qur office will attempt to contact all patients the day prior to their
appointments, but it is ultimately the patient’s responsibility to keep track of his/her appointments. -

5. Occasionally, telephone contact is necessary between sessions when issues arise or a crisis develops. We
encourage you to keep telephone contact brief, if possible, and try to address the issue during your regular
therapy session. Telephone calls that are 10-15 minutes or more will be billed at a rate of $30 per quarter
hour (also NOT billable or reimbursable. from your insurance). ' '

-6. PRESCRIPTION REFILLS: Refills on medications must be requested at Jeast FOUR DAYS IN
ADVANCE. Same day prescription refills may no longer be available.

7. READING MATERIAL: Please return all borrowed books and reference materials in a timely manner,
so that others may benefit from our resources. You will be responsible for the purchase/replacement price of
books not returned. - o ' '

8. FINANCIAL RESPONSIBILITIES: All charges incurred ARE YOUR RESPONSIBILITY,
regardless of insurance coverage. We must emphasize that as your mental health care provider, our -
relationship is with you, NOT your insurance company. Your insurance policy is a contract between you,
your employer, and the insurance company. We will make every effort iv cullect from your insurance
company, However if the payment is NOT received from them within 60 days from the date of service,
YOU will be responsible for resolving the issue with your insurance company or paying the balaoce in full.
CO-PAYMENTS AND DEDUCTIBLES ARE DUE AT THE TIME OF SERVICE. You will not be
permitted to accrue large balances on your account. If your check is returned for insufficient funds, you are
responsible for all bank fees, as well as tash payment for the retumed check. Any future payments must be
made in cash, as we will not accept a check. Delinquent accounts will be sent to our collection agency. If
your account is sent to collections, we will not be able to continue to provide services (including medication
. prescriptions and refills) to you until the account has been paid in full,




'NOTICE OF PRIVACY PRACTICES P
el

 NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION

“ S
g ryre:
ELIZABETHTOWN PARTNERS IN COUNSELING

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. - . o - :

This Notico. s effective as.of APRIL 14, 2003,

' FEchql ng'(‘t«};e' Heﬁlth Insurance Portability and Accountability Ast 2HIPAA) requircé that heallh care ﬁruvidcrs inform. patients of their rights regurding how the provider may
use and disclese your protected heaith information to'carry out treatment, payment or health care operations and for-other purpoges that are permitted or required by law. This
Privacy Notice ‘des'ézri'bes:‘ our privacy pmctices that relule to your protected health information. 1t nlso-describes your rights to access and control your protected health
information. ‘Your “profected health information” means any written.and oral healih information sbout you, including demographic data that can’be used to identify you. This
is heallh information that is creatéd or received by your health caré providér, and that relates 1o your past, ‘present or futuré physical or mentai health condition,

. . S .
Contact Pérmn:' . : . ; Lo
Elizabsthtown Partners in Ceunseling’s contact person for.all issues regarding patient privacy and your rights under the federal privacy standards is the Privacy Officer. If you
feel that your privacy rights have been violated by thig agency; you may submit a complain Lo ‘our Privacy Officer by sending if Lo: )

Elizabéthtown Partners in Counseling, Inc.

204 North Main Street
Elizabethtown, Kentucky 42701
ATTN: Privacy Officer

' Or the Pn'vaéy‘Oﬁ.icer ‘cin be contucted ar:  (270) 360-1222.

We.are required:by Jaw to maintain the privqéy of proiected health information, and must inform you of our privacy. praclices and legal duties, You have:the right {o obtain
_ another paper-copy-of ghié.Neticc- upon request even if you have-dlready received acopy. ’ ' ’

Wcam réqu@rqﬁ'.;e abjde by the terms of the Noticé of Pri‘vaéy‘ Practices that is most current. We reserve the right to change the terms.of the Notice at any time. Any changes
- will bg.effective for alt pretecied health information that we maintain. The revised Notice will be posted in the waiting room (IF APPLICABLE: and on our web site). You may
| vequest a ciipy of the revised Notice 'gl any lime. ' :

' Usés at?d 'Disclosyres .ofProtec(ed Healih f)ftformation

Eﬁiaﬁqt_htowqféﬂxiers in Cpunseiihg may use your profected health information for 'burposps of providing treatment,, pb(qiping payment for treatment, and conducting heaith
care operations, “ Your protected health information may be used or disclosed only for these purposes unless we have obtained your authorization or the use or disclosuré is
otherwise permitted by the HIPAA privacy regulations or state law. Disclosures of your protected heallh information” for 1he purposes described in thiis Privacy Notice may be
miade in writing, orally, or by faésimile: . T : - !

