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CLIENT INFORMATION FORM
Today’s Date: __________________							SSN: ___________________

Client’s Name: _____________________________________________________ DOB:____________________

Marital Status: _____________________________ Ethnicity: ________________________________________

Home Street Address: _______________________________________________ Apt. ____________________

City: _______________________________ State: _________________________ Zip: ____________________

Home Phone: ______________________________ 	Work Phone: _____________________________________

Cell Phone or Pager: _________________________ E-mail: _________________________________________

Preferred way to contact you: _________________________________________________________________

Emergency Contact:  _____________________________________________ Phone _____________________ 

Address __________________________________________________________________________________

ARE THERE ANY RESTRICTIONS WE SHOULD KNOW ABOUT CALLING YOU? (FOR EXAMPLE: PLEASE DO NOT CALL AT WORK, PLEASE DO NOT LEAVE MESSAGES): _________________________________________________________________________

__________________________________________________________________________________________

If the client is a minor or an adult with a legal guardian, please provide the following information about the parent or legal guardian: 

Parent/Guardian’s name: ____________________________________________ DOB: ____________________

Home street address: ________________________________________________________________________

City: __________________________________ State: ______________________ Zip: ____________________

Home Phone: _______________________________ Work Phone: ____________________________________

Cell Phone or Pager: __________________________ E-Mail: ________________________________________






CLIENT INFORMATION FORM
INSURANCE INFORMATION: If you intend to use insurance to help pay for services, please provide as much information as you know. 

Insurance Provider: _______________________________ Effective Date of Coverage: ___________________

Identification/agreement/policy # _____________________ Group or Enrollment # ______________________

Name of Policy Holder: ______________________________ Policy Holder’s DOB: _______________________

Deductible: __________ per policy year.                   On what date does the policy year start? _______________

How much of this deductible has been used so far? $_______________ Amount of Copay? ________________

Plan pays __________% of         Charges             Usual, customary, and reasonable (UCR)

Limitations: Number of visits: __________	Prior authorization needed?            Yes           No

Additional information about benefits: __________________________________________________________
__________________________________________________________________________________________
IS THERE ANOTHER INSURANCE POLICY? If so, please provide as much information about the other insurance policy as you can.  

Insurance Provider: _______________________________ Effective Date of Coverage: ___________________

Identification/agreement/policy # _____________________ Group or Enrollment # ______________________

Name of Policy Holder: ______________________________ Policy Holder’s DOB: _______________________

Deductible: __________ per policy year.                   On what date does the policy year start? _______________

How much of this deductible has been used so far? $_______________ Amount of Copay? ________________

Plan pays __________% of         Charges             Usual, customary, and reasonable (UCR)

Limitations: Number of visits: __________	Prior authorization needed?            Yes           No

Additional information about benefits: __________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

CLIENT INFORMATION FORM
I authorize the release of any medical or other information necessary to process claims submitted to the named insurer.  I authorize payment of health insurance benefits to Behavioral Health Solutions for services furnished to me or to the client named above. 

_______________________________________	_________________________________	____________
Client’s Name						Signature of Client				Date

_______________________________________	_________________________________	____________
Name of Parent/Legal Guardian			Signature of Parent/Legal Guardian		Date








For Office Use: 

