Susan Martinez, MA, LMFT
Licensed Marital and Family Therapist OK #904
2619 S. EIm Place Suite C1 Broken Arrow, OK 74012Phone 918.630.2201

HIPAA NOTICE OF PRIVACY PRACTICES (First Effective April 14, 2003)

THIS NOTICE DESCRIBES HOW MEDICAL/MENTAL HEALTH INF  ORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORM ATION. PLEASE REVIEW IT CAREFULLY.

| have been and will always be totally committedraintaining clients’ confidentiality. | will onlyelease healthcare information
about you in accordance with federal and state Evasethics of the marital and family therapy pssfen. | am the only person in
this office who has access to your medical filkeép my records in a secure and locked place. Mlaugto federal law, | am
designated as the “Privacy Officer” for my practitenay, use and disclose health information alyoutin the following instances:
Use and disclosure of protected health informafiimrihe purposes of providing services. Providirgtment services, collecting
payment and conducting healthcare operations areseary for quality care. State and Federal lalesvahe to use and disclose your
health information for these purposes

1. Treatmentl may use information about you to provide, managd coordinate mental health treatment. For el@rgpcoordinate
care with another mental health professional tleatt$s you, | may disclose relevant information dlyowr diagnoses or treatment.
2. Paymentl may disclose health information about you toifyansurance and coverage and process claimsalhetct fees. For
example, | may need to give diagnostic codes, symphformation, or progress reports to the insueacmmpany. If | must resort to
a collection agency to receive payment for my s&wi | may provide sufficient details to obtain maypt.

3. Healthcare Operationsmay disclose health information for the reviefstreatment procedures, review of business aietsyit
certification, staff training, compliance and licamg activities.

4. Vacation and Emergency Coveralyethe event of vacation or emergency, | mayldse sufficient information about you to
another professional to ensure that you are ndtdied assisted to the extent possible.

5. Disability, Health, or Life Insurancémay release information about your conditiod gour treatment if you seek financial
compensation for a disability or when required bglth insurance or life insurance applicationshaéiigh federal law does not
require your written consent for this, it is my igglto obtain a consent for the release of thisrimiation prior to my releasing it.

6. Military, Veterans, National Security, or Intgiknce If you are or were a member of the Armed Foraes wational security or
intelligence community, | may be required by mitjt@ommand or other government authorities to sddeealth information about
you.

7. Conjoint/Family Therapyit is my policy that when treating a couple omfly, | consider the couple or family to be theatmaent
unit. If there is a request for the treatment rdsmf the couple/family, | will seek authorizatiohall members of the treatment unit
before | release confidential information to thirarties. When meeting with a part of the treatnuriit for one or more sessions,
these sessions are considered part of the workdaang with the family or couple. Information inetbe sessions is still confidential
from third parties, but not from the rest of theattment unit. If you feel it necessary to talk abmatters that you want kept secret
from the rest of the treatment unit, then you maghvio consult with an individual therapist who ¢egat you individually. This “no
secrets” policy is intended to allow

me to continue to treat the couple or family byverging to the extent possible, a conflict of ietdrto arise where an individual’s
interests may not be consistent with the interestse treatment unit.

8. Threats to Safetyt is my policy, and | am required by law to dese information about you when necessary to prteeserious
threat to your health and safety or to the healthsafety of anyone else. | am required by lawaeal if | am concerned about
suicide or homicide. | will inform you of this diesure of information, if possible, prior to my ffatation of emergency personnel,
family members, or other mental health professwnal

9. Child Abuse or Neglectt is my policy, and | am required by law, to d@se information about you when | suspect or vashe
abuse of a minor child or adolescent or a deperatfurt to the appropriate social service agenay.,(€hild Protective Services). In
arranging professional intervention, | may alsaldise health information about you.

10. Other Circumstance$he law may require a disclosure from me inclgdbublic health risks, legal subpoenas, court @der
warrants, summonses or similar processes. | ddisclbse this information unless it is proved tothmet the disclosure is legally
required. It is my policy to inform you, when ledaldo so, of any such actions, while you areéatiment with me.

11. Unidentifiable Personal Informatiolm order to maintain the highest quality of cdrmay obtain consultation on general issues of
your situation without using any identifiable infioation such as your name, age, occupation, etbebe cases, | will disclose only
such information as is necessary to obtain theudtat®on and will do so only for the purpose of irmping my ability to provide you
with good treatment.