~TREATMENT: - We-may-use-ind disclose your protecied health information to provide, coordinate, or manage your healthcare and other refated services. This includes
cookdinalion or management-of yourhealthcare with other providers and agency stafl involved in your care or a third pacty for i treatment purpses (1.6, we may disclose your °
protected health information to a laboratory 1o order tests or to a pharmacy to fill a prescription). We may also disclose prolected health-information to physicians v’(hb may- be
Ireating you or consulting with us with respect {0 your care, )

PAYMENT: Your protected health information will be used, as needed, to obtain payment for the services we provide. This may include certain.communications to your
health insurance company to get approval for thé servive we have scheduled. For example, we may need to disclose information (o your health insurance compuany lo get prior
upproval for the services. We may also disclose protecied health information to your heallh insurance company to determine whether you are eligible for benefits or whether a
particular service is covered by your health plan, In arder to get payment for services we provide to you, we may also need to disclose your profected health information to your
health insurance company to demonstrate the medical necessity of the services or, as required by your insurance company, for utilization review. We may also disclose
information to another provider involved in your care for the provider's payment activities,

HEALTHCARE OPERATIONS: We may use or disclose your protected health information, as necessary for our own operations to facilitate the funciion of
Elizabethtown Partners in Counseling, and to provide quality care Lo all patienis. Healthcare operations inciude such activities as: quality assessment and improvement
activities, employee review activities, training, healthcare practitioners under supervision, sccreditation, certification, licénsing or credentialing activities, review and auditing,
including compliance reviews, medical reviews, legal services, and muintaining compliance programs, business munagement and general.administrative activities, We may
share your protected health information with third party business associates that perform various activities such as billing, transcription for the practice. Whencver an
arrangement between our office and a business associate involves the use or disclosure of your prolected health information, we will have a written contract that contuing terms
that will prolect the privacy of your protécted heaith information, ’

We may use or disclose your protected health information to conlact you, a family member or friend involved in your henlth care or as autherized by you as a reminder that you
have an appointment for treatment al our agency. We may also lenve a message on your answering machine or voicemail system unless you have requested otherwise.

Uses and Disclosures of Protected Health Information Based on Written Authorization

Other uses and disclosures of yoilr protected health information will be made only with your written authorization, uriless otherwise permitted or required by law as described
below. You may revoke such an authorization, at any time, in writing, except t6 the extent that your provider or your pravider’s practice has taken an action in reliance on the
use or disclosure indicated in the authorization. An authorization is written permission above and beyond the general consent that permiits only specific disclosures.  We will
also need to obtain an authorization before releasing your psychotherupy nofes. Psychotherapy notes are notes that have been made about specific conversations during a




MNOTICE OF PRIVACY PRACTICES L ' s : PAGE 2

private, group, jaint, or family counseling session, which are kept separate from the rest of your medical record. These nates are given a greater degree of protection than
protected health information, '

You thay revoke all such authorizations, of protected health in Fonnativbn.or psychotherapy notes, at any lime, provided cach revocation is in writing. -You may no9t revoke a
authorization to the extent that: 1) Wg have relied on that authorization; or 2) if the authorization was oblained as a condition of obtaining insurance coverage, and the law

provides t he insurer the right to contest the claim under the policy. -

Uses artd Disclosures That May Be Made Witheut Your Authorization or Opportunity to Object

We may usc and disclose your protected health information in the following instances. You have the opportunity to agree or object to the use or disclosure of all or part of ye
protected health information. If you are not present ar able to agree ot object Lo the use or-disclosure of the protected heallh information, then your provider may, using

professional judgment, determine whether the disciosure is in your best interest. In this case, only the protected health information that is relevant to your health care will be
disclosed. ' |