NC Medicaid LME/PCP ____________________________________

NC Medicaid Authorization Number _________________________

Notes: ____________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________











COORDINATION OF CARE RECORD
Client’s Name: ___________________________________	DOB: _____________________________________
Date of admission to services: _______________________	Therapist: _________________________________
Is there a primary care provider? Yes _____ No _____	Is there another therapist? Yes _____ No _____
Is there an attorney or case worker? Yes _____ No _____	Is there a probation officer? Yes _____ No _____
Name of primary care provider: ________________________________________________________________
Address: __________________________________________________________________________________
Primary care provider’s phone, fax #, & email: ____________________________________________________
__________________________________________________________________________________________
Name of therapist: __________________________________________________________________________
Address: __________________________________________________________________________________
Phone, fax #, & email: ________________________________________________________________________
__________________________________________________________________________________________
Name of attorney or case worker: ______________________________________________________________
Address: __________________________________________________________________________________
Phone, fax #, & email: _______________________________________________________________________
__________________________________________________________________________________________
Name of probation officer: ____________________________________________________________________
Address: __________________________________________________________________________________
Phone, fax #, & email: _______________________________________________________________________
__________________________________________________________________________________________
Please list any medications you are taking
	Prescription Date
	Prescription Name
	Dosage
	# Times Day? 
	Duration 
	Prescription End Date
	Ordered by

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


INFORMATION FOR CLIENTS AND CONSENT FOR TREATMENT
Welcome to Behavioral Health Solutions. We are a team of psychologists and social workers who are dedicated to providing professional mental health services to our clients. We look forward to working with you. This document describes some of the policies of our practice. Please let us know if you have any questions or concerns about any of the information in this document. 

ABOUT OUR APPOINTMENTS
We take our appointments with you very seriously. We ask that you make every effort to keep you appointments with us. If you are unable to keep an appointment, please contact us to let us know. YOU WILL BE CHARGED THE FULL SESSION FEE FOR SESSIONS CANCELLED WITH LESS THAN 24 HOURS’ NOTICE, FOR OTHER THAN THE MOST SERIOUS REASONS.  Your insurance will not cover the charge for missed appointments. If a client has 3 or more “no shows” or late cancellations, we have the option to suspend or terminate treatment.  

Please, do not bring pets with you to the office. While we love to see your fur babies, not everyone that visits our office feels the same way.  

Clients are expected to use the front door between the hours of 9:00 AM and 6:00 PM.

Clients and anyone with them (such as friends or family members) must be sober when in our office.  Clients who appear to be under the influence of drugs or alcohol when they arrive for an appointment will be asked to leave and considered a “no show.”  Friends, family members, or other people who appear to be under the influence of drugs or alcohol will also be asked to leave.

If you need to contact us between sessions, please leave a message with our office manager or on our voice mail (919-419-0524, extension 0).

If we are unable to keep a scheduled appointment, we will contact you as soon as possible to let you know. It is your responsibility to keep your contact information current. 

CHILDREN
Children under the age of 16 must be supervised by a responsible adult at all times. We do not provide supervision. 

MEDICAL EMERGENCIES WHILE AT OUR OFFICE  
If you experience a medical emergency while at our office we are obligated by law to solicit emergency treatment on your behalf. 








INFORMATION FOR CLIENTS AND CONSENT FOR TREATMENT

ABOUT CONFIDENTIALITY
Refer to the NOTICE OF PRIVACY PRACTICES regarding the privacy of our records, and refer to the PATIENT’S RIGHTS document about your rights as a client regarding your medical record. At this point, however, we will review a few issues regarding confidentiality and privacy that are not covered in the NOTICE OF PRIVACY PRACTICES.

Because all of our clients expect confidentiality, we ask you not to disclose the name or identity of any other client being seen in this office. 

It is our office policy to retain clients’ records for 12 years after the end of services. During that time, we will keep case records in a safe place. After 12 years we will destroy these records (unless the client is a minor, in which case the records will be destroyed once the minor reaches age 30.)

If we must discontinue our relationship because of illness, disability or other presently unforeseen circumstances, we ask you to agree to us transferring your records to another mental health professional who will assure their confidentiality, preservation, and appropriate access. 

If we provide family or couple therapy (where there is more than one client), and you want to have the records of this therapy released to someone else, all of the adults involved in the treatment will have to sign a release. 

As noted in the NOTICE OF PRIVACY PRACTICES, you can review your own records at any time. However, you may not examine records we have received from an outside source. You will need to contact the source of those records.

