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HIPAA NOTICE OF PRIVACY PRACTICES 
 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED 

AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATIION.  PLEASE 

REVIEW IT CAREFULLY.   

Effective date: July 19, 2019 
 

Change Counseling, LLC has been and will always be totally committed to maintaining clients’ 

confidentiality. We will only release healthcare information about you in accordance with federal 

and state laws and ethics of the counseling profession. 
 

This notice describes our policies related to the use and disclosure of your healthcare 

information. 
 

Uses and disclosures of your health information for the purposes of providing services.  

Providing treatment services, collecting payment and conducting healthcare operations are 
necessary activities for quality care.  State and federal laws allow us to use and disclose your 

health information for these purposes. 

 

TREATMENT We may need to use or disclose health information about you to provide, 

manage or coordinate your care or related services.  Which could include consultants and 

potential referral sources. 

 

PAYMENT Information needed to verify insurance coverage and/or benefits with your 

insurance carrier, to process your claims as well as information needed for billing and collection 

purposes.  We may bill the person in your family who pays for your insurance. 
 

HEALTHCARE OPERATIONS We may need to use information about you to review our 

treatment procedures and business activity. Information maybe used for certification, compliance 

and licensing activities. 

 

Other uses or disclosures of your information which does not require your consent: There 

are some instances where we may be required to use and disclose information without your 

consent.  For example, but not limited to:  

● Information you and/or your child or children report about physical or sexual abuse: then 

by Connecticut State Law, we are obligated to report this to the Department of Children 

and Families.  

● If you provide information that informs us that you are in danger of harming yourself or 

others.   

● Information to remind you of /or to reschedule appointments or treatment alternatives.  

● Information shared with law enforcement if a crime is committed on our premises or 

against our staff or as required by law such as a subpoena or court order. 
 

Clinical records, psychotherapy notes and other disclosures require a separate signed release of 

information. You have a right to or will receive notification of a breach of any unsecured 
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personal health information. You have a right to restrict any disclosure of personal health 

information where you have paid for services out-of-pocket and in full. 

 

HIPAA CLIENT RIGHTS 

Right to release your medical records 

You may consent in writing to release your records to others.  You have the right to revoke this 

authorization, in writing, at any time. However, a revocation is not valid to the extent that we acted in 

reliance on such authorization 

Right to inspect and copy your medical and billing records. 

You have the right to inspect and obtain a copy of your information contained in our medical records.  To request access to your 

billing or health information, contact the office manager.  Under limited circumstance we may deny your request to inspect and 

copy. If you ask for a copy of any information, we may charge a reasonable fee for the costs of copying, mailing and supplies. 

 

Right to add information or amend your medical records. 

If you feel that information contained in your medical record is incorrect or incomplete, you may ask 

us to add information to amend the record.  We will make a decision on your request with 60 days, or 

some cases within 90 days.  Under certain circumstance, we may deny your request to add or amend 

information.  If we deny your request, you have a right to file a statement that you disagree. Your 

statement and our response will be added to your record. To request an amendment, you must contact 

the office manager.  We will require you to submit your request in writing and to provide an 

explanation concerning the reason for your request. 

Right to an accounting of disclosures. 

You may request an accounting of any disclosures, if any, we have made related to your medical information, except for 

information we used for treatment, payment, or health care operational purposes or that we shared with you or your 

family, or information that you gave us specific consent to release.  It also excludes information we were required to 

release. To receive information regarding disclosure made for a specific time period no longer than six years and after 

April 14, 2003, please submit your request in writing to the Privacy Officer.  We will notify you of the cost involved in 

preparing this list. 

Right to request restrictions on uses and disclosures of your health information. 

You have the right to ask for restrictions on certain uses and disclosures of your health information. This request 

must be in writing and submitted to our office manager. However, we are not required to agree to such a request.  

Right to complain. 

If you believe your privacy rights have been violated, please contact us personally, and discuss your concerns.  If 

you are not satisfied with the outcome, you may file a written complaint with the U.S. Department of Health and 

Human Services. An individual will not be retaliated against for filing such a complaint.  

 

Right to receive changes in policy.  

You have the right to receive any future policy changes secondary to changes in state and federal laws. This can be 

obtained from the office manager. 

 

Notice of Privacy Practices 
 



 
You have a right to:  



 
 

Change Counseling LLC ▪ 750R Main St. ▪ Willimantic, CT ▪860-833-2657 

 

● Get a copy of your medical record 
● Correct your medical record  
● Request confidential communication 
● Ask us to limit the information we share 
● Get a list of those with whom we’ve shared your information  
● Be informed of changes in policy  
● Choose someone to act for you 
● File a complaint if you believe your privacy has been violated 

⮚ See p. 2 for more information on these rights and how to exercise them.  
 