Reguired by low: We may use or disclose your protected health information (o the extent that the use of disclosure is required by law. The use or disclosure will be made in
compliance with the law and will be limited to the relevant requirements of the law. )

Others Involved in Your Henithcare: Unless you object, we may disclose to a member of your family, u relative, a close friend or uny other person you identify, your protec
health information that directly relates to that person s involvement in your healthcare. If you are unable to agree or ohject to such a disclosure, we may disclose such

information as necessary, if we determine that il is in your best inlerest based on our professional judgment. We may use or disclose protected health information to notify or
assist in notifying 2 family member, personal representative or any otfier person that is responsible for your care, of your location, general condition, or risk of harm. We may

use or disciose your protected health .ipfoi‘mntion to an authorized public or private entity o assist in disaster refief efforts and to coordinate uses and disclosures lo family ort
other individuals involved in your healthcare, : '

Sbecific circumstances requiring disclosure: 1) Child Abuse or Neglect: We may disclose your protected hpaflh information to public officials who are authorized by law
receive reports of abuse, neglect or violence. - If we have feasonable causé to believe that a dependent child is/has been neglected or abused, we must report this belief to the

.appropriate authorities, which may include the Kentucky Cabinet for Families and Children, Department for Community Based Services or its designated representative; the

commonwealth’s attorney or the county attormey; or focal law enforeement agencies or Kentucky staté Police. Dependent child means any child, otHer than an abused or
neglecied child, who is under improper care, custody, control, or guardianship that is not duc to an intenti9onal act of the parent, guardian, or person exercising custodial
control or supervision of the child. 2) Adult and Domestic Abuse: We-may disclose your protected health information if we have reasonable cause lo belidove (hat an adult |
suffered abuse, neglect or exploilation. This must be reported 10 the Keritucky Cabinet for Families and Children/Depariment f'(i( Community Based Services, 3) Health
Oversight Activities: Our professional board/licensing entity may subpoena tecords that are relevant to its disciplinary proceedings and investigations. 4) Judicial and
Administrative Proceedings: We may disclose your protected healtf information ini the course of any judicial or administrative proceeding, in response-to an order of a court
administrative tribunal (to the extent such disclosure is expressly authorized), and in certain conditions in.respense to a subpoena, discovery request or othet Jawful process,
you'are involved in a court proceeding and a réquest is miade for information about your diagnosis and treatment records, such information is JPRIVILEDED UNDER STATI
LAW, and will NOT be released without your written authorization or your persohal or legally appointed representative, or a court'order. This privilege does NOT apply whe
you are being evalunted for a third party or where the evaluation is Court-ordered. You will be informed in advance if this is the case. .5) Serious Threat to Health or Saféty:
we have a reasonable belief that an actual threat.of physical vidlence against a clearly idénﬁﬁed or reasonably identifiable victim or an actual t threat of some specific violent
act, your protected health information will be disclosed to the victim and-law enforcement authorities.  1f we*have reasonable tause to believe that you are in danger of life

threatening harmi, your protected health informatiom will be disclosed to your nearest designated refative, caregiver, hospital, and/or current ‘healthcare provider. 6) Workers
Compensation: '

Your Rights Regarding Yaur Protected Health Information

Following is a statement of your righis with respect to your protected heaith information and a brief descriplion of how you may exercise these rights.

Right to inspect and.copy veur protected lieaith information: This means you may insi)ecl and oblain a copy of protected health.information about you Uhat is contained in

designated record set for as long as we mainitain the protected health information. A designated record set conlains medical and billing records and any other records that you
provider and the practice uses for making decisions about you.