It is also worth stating again that, as part of cost control efforts, an insurance company will sometimes ask for more information on symptoms, diagnosis, and treatment methods. We will let you know if this should occur and what the company has asked for. Please understand that we have no control over how these records are handled at the insurance company. Our policy is to provide only as much information as the insurance company will need to pay your benefits. 

FEES, PAYMENTS, & BILLING 
We charge $125.00 for a one-hour session (usually 50-60 minutes). Initial sessions are sometimes longer (up to 90 minutes), giving us time to gather important assessment information; those initial sessions are $175.00. Payment is due at the beginning of each session. We accept cash, personal checks and credit cards. For clients covered by insurance, copays are due at the beginning of each session. If you wish, we can give you a statement at each session that will serve as a record of payment. 

In addition to the fee for each visit, fees for services not covered by insurance (such as telephone consultations and missed appointments) are due upon receipt of the statement. You are also responsible for charges denied because the services are not covered or because you did not comply with the guidelines of your insurer. 

INFORMATION FOR CLIENTS AND CONSENT FOR TREATMENT
If your account has a balance you will receive a statement in the mail. If your balance remains unpaid after a reasonable period of time, we have the option of terminating treatment and/or using legal means to secure payment. 

INSURANCE REIMBURSEMENTS
In order for us to set realistic goals and priorities, it is important to evaluate what resources you have available to pay for your treatment. If you have a health insurance policy, it will usually provide some coverage for mental health treatment. Always remember though, that you (and not your insurance company) are responsible for full payment of fees. It is very important that you find out exactly what mental health services your insurance policy covers. 

OTHER POINTS
If you ever become involved in a divorce or custody dispute, you should understand that we will not provide evaluations or expert testimony in court. You should hire a different mental health professional for any evaluations or testimony you may require. This position is based on two reasons: (1) Our statements will be seen as biased in your favor because we have a therapeutic relationship; and (2) the testimony might affect our therapeutic relationship, and we must put the therapeutic relationship first. 
INFORMATION FOR CLIENTS AND CONSENT FOR TREATMENT
EMERGENCY PROCEDURES
If an urgent situation arises and you cannot reach your psychotherapist quickly, please make use of the local 
Emergency services in your community. Some important emergency services are listed below:
	UNC Hospital Emergency Room 		919-966-4721

	Duke Hospital Emergency Room 		919-688-7378

	HELPLINE (in Chapel Hill)			919-929-0479

	HELPLINE (In Durham)				919-683-8628

	Hopeline (in Raleigh)				919-828-4300

	Police/Sheriff/Rescue				911









INFORMATION FOR CLIENTS AND CONSENT FOR TREATMENT
STATEMENT OF PRINCIPLES AND COMPLAINT PROCEDURES
Problems can arise in your relationship with a mental health treatment provider, just as in any other relationship. If you are not satisfied with any area of our work, please raise your concern with your psychotherapist at once. Your work together will be slower and harder if your concerns are not worked out. We will make every effort to hear any complaints you have and to seek solutions to them in a timely manner. Some complaints can be addressed quickly, and other complaints may take longer to resolve. When we discuss your complaint with you, we will give you an estimate of how long we may need to address your complaint. 

Our practice does not discriminate against clients because of age, sex, marital/family status, race, color, religious beliefs, ethnic origin, place of residence, veteran status, physical disability, health status, sexual orientation, or criminal record unrelated to present dangerousness. We will always take steps to advance and support the values of equal opportunity, human dignity, and racial/ethnic/cultural diversity. If you believe you have been discriminated against, please bring the matter to our attention immediately. 

If you are dissatisfied with our response to your grievance/complaint or if you do not feel comfortable filing a grievance/complaint directly with us, you have the right to file a grievance/complaint with companies and agencies outside of Behavioral Health Solutions. 

For Medicaid recipients who are covered by Cardinal Innovations Healthcare Solutions (Orange, Person, Chatham, Franklin, Granville, Halifax, Vance, Warren, Alamance, Caswell, Cabarrus, Davidson, Rowan, Stanly, and Union Counties):
	Call the CARDINAL INNOVATION HEALTHCARE SOLUTIONS number at 1-800-939-5911

For Medicaid recipients who are covered by Alliance Behavioral Healthcare (Durham, Wake, Cumberland, and Johnston Counties):
	Call the ACCESS AND INFORMATION LINE at 1-800-510-9132

For Blue Cross Blue Shield members: 
	Call BCBSNC CUSTOMER SERVICE at 1-877-258-3334

For CIGNA members:
	Call CIGNA CUSTOMER SERVICE at 1-800-997-1654

For United Healthcare Members: 
	Call UNITED HEALTHCARE CUSTOMER SERVICE at 1-800-842-8000

For AETNA members:
	Call AETNA CUSTOMER SERVICE at 1-800-872-3862





INFORMATION FOR CLIENTS AND CONSENT FOR TREATMENT
Psychologist in North Carolina are licensed by the NORTH CAROLINA PSYCHOLOGY BOARD. Social workers in North Carolina are licensed by the NORTH CAROLINA SOCIAL WORK CERTIFICATION AND LICENSURE BOARD. If you believe a mental health professional at Behavioral Health Solutions has acted unethically, you have the right to file a complaint with the relevant licensing board. 

To file a complaint with the NORTH CAROLINA SOCIAL WORK CERTIFICATION & LICENSURE BOARD, submit the complaint in writing to the Board office: 
NCSWCLB, 
PO Box 1043
Asheboro, NC 27204, 
or see www.ncswboard.org or call 1-800-550-7009 for more information.

To file a complaint with the NORTH CAROLINA PSYCHOLOGY BOARD: complete a Complaint/Inquiry Form at 
www.ncpsychologyboard.org 
You may call the Psychology Board at 1-828-262-2258 for more information. 

Clients with disabilities may also contact DISABILITY RIGHTS NORTH CAROLINA at: 
1-877-235-4210 or 919-856-2195. 
The mailing address is 2626 Glenwood Avenue, Ste. 550, Raleigh, NC 27608. 
The website is www.disabilityrighsnc.org. 














CONSENT FOR TREATMENT
I have read, or have had read to me, the information in this document. I have discussed those points I did not understand, and I have had any questions answered fully.  I agree to act according to the points covered in this document. 

I agree to receive professional mental health services (or agree for my child or dependent to receive services) from Behavioral Health Solutions.

I understand that I have the right to refuse treatment. I also understand that I have the right to withdraw from treatment at any time. In the event that I have been referred to Behavioral Health Solutions by another professional or agency, I understand that Behavioral Health Solutions may need to notify the referring professional or agency that I have refused or withdrawn from treatment. 


_________________________________________________________
Client’s name 

_________________________________________________________		________________________
Signature of client (or person acting for client)					Date


