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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 INFORMATION. PLEASE  
REVIEW IT CAREFULLY. 
 

I am required by law to maintain the privacy of your health information. I am also required to give you this 
Notice about my privacy practices, legal obligations, and your rights concerning your health information 
(“Protected Health Information” or “PHI”). I will follow the privacy practices that are described in this 
Notice. If I amend this Notice, I will provide you with the amended Notice for your information and 
signature. 

For more information about my privacy practices, or for additional copies of this Notice, please let me know 
your questions as soon as they arise. 

I. Uses and Disclosures of Protected Health Information 

A. Permissible Uses and Disclosures Without My Written Authorization. I may use and disclose 
your PHI without your written authorization for certain purposes as described below. The examples 
provided in each category are not meant to be exhaustive, but instead are meant to describe the types 
of uses and disclosures of your mental health information that are legally permissible. 

1. Treatment: I may use and disclose your PHI to other clinicians involved in your care in order to 
better provide integrated treatment to you. For example, I may discuss your diagnosis and 
treatment plan with your psychiatrist or nurse practitioner. In addition, I may disclose your PHI 
to other health care providers in order to provide you with appropriate care and continued 
treatment. 

2. Payment: I may use or disclose your PHI for the purposes of determining coverage, billing, 
claims management, and reimbursement. For example, a bill sent to your health insurer may 
include some information about our work together so that the insurer will pay for the treatment.  
I may also inform your health plan about a treatment you are going to receive in order to 
determine whether the plan will cover the treatment. 

3. Health Care Operations: I may use and disclose your PHI in connection with health care 
operations including quality improvement activities, training programs, accreditation, certification, 
licensing or credentialing activities. For example, I may disclose disguised information about our 
work for training purposes. 

4. Required or Permitted by Law: I may use or disclose your PHI when I am required or 
permitted to do so by law. For example, I may disclose your PHI to appropriate authorities  
if I reasonably believe that you are a possible victim of abuse, neglect, domestic violence, or the 
possible victim of other crimes. In addition, I may disclose your PHI to the extent necessary to 
avert a serious threat to your health or safety or the health or safety of others. Other disclosures 
permitted or required by law include the following: disclosures for public health activities; health 
oversight activities including disclosures to state or federal agencies authorized to access your 
PHI; disclosures to judicial and law enforcement officials in response to a court order or other 
lawful process; disclosures for research when approved by an institutional review board;  

Authorization to Disclose Health Information 

In order for us to provide a high standard of  care, it is sometimes useful for us to exchange your and/or your 
child’s protected health information with other people or entities. Your signature on this form gives us per-
mission to contact the person or entity named to disclose, receive, and/or exchange your and/or your child’s 
protected health information. 

I, (client/parent name) _________________________________________________, authorize Cooper 

House, PLLC to contact ____________________________________________  (name of  person or 

entity) in order to (check all that apply):      Disclose to       Receive from      Exchange the 

protected health information designated below related to (check all that apply): 

  my treatment      the treatment of  my child: 

(Child’s name )_____________________________________  born on (date of  birth) ___________. 

The disclosure of  protected health information under this Authorization must be limited to  
(check all that apply): 

  Intake summary, treatment plan, treatment progress summaries, and/or termination summary 

  Confirmation of  and dates of  service 

  DSM-IV-TR diagnosis and/or medical diagnosis 

  Entire medical record 

  Other ___________________________________________________________________ 

I understand that the above information may contain details about my and/or my child’s mental health  
diagnosis and treatment.  I also consent to the disclosure of  information regarding testing, diagnosis,  
and treatment for the following conditions to extent that this information is included in the information  
designated above (check all that apply).

  HIV (AIDS virus)   Sexually transmitted diseases/reproductive card   Drug and alcohol use  
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Authorization to Disclose Health Information (continued)

The purpose of  the disclosure of  the protected health information under this Authorization is (check one):

  On-going treatment planning 

  Other _____________________________________________________________________________ 

This authorization is effective as of  the date signed below and expires (check one):

  when I am no longer a patient of  Cooper House, PLLC 

  on (date): __________________________________________________________________________ 

  when the following event occurs: ________________________________________________________ 

I understand that I do not need to sign this form to receive treatment, for payment for health care services to 
be made, or to enroll or be eligible for benefits. I understand that I may revoke this authorization by written 
notification to Cooper House, PLLC at infor@cooperhouse.org, and that such revocation would not affect 
disclosures that have already been made in reliance on this authorization. I understand that the noted recipient 
may re-disclose protected health information received by the recipient at which time the information may no 
longer be protected under privacy laws.

_____________________________________________________________________________________ 
Patient or legally authorized individual signature Date Time

_____________________________________________________________________________________ 
Relationship to patient if  signed on behalf  of  the patient by parent, legal guardian, personal representative, etc.:


