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Consent Regarding Notice of Privacy Practices for Protected Health Information



I understand that I have certain rights to privacy regarding my Protected Health Information (PHI). These rights are given to me under the Health Insurance Portability and Accountability Act of 1996. I consent to the use or disclosure of my/my child’s PHI by Cognitive Health Solutions, LLC (CHS), for the purposes of (1) diagnosing and/or providing treatment to me/my minor child; (2) obtaining payment for my/my minor child’s health care bills; and/or (3) to conduct routine health care at their office. 

I understand that I have a right to review the Notice of Privacy Practices (NPP) which contains a more complete description of the uses and disclosures of my PHI and my rights under HIPAA. I acknowledge that CHS reserves the right to change the privacy practices described in the NPP, and I may obtain a revised NPP by calling the office and requesting that a revised copy be sent in the mail and/or asking for a copy at the time of my or my child’s next appointment. I understand that after signing this consent form I may revoke it in writing at any time, but any previously shared information cannot be retrieved. 
******************************************************************************

Please read this before you sign this Consent form. If you do not sign this consent form agreeing to our NPP, we cannot complete an evaluation or provide any psychological services to you or your child. 

A COPY OF THE NOTICE OF PRIVACY PRACTICES FOR LIVING WELL COUNSELING & CONSULTING IS AVAILABLE IN THE WAITING ROOM AREA.




[bookmark: _GoBack]



______________________________________	        _______________________________
	 Signature of Patient or Personal Representative                                                Date

_____________________________________
	Description of Personal Representative’s   
Relationship to Patient 


 