_________________________________________________________
Printed Name if different from client


Relationship to client

        Self	  Parent                Legal Guardian










PATIENT’S RIGHTS
· RIGHT TO RECEIVE TREATMENT: You have the right to receive treatment, including access to medical care and habilitation, regardless of your age or your degree of mental health, intellectual and development disability, or substance abuse disability.
· RIGHT TO LEAST RESTRICTIVE ENVIRONMENT: You have the right to receive care in the least restrictive environment suitable to meet your needs. 
· RIGHT TO PRIVACY: You have the right to privacy and the expectation that your personal information will be kept confidential. 
· RIGHT TO REVIEW: You have the right to review you records with the exception of records sent to us by a third party. You will need to contact the sender of those records. 
· RIGHT TO PARTICIPATE: You have the right to participate in the development of an individualized, person-centered treatment plan.  To obtain a copy of your treatment plan, please see your therapist or the office manager. 
· RIGHT TO BE INFORMED: You have the right to be informed in advance of potential risks and benefits of treatment, and to consent to or refuse treatment. If treatment is refused we will discuss if other treatment is possible. Refusal of consent shall not be used as the sole grounds for termination/threat of termination of service unless there are no other viable treatment options available. Consent may be withdrawn at any time. 
· RIGHT TO BE FREE FROM INVASION OF PRIVACY AND THREAT: You have the right to be free from unwarranted invasion of privacy and from the threat or fear of unwarranted suspension or expulsion from services. 
· RIGHT TO ADVANCE DIRECTIVE: You have the right to fill out an Advance Directive, which describes how you want to be cared for if you are ever unable to decide or speak for yourself
· RIGHT TO REQUEST RESTRICTIONS: You have the right to request restrictions on certain uses and disclosures of protected health information about you. However, we are not required to agree to a restriction you request. 
· RIGHT TO RECEIVE CONFIDENTIAL COMMUNICATION BY ALTERNATIVE MEANS AND AT ALTERNATIVE LOCATIONS: You have the right to request and receive confidential communications of protected health information by an alternative means and at alternative locations. (For example, you may not want a family member to know that you are seeing us. Upon your request, we will send your bills to another address.)
· RIGHT TO INSPECT AND COPY: You have the right to inspect and/or obtain a copy of protected health information in our mental health and billing records used to make decisions about you for as long as the protected health information is maintained in the record. If you would like a copy of all or part of our records about you, we will copy those pages at a rate of 25¢ per page. We will not permit you to take the record out of this office to copy it. We may deny your access to protected health information under certain circumstances, but in some cases, you may have this decision reviewed. On your request, we will discuss with you the details of the request and denial process. 
· RIGHT TO AMEND: You have the right to request an amendment of your protected health information for as long as the protected health information is maintained in the record. We may deny your request. On your request we will discuss with you the details of the amendment process. 
· RIGHT TO AN ACCOUNTING: You generally have the right to receive an accounting of disclosures of protected health information for which you have neither provided consent nor authorization. On your request, we will discuss with you the details of the accounting process. 
RIGHT TO A PAPER COPY: You generally have the right to obtain a copy paper of the notice from us upon Request, even if you have agreed to receive the notice electronically.                    

PATIENT’S RIGHTS
I have read, or have had read to me, the Patient’s Right. I have discussed any points that I did not understand, and I have had my questions answered fully. 


______________________________________________________			________________
Signature of client (or person acting for client)					Date


______________________________________________________
Printed Name


Relationship to client

        Self	 Parent              Legal Guardian




























NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW MENTAL HEALTH AND MEDICAL INFORMATION 
ABOUT YOU MAY BE USED AND DISCLOSED.  PLEASE REVIEW IT CAREFULLY.

The Health Insurance Portability and Accountability Act of 1996 (HIPPA) imposes numerous requirements on private practitioners concerning the use and disclosure of individual health information. We are required to provide you with this NOTICE about our privacy procedures. This notice explains when, why, and how we would use and or disclose your personal health information. 

I. USES AND DISCLOSURES FOR TREATMENT, PAYMENT, AND HEALTH CARE OPERATIONS                                                      
We may use or disclose your protected health information (PHI), for treatment, payment, and healthcare operation purposes with your consent. To help clarify these terms, here are some definitions: 
· “PHI” (Protected Health Information) refers to information in your health record that could identify you. 
It can contain data about your past, present, or future health or condition, the provision of health care services to you, or the payment for such health care.
· “Treatment” is when we provide, coordinate or manage your health care and other services related to 
your health care. An example of treatment would be when we consult with another health care provider, such as your family physician or another psychologist. Also, when your therapist is away from the office for a few days, he or she may have asked a fellow therapist to “cover” for him/her. This therapist will be available to you in emergencies. Therefore, he or she needs to know about you. Of course, this therapist is bound by the same laws and rules to protect your confidentiality. We will note all consultations in your clinical record. 
· “Payment “is when we obtain reimbursement for your healthcare. Examples of payment are when we
disclose your PHI to your health insurer to obtain reimbursement for your healthcare or to determine eligibility or coverage. 
· “Health Care Operations” are activities that relate to the performance and operation of our practice. 
Examples of health care operations are quality assessment and improvement activities, business related matters such as audits and administrative services, case management and care coordination. 
· “Use” applies only to activities within our office such as sharing, employing, applying, utilizing,
 examining, and analyzing information that identifies you. 
· “Disclosure” applies to activities outside of our office, such as releasing, transferring, or providing access 
	to information about you to other parties. 

