
Linda L. Anderson

3400 Harbor Ave SW #246
Seattle, WA  98126
206-782-7448

PRIVACY PRACTICES EXPLANATION (HIPAA)

ADDENDUM TO AUTHORIZATION FOR TREATMENT

GRAMM-LEACH-BILLEY (PRIVACY) ACT

Please review carefully.
HIPAA stands for Health Insurance Portability & Accountability Act.  It was developed in conjunction with other regulations to protect personal information, its use, transmission and release.  This notice describes how medical information about you may be used and disclosed and how you can get access to this information. Many people have already encountered other parts of this through privacy regulations instituted by banks and other such institutions.  HIPAA regulated insurance regulations, electronic transmissions, information privacy and safety.  This notice describes how health information about you may be used, disclosed and how you can access this information.  Please review this notice carefully.

In response to the recent notice to individuals in small businesses regarding the privacy act, I am writing this to inform clients of their rights to privacy and the safeguards/risks of this office.  HIPAA standards are federal standards and meant to work in conjunction with existing state laws.  Washington State already has very good laws in place to protect client healthcare information and ensure that clients have access to and control over their personal healthcare information or that of minor children.  One of the primary changes for Washington State residents regarding healthcare protections is that it allows providers to restrict the release of detailed, personal information to insurance companies that might audit providers or request additional client information in processing claims.

This information will be updated per HIPAA standards, as those are made available to providers.

All client material is kept in a locking file cabinet in a secure area of my personal residence, when not in use in this office, per Washington Administrative Code requirements.

Your health record contains personal information about you and your health.  State and federal law protect the confidentiality of this information. The privacy statement is reviewed at least annually and updated as required by updated standards.  Clients may obtain updated statements at any time by contacting the provider.
INFORMATION SAFETY/LEGAL DUTIES

Each healthcare office that is required or chooses to be HIPAA compliant is required to have a Privacy Official who continues to learn about the law, update information as needed, inform clients of rights and ensure client healthcare information safeguards.  In this office, I, Linda L. Anderson, as sole proprietor, am that Privacy Official.  All inquiries and concerns may be addressed to me.

I do currently use computer web sites for billing transmission or treatment authorization purposes.

I do NOT do therapy with clients via computer.

I do use a cell phone for my office.

I do NOT do court testimony and will NOT fax information to a lawyer without client knowledge and appropriate consent.  On occasion, information is faxed to clients or on their behalf with consent.  All faxed materials include a disclosure statement in case materials arrive incorrectly, requesting materials to be destroyed and that they are confidential.
I do, as required for purposes of billing clarification or expediency for treatment authorization updates, fax information to/from insurance companies.  I use the fax machine of local professional service for this purpose.  Every safeguard possible is taken on my part to protect client privacy.  As of 7/1/06, this office does all insurance billing electronically, except specific EAP forms.

CLIENT RIGHTS REGARDING HEALTHCARE INFORMATION/USE OF HEALTHCARE INFORMATION FOR THERAPY

Clients should consider that the information shared in therapy and kept in their individual files is theirs.  Washington State also gives equal access, unless otherwise designated by a court of law, to both parents of minor children.  Clients have a right to review this information (see above), to ask to amend information, if deemed necessary (see above) and to ask for copies (see above).

Client healthcare information is documented for each session and kept in a file for the purpose of keeping the therapist informed of personal history, client concerns, therapy goals and progress.  The purpose is to assist in achieving the types of goals stated in the therapy philosophy above.

Your rights include: 1) right to inspect and copy;  2) right to request to amend; 3) right to ask for an accounting of all disclosures; 4) right to request, revoke, amend or restrict disclosures present and future; 5) right to special confidential communication arrangement and to be accommodated within reason; 6) to have a copy of this notice and be informed of revisions; 7) right to voice complaint or concern to solve problems without fear of retaliation.

THERAPIST USES AND DISCLOSURES

Treatment:  Disclosure is for treatment, payment, care coordination, required by law. At times it will be helpful and/or necessary to release specific, minimum necessary information to designated others outside the office for specific purposes such as coordinating care, to respond to legal requests or at the request of the client or client representative (parent, legal guardian).

The state of Washington has updated confidentiality laws. Your participation in clinical services, the content of our sessions, and any information maintain about you is protected by legal regulations which are the following situations in which I choose to or be required to disclose this information:
*if you give me written consent to disclose to another party (90 days, can be renewed, can be discontinued);

*in case of your death or disability, I may disclose information to your personal representative;

*if you waive confidentiality by brining legal action against me;

*in response to a valid subpoena from a court or from the secretary of Washington State Department of Health          investigation;

*If I reasonably believe that disclosure

that disclosure of confidential information will avoid or minimize an imminent danger to yourself or others; 
*Healthcare and mental healthcare providers and school personnel and officials are mandatory reporters to protect children under the age of 18 and vulnerable adults and must report abuse, neglect or suspicion of the same to the proper authorities.

Healthcare Operations

Any information released from this office for other than billing purposes (see release for billing on authorization for treatment and billing information sheet) can only be sent by mail or shared by telephone as specified in writing on a time-limited basis with the release of information form.

Clients may ask to amend or revoke authorizations to release information as needed.

Payment

 Monthly client statements are sent via mail if clients have an amount due to a refund that will not be used to cover future co-pays. I do my own follow-up on insurance and other collections on behalf of this office.  On occasions when an individual is contracted to help, he/she understands that they are bound by confidentiality under HIPPA law.
Other  1) required by law—if I am audited by state or federal authorities; 2) health oversight for state licensure purposes; 3) abuse or neglect (see above also) in case of minor child or elder who is abused, I am required to file a report of abusive behavior with appropriate authority; 4) research –I DO NOT DO RESEARCH;  5) threat to health or safety—if client is danger to self or others, state law requires I intervene; 6) criminal activity on my business premises or against myself or others on my business property, including staff, colleagues, clients and visitors; 7) court proceedings that follow appropriate procedure, timelines and give myself and client time to discuss and determine response in client best interest (i.e. client may choose to seek their own legal counsel to quash a subpoena for records in some instances).

CLIENT STATEMENT OF UNDERSTANDING

I understand that if I refuse to allow the mailing or transmission of data to/from insurance companies on my behalf, I must pay cash for my services or make other arrangements.

I, _________________________________, have read, understand and had time to ask questions regarding the Privacy Practices of the counseling office of Linda L. Anderson.   ____ agree    _____disagree with the above privacy protections.  My concerns are as follows:

________________________________________          ______________________

 Client Signature






Date

_______________________________________
       ______________________
  Therapist Signature




    Date

(9/15)
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