The above list is not an exhaustive list, but inferyou of most circumstances when disclosures withour written authorization
may be made. Other uses and disclosures will giiyéat not always) be made only with your writtaathorization, even though
federal privacy regulations or state law may albwditional uses or disclosures without your writtenthorizationlf Oklahoma law
protects your confidentiality or privacy more than the federal “Privacy Rule” does, or if Oklahoma lawgives you greater
rights than the federal rule does with respect to ecess to your records, | will abide by Oklahoma lawin general, uses or
disclosures by me of your personal health inforama{ivithout your authorization) will be limited the minimum necessary to
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accomplish the intended purpose of the use oratiseé. Similarly, when | request your personal theiafformation from another
health care provider, health plan or health cazarahghouse, | will make an effort to limit the égnfnation requested to the minimum
necessary to accomplish the intended purpose oktheest. As mentioned above, in the section dgalith uses or disclosures for
treatment purposes, the “minimum necessary” stahdees not apply to disclosures to or requestshmadth care provider for
treatment purposes because health care providedsamnplete access to information in order to mhevjuality care.
| reserve the right to change this notice. | resehe right to make a revised or changed notier#iie for medical information |
already have about you, as well as any informdti@eeive in the future. | will give you a copythie current notice, with the
effective date, at the time | implement any changes
Your Rights Regarding Protected Health Information
1. You have the right to request restrictions arade uses and disclosures of protected healthrimdtion about you, such as those
necessary to carry out treatment, payment, ortinealte operations. | am not required to agree tw sequested restriction. If | do
agree, | will maintain a written record of the aggtaupon restriction.
2. You have the right to receive confidential commisations of protected health information from nyediternative means or at
alternative locations.
3. You have the right to inspect and copy protetiegith information about you by making a speaifiguest to do so in writing. This
right to inspect and copy is not absolute — in otherds, | am permitted to deny access for spetif@asons.For instance, you do not
have this right of access with respect to my “psylcbrapy notes.” The term “psychotherapy notes”maewtes recorded (in any
medium) by a health care provider who is a mergalth professional documenting or analyzing theemis of conversation during a
private counseling session or a group, joint, amifiacounseling session and that are separated thhemest of the individual’s
medical (includes mental health) record. The texolugles medication
prescription and monitoring, counseling sessiort stad stop times, the modalities and frequendi¢seatment furnished, results of
clinical tests, and any summary of the followirgniis: diagnosis, functional status, the treatmeart, dymptoms, prognosis, and
progress to date. By statute in Oklahoma, | maygehgou $.25 per page for copies plus postage cost.
4. You have the right to amend protected healtbrination in my records by making a request to dmsowriting that provides a
reason to support the requested amendment. Thistagamend is not absolute — in other words, pammitted to deny the requested
amendment for specified reasons. You also haveadghe subject to limitations, to provide me witlwaitten addendum with respect
to any item or statement in your records that yelielie to be incorrect or incomplete and to haeeatidendum become a part of
your record.
5. You have the right to receive an accounting froenof the disclosures of protected health infoiomatnade by me in the six years
prior to the date on which the accounting is retpesAs with other rights, this right is not abgelun other words, | am permitted to
deny the request for specified reasons. For instdrio not have to account for disclosures madwder to carry out my own
treatment, payment or health care operationsol dsnot have to account for disclosures of pretétiealth information that are
made with your written authorization, since youdawight to receive a copy of any such
authorization you might sign.
6. You have the right to obtain a paper copy of tiotice from me upon request.
7. You have the right to complaihf you are concerned about your privacy, pleaseudsgour concerns with me. If you believe your
privacy rights have been violated, you may filergten complaint to me by mailing it to 2619 S. HRface Suite C1 Broken Arrow,
OK 74012. If you are not satisfied, you may complaliso to the Secretary of the U.S. Dept of Healtth Human Services at Region
VI, Office for Civil Rights, U.S. Department of Hiaand Human Services, 1301 Young Street, Suite
1169, Dallas, TX 75202.. You will not be penalizzddiscriminated against for filing a complaint.
8. You have the right to release your medical réeotUses or disclosures made with your written@nightion will be limited in
scope to the information specified in the authdit@aform, which must identify the information “enspecific and meaningful
fashion.” You may revoke your written authorizatiainany time, provided that the revocation is iiting and except to the extent
that | have taken action in reliance on your wnitteithorization. Your right to revoke an authoiizatis also limited if the
authorization was obtained as a condition of olmgiimsurance coverage for you.
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Acknowledgement of Receipt of Notice of Privacy Piices

By signing this form, you acknowledge receipt & tiotice of privacy practices of Susan Martinez,, NIMFT. My privacy practice
notice provides information about how | may use disglose health information that | maintain abyo.

Client Printed Name Signature (or Legal Repregese) Date
Client Printed Name Signature (or Legal Repredese) Date
Client Printed Name Signature (or Legal Repregese) Date
Client Printed Name Signature (or Legal Reprexer) Date
Susan Martinez, MA, LMFT OK #904 Date
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