II. USES AND DISCLOSURES REQUIRING AUTHORIZATION
We may use or disclose PHI for purposes outside of treatment, payment, and health care operations when your appropriate authorization is obtained. An “authorization” (also known as a “Release of Information”) is written permission above and beyond the general consent that permits only specific disclosures. This includes times when your records need to be seen by another professional (for example, if you want a physician to have access to the record of your treatment here) or anyone else (for example, if you want a family member to know details about your treatment). In those instances when we are asked for information for purposes outside of treatment, payment and health care operations, we will obtain an authorization from you before releasing this information.  We will also need to obtain an authorization before releasing your psychotherapy notes. “Psychotherapy Notes” are notes we have made about our conversation during a private, group, joint, 
NOTICE OF PRIVACY PRACTICES

or family counseling session, which we have kept separate from the rest of your medical record. These notes are given a greater degree of protection than PHI. 

You may revoke any authorization to release PHI or psychotherapy notes at any time. Each revocation must be in writing. You may not revoke an authorization to the extent that (1) we have relied on that authorization; 

or (2) if the authorization was obtained as a condition of obtaining insurance coverage, and the law provides the insurer the right to contest the claim under the policy. 

III. USES AND DISCLOSURES NEEDING NEITHER CONSENT NOR AUTHORIZATION

State and federal laws require or allow that we share your health information with others in specific situations without your consent. Prior to disclosing your health information, we will evaluate each request to ensure that only the minimum necessary information will be disclosed. We will ensure any required circumstances for disclosure are met before confidential information is disclosed.
We are required or allowed to disclose health information about you for the following reasons:  
· If there is cause to suspect child abuse, neglect, dependency, or death as the result of maltreatment, we must make a report to the Director of the Department of Social Services. In this context, a child is considered “dependent” if he/she has no parent, guardian, or custodian responsible for his/her care, or if the child’s parent, guardian, or custodian is unable to provide for the child’s care or supervision and lacks an appropriate alternative child care arrangement; 
· If information you give us gives us reasonable cause to believe that a disabled adult is in need of protective services, we must report this to the Director of the Department of Social Services.  
· To avert a serious threat to your health or safety, or there is a likelihood that you will commit a felony or violent misdemeanor;
· In response to a court order or subpoena;
· For public health activities, such as for the purpose of preventing or controlling disease; For purpose of activities related to monitoring an FDA-regulated product, to a person subject to the jurisdiction of the FDA;
· For health oversight activities, including, but not limited to, civil, administrative, and criminal proceedings;
· To a coroner, for purposes of identifying a deceased person, determining cause of death, or other duties required by law, or to funeral directors so they may carry out their duties;
· To a physician or other health care provider who is providing emergency medical services;
· To determine eligibility for or entitlement to benefits under laws administered by the Secretary of Veterans Affairs;
· For certain military, national security, and intelligence purposes;
· To a correctional institution or other law enforcement official if you are in custody;
· For worker’s compensation purposes; 
· To your next of kin, if disclosure about the fact of your admission or discharge is determined to be in your best interest; 
NOTICE OF PRIVACY PRACTICES

