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Notice of Privacy Practices (CFR164.520(a-c)

Grant Mental Healthcare is obligated by law to maintain specific information regarding you and your treatment; this information will be referred to as your Protected Health Information (PHI).  The Agency collects information from an individual, necessary to assist us in proper record keeping, mental health treatment and meeting your treatment needs.  Basic information like your name, date of birth, social security number and address, allow us to give you a specific account number to identify who you are without using your name.
The Agency considers all information gained from you to be strictly confidential, Exceptions are where there is a reason to suspect the occurrence of child or vulnerable adult abuse or neglect; where there is clear threat to do serious harm to self or others, or where a court intervenes under a judge’s order.  
All of our employees at Grant Mental Healthcare have ethical standards and strict policies to only access any protected health information on a “need to know” basis in order to provide appropriate treatment and services, from both paper and electronic charts.  There may be occasions where you know or are related to an employee at the agency that you wish not to have access to your information, and we will make every attempt to comply with your request. Unfortunately, due to some employee’s job related duties we cannot guarantee complete restriction for accessing specific information.  
In the event that a breach of your PHI has been discovered, Grant Mental Healthcare will contact you by first class mail within 60 days to notify you of the nature of the breach.  
The Agency must have a signed Authorization to Release form completed by you; if you are under the age of 13 then the release must be signed by your parent or legal guardian, prior to releasing any information about you to anyone outside the Agency.  This authorization to release must be specific, including what information is to be released, to whom or what facility, what the information will be used for, signed and dated.  Authorizations to release confidential information are valid for the period of time you have selected, up to 2 years. 

If you choose at any time to stop an active authorization to release, you will need to request this in writing.  Once written notice is received, the Agency will void the release.  Any information that was released with your permission and with a signed authorization prior to the revocation cannot be voided.

In order to perform routine business practices, the Agency employees may have access to certain information that is pertinent for completing essential business duties and requirements by law, which may include data entry, medical records, making appointments, clinical consultation, quality/compliance and for billing purposes.  You have the right to request an Accounting of Disclosures that we have made to external providers.  The request must be in writing and addressed to the Privacy Officer.

In accordance with the HITECH Act, I hereby understand that if I choose to pay out-of-pocket in full for the services I receive at Grant Mental Healthcare, that I have a right to restrict certain disclosures of PHI to my health care plan or its business associate.
Financial Authorization for Release of PHI

I hereby authorize the release of any medical, psychiatric, or Protected Health Information (PHI) to my insurance company/DSHS/EAP by Grant Mental Healthcare necessary to process all insurance claims.

I agree to provide Grant Mental Healthcare, accurate and updated information needed  
to bill my insurance/DSHS/EAP.  If it is determined that my insurance/DSHS/EAP will not cover services provided by Grant Mental Healthcare then it will be my responsibility to pay the bill.  
I agree to make payments for services provided in full on the day the services are provided, if applicable.  I understand that Grant Mental Healthcare, after exhausting all means available, can use a collection agency to collect unpaid overdue accounts.  Grant Mental Healthcare will provide the collection agency all necessary information and PHI to collect the debt owed.  It is agreed by the parties involved that Washington State has jurisdiction and that venue in any action be taken to collect this account will be in Grant County.  
____________________________



Print Client’s Name


_________________________________                          ____________________________

Client/Parent/Legal Guardian’s Signature

        Date of Signature

_________________________________

Agency’s Staff Signature

If you would like a copy of your Privacy Notice, please request one at the front desk or from the staff member you are meeting with.
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