   You have some choices in the way we use 
and share your information:  

● How/when/if we tell friends and family about your condition 
● How we contact you (phone, mail, email, etc.) 
● Who we communicate with regarding your private information  

⮚ Except as permitted or required by law, we will never share your information unless you 
give us written permission.  



 
We may need to use and share your information as we:  

● Coordinate with other providers who are treating you 
● Bill for services  
● Address workers compensation, law enforcement, and other government 

requests  
● Respond to lawsuits and legal actions (i.e. subpoena)   
●  Follow legal guidelines around preventing abuse, neglect, or domestic violence 

(see Information on CT Mandated Reporting) 

⮚ Except as permitted or required by law, we will never share your information unless you 
give us written permission.    



 
Our Responsibilities 

We are required by law to maintain the privacy and security of your protected health information.  

⮚ We will let you know if a breach occurs that may have compromised the privacy 
or security of your information.  

⮚ We must follow the duties and privacy practices outlined in this notice and 
provide you with a copy of it.  

⮚ We will not use or share your information other than as described here unless 
you tell us we can in writing. You may change your mind at any time and should 
notify us in writing if you change your mind.  

For more information see:  
www.hhs.gov/ocr/privacy/hipaa/understanding/comsumers/noticepp.html 
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HIPAA INFORMED CONSENT 
 

Thank you for choosing Change Counseling, LLC.  The clinician you will be working with is 

Madelyn Briggs and therapy sessions are approximately 50 minutes.  We realize that starting 
counseling is a major decision and you may have many questions.  This document is intended to 

inform you of our policies, State and Federal Laws, and your rights.  If you have other questions 

or concerns, please ask and we will try our best to give you all the information you need.  

 

CONFIDENTIALITY AND EMERGENCY SITUATIONS: Your verbal 

communication and clinical records are strictly confidential except for: a) information 

(diagnosis and dates of service) shared with your insurance company to process your claims, b) 

information you and/or you child or children report about physical, sexual abuse or elder abuse; 

then, by Connecticut State Law, the clinician is obligated to report this to the Department of 

Children and Family Services, c) where you sign a release of information to have specific 

information shared and d) if you provide information that informs the clinican that you are in 

danger of harming yourself or others e) information necessary for case supervision or 

consultation and f) or when required by law.  

 

If an emergency situation occurs for which the client or their guardian feels immediate 

attention is necessary, please call 211, 911, or proceed to the nearest emergency room.  
Madelyn Briggs will follow emergency services with standard counseling and support to the 

client or the client's family.  Emergency sessions may be available upon request. E-mail, text 

messages, and social networking sites are not confidential and due to this the clinician may not 

be able to respond via these channels.  
 

FINANCIAL/INSURANCE ISSUES: Payment is due in full at time of service. All 

session fees reflect a 50 minute session. Late payments and returned checks will be subject to 

additional charges as noted in the Financial Agreement. For payment we accept cash, check, or 

credit card. Please see the Financial Agreement for additional information.   

 
If you need to cancel or reschedule an appointment, please give 24 business hours  

advance notice, otherwise you will be billed at the hourly rate. We sincerely appreciate your 

cooperation and at any time you have any questions regarding insurance, fees, balances or 

payments please feel free to ask. You may have a copy of this form if requested. 
 

My signature below acknowledges that I have received a copy of the Financial Agreement & 

Schedule of Fees; furthermore, it indicates that I understand and agree to these policies.       
 

COORDINATION OF TREAMENT: It is important that all health care providers work 

together. As such, we would like your permission to communicate with your primary care 

physician and/or psychiatrist. Your consent is valid for one year. Please understand that you 

have the right to revoke this authorization, in writing, at any time by sending notice. However, 

a revocation is not valid to the extent that we have acted in reliance on such authorization. If 

you prefer to decline consent no information will be shared.  
 

  € You may inform my physician(s)               € I decline to inform my physician 
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PHYSICIAN NAME:_________________________________________________ 

CLINIC:___________________________________________________________ 

ADDRESS:_________________________________________________________ 
PHONE:___________________________________________________________ 

 
 

By signing this form, I acknowledge that I have read and received a copy of the HIPPA Notice 

of Privacy Practices, HIPPA Informed Consent, and Privacy Practices Handout, and I consent 

to treatment recommended by Change Counseling, LLC. 
 

Client Signature:___________________________________________Date__________   

 

Parent/Guardian Signature:__________________________________Date__________        

      

Witness___________________________________________________Date__________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