Under federal law, however, you may not inspect ar copy the following records: psychotherapy noles; information compiled in reasonable anticipation of, or use in; a civil,
criminal, or administrative action or proceeding: and protected health information that is subject to Jaw that prohibits nccess to protected health information, . Depending on tl
circumstances, a decision to deny access may be reviewable, In some circumstances, you may have a right to have this decision reviewed. Please contacl our Privacy OBficer
you have questions abou access to your medical record,

Right 1o request amendements to your protecied health information: This means you may request an amendment of protected health_information about you in a designated
recor5d set for a3 long as we maintain ¢ his information, In certain cases, we may deny your request for an amendment. If we deny your request for amendment, you have the
right to file a statement of disagreement wilh us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal. In addition, we may
deny your request if you ask us to amend information that: 1) was not created by this agency, unless the persan or entity that created the information is no longer available
miake the amendment; 2) is nol part of the health information kept by our agency; 3) is not part of the information which you would be permitted to inspect and copy; or 4)
accurate and complete. ’ :

Requests for amendment must be submitted in writing and must be directed to our Privacy Officer. In this written request, you must also provide a reason ti support the r
requested amendments, : : :

Right to request a restriction on uses-and disclosures of your protected health information: Yon may request us not lo use or disclose certain parts of your health
information for the purposes of treatment, payment or healtl care operations. You may also request that we not disclose your health iriformalion to family members or friend.
who may be involved in your care or for notification purposes as described in lhis Privacy Natice, Your request must state the specific restriction requested and to whom yot
want the restriction to apply. For example, you could nsk that we not use or di§elose informiation shout a service you had, or Lhat certain peopic arc not told of certain
information. We are not required to agree to 8 restriction that you may request. We will notify you il we deny your request to a restriction. f we agree to the requested
restriction, we may not use or disclose your health information fn violation of that restriction unless it is nceded to pravide emergency treaiment. Under certain circumstance
we may terminate our agresment lo a restriction, You may request a restriction by contacting the Privacy Officer.




NOTICE OF PRIVACY PRACIICES

. violated. You may complain.to.us by. contacting our Privacy Officer verbully or in writing, using the. contact:infarmation- provided on the f
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! from us-b alternative means or af an alterndfive lycution: You have the Eight Lo request that we communicyle
om (e reasonable redqusts. . W hidy Sondition this acéomimodition by asking you for informution as o how payment will be.handled o

s, 0r DEllér methodaf cdnmct‘. W will not fequire you to-provide an uxplggna(ior! for your request, An example might be that you may not
tyou.are receiving services.. On your requést, we will send your bil[s to another address. Requests must bs made in writing: (o dur p

you in-certain ways. We will i
specification of an alternate aur
wan! a.family member fo kmow-tha
Officer. o ‘

rivacy

Rightto reveive an-agovunting: Yanhave the:right 16 reqiiest.an aceobnting of certain disclosures of your health information made by us. This right applies to disclosures
purposes otheér than:treafment, i etil or healfheare.opérations as déscibed in thris Privacy Notice: We are also nat requiredto account for disclosures tha You requeyted,
disclosures lhat you agreed to by signing an awhockzulfon form, to friends or [amily members involved in your sare, or cerain other disclosures we are permitied (o mukey
withou( your authorization. ‘Fiit reqndst Tor an accountitg must be made in writing 1o our Privagy Officer. The request should specify the time period sought for the
accounting. We are not requited t6 provide an acolintinp fordisclosures that take plage prior (o April 14, 2003. Accounting requests may not be made for periods of time jr
excess of six years. We will provide the first accounting'yoi request during any |2-month period without charge. Subsequent uccount requests may be subjeet to a reasonab]
cost based fee, C i ) - '

Right fo obiain.a paper copy of this notice: Upon request, we will provide a scpmalc‘pﬂptzr'cupy of L his notice, even.if you have already received a copy. We will ulso ask
that you sign a.copy of the receipt of nolice of privacy practices, which we will file in your record. You will also be asked so sign the form when revisions are made to the
original privacy notice. : A

Qur Responsibilities: We are required by law 'lo‘n'mintnin the privacy of your health information and to provide you with this privacy notice of our
We are required to: 1) keep your health informaticn private and only disclose it when required:to do so by law; 2) expluin our legal duties and privac

COMPLAINTS': You have the right lo.'expres.s complaiiits to us and to ths Secretary of Health and Human Services, if you belisve that your privacy rights have been

: : ont of t his Privacy Notice. We
ellcourage you to express any concerns tat you may bave regarding the privacy of your informalien, : ’

.
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