· To an internal client advocate, if it is necessary for him/her to perform his/her monitoring and advocacy functions;
· For the purpose of filing a petition of involuntary commitment or a petition for the adjudication of incompetency of the client and the appointment of a guardian, if it is in your best interest;  
· To the clerk of court, district attorney or prosecuting officer, and the attorney of record for the client, if you are  a defendant in a criminal case and a mental examination has been court ordered; 
· To an attorney who represents either Behavioral Health Solutions or one of our employees, if such information is relevant to litigation, the operations of the facility, or to the provision of services by the facility. 
· To staff attorneys of the Attorney General’s office when the information is necessary to the performance of the statutory responsibilities of the Attorney General’s office;
· To the Attorney General’s office, if it subpoenas information relevant to a criminal investigation of Medical Assistance provider fraud;
· To another facility when it is necessary to coordinate appropriate and effective care, treatment or habilitation for you;
· To another facility to conduct payment activities, such as providing determination of eligibility or coverage, coordination of benefits, and claim management;
· To fulfill our responsibilities in the your evaluation, management, supervision or treatment  if you have been committed to outpatient treatment;
· When Behavioral Health Solutions has entered into a written agreement with someone to provide support services.  Anyone providing support services must agree to safeguard and not further disclose this information;
· When an advance instruction for mental health treatment or confidential information from an advance instruction must be disclosed to a physician, psychologist, or other qualified professional to give effect to or provide treatment in accordance with the advance instruction;
· To a physician or treatment provider who referred you to our office;
· To your next of kin, family members with a legitimate role in your therapeutic services, or other person you designate, if they request information about your admission, transfer, discharge, decision to leave treatment, referrals, and appointment information for treatment after discharge.  We will disclose this information only after we have notified you that this information has been requested;
· To an area authority or county program that is responsible for administering Medicaid or other sources of public healthcare funding, when the area authority or county program determines that it needs information to develop, manage, monitor or evaluate its network of qualified providers; or
· For general research or clinical, financial, or administrative audits, but only when the client’s identity cannot be identified directly or indirectly in reports from that research or audit.







NOTICE OF PRIVACY PRACTICES
IV. OUR DUTIES
· We are required by law to maintain the privacy of PHI and to provide you with a notice of our legal duties and
 privacy practices with respect to PHI. 
· We reserve the right to change the privacy policies and practices described in this notice. Unless we notify you of
such changes, however, we are required to abide by the terms currently in effect. 
· If we revise our policies and procedures, we will provide you a copy.

V. QUESTIONS AND COMPLAINTS
If you have questions about this notice, disagree with a decision we make about access to your records, or have other concerns about your privacy rights, you may contact us at Behavioral Health Solutions at 919-419-0524. If you believe that your privacy rights have been violated and wish to file a complaint with us, you may send your written complaint to Behavioral Health Solutions, 5318 Highgate Drive, Durham, NC 27713. 

You may also send a complaint to the Secretary of the U.S. Department of Health and Human Services. 
THE U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
200 Independence Avenue, S.W.
Washington, D.C. 20201
877-696-6775

You have specific rights under the Privacy Rule. We will not retaliate against you for exercising your right to file a complaint. 

This notice will go into effect on November 19, 2014.  We reserve the right to change the terms of this notice and to make the new notice provisions effective for all PHI that we maintain. We will provide you with a revised notice.  



















NOTICE OF PRIVACY PRACTICE
ACKNOWLEDGEMENT OF RECEIPT FORM

This form, when completed by you, acknowledges that you have received a copy of the NOTICE OF PRIVACY PRACTICES for BEHAVIORAL HEALTH SOLUTIONS, P.A.

I, ______________________________, acknowledge that I have received a copy of the NOTICE OF PRIVACY PRACTICES for BEHAVIORAL HEALTH SOLUTIONS, P.A. on this date ____________________.

________________________________________________             _____________________________________ 
Patient or Representative’s Signature                                                 Date



If the acknowledgement is signed by a representative for the patient, the name of the patient and a description of such representative’s authority to act for the patient must be provided. 


________________________________________________
Patient’s Name


________________________________________________
Authority to act for patient (example: parent or legal guardian) 
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