Great Awakenings Counseling Services

Notice of Privacy Practice Acknowledgement
I understand that, under the Health Insurance Portability & Accountability Act of 1996 ("HIPAA"), I have certain rights to privacy regarding my protected health information.
When we consult, evaluate, diagnose, treat, and/or refer you (the client or minor client that you represent), information will be collecting what the law calls “protected health information” (PHI) about you. This information can be used to decide on what treatment is best for you and to provide treatment to you. By signing this form, you are also agreeing to let me use your PHI and to send it to others for the purposes described above. Your signature below acknowledges that you have read this notice and are aware of the notice of privacy practices, which explains in more detail what your rights are and how we can use and share your information is available to you upon request.

If you are concerned about your PHI, you have the right to ask for your information not to be used or share some of it for treatment, payment, or administrative purposes. You will need to submit any limitation requests in writing. Although we will try to respect your wishes, we are not required to accept these limitations. However, if we do accept them, we commit to abide by the limitations that you have requested. After you have signed this consent, you have the right to revoke it by submitting a written request. Upon receipt of your request, we will discontinue using or sharing your PHI.  Note: In some cases, however, please be advised that we may have already used or shared some of it, and that information cannot be retracted.

I have received, read and understand your Notice of Privacy Practices containing a more complete description of the uses and disclosures of my health information. I understand that Great Awakenings/Larry Bell has the right to change its Notice of Privacy Practices from time to time and that I may contact Great Awakenings/Larry Bell at any time to obtain a current copy of the Notice of Private Practices.

Client Name (please print): ​____________________________________________________
Client Signature: ______________________________________ Date: _____/_____/______

Counselor’s Signature: _________________________________ Date: ____/______/______
