
Angela D. Soper, LCSW

1034 Heights Blvd 
Houston, TX 77008
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 The Health Insurance Portability &Accountability Act of 1996 (HIPPA) to provide confidentiality for all medical/mental health records and individually identifiable health information in my possession.  This notice is to inform you of the uses and disclosures of confidential information that may be made by Angela Soper, LCSW, and of your individual rights and her legal duties with respect to confidential information.

Ways in Which I May Use and Disclose Your Protected Health Information

I may use and disclose at my discretion your medical records for each of the following purposes only:  treatment, payment and health care operations.

*Treatment means providing, coordinating or managing mental health care and related services.  

*Payment means activities such as obtaining payment for mental health care services I provide for you either from your insurance company or another third party payer.  If information is sent to an insurance company, for example, I may include information with a bill to a third-party payer that identifies you, your diagnosis and treatment performed.

*Health care operations include business aspects of operating my practice.  For example, I may seek consultation about your care from another mental health practitioner.  I will not disclose identifying information about you to the professional with whom I am consulting.

I may disclose your protected heath information to any person you identify that is involved in the payment of your care.

I will use and disclose your protected health information when required by federal, state or local law.  There are specific situation in which I as a therapist am required by ethical standards to reveal information obtained during therapy to other persons or agencies--even if you do not give permission.  These situations include the following:

(a) If you threaten bodily harm or death to yourself or another person, I am required by ethical standards to inform either a local law enforcement agency or a person designated by you who as your emergency contact.

(b) If you report knowledge of physical, sexual or emotional abuse/neglect of a minor child or an elder(over age 65), or of a person who is physically or mentally handicapped and therefore a dependent, I am required by ethical standards to inform the appropriate child or elder welfare or social agency to investigate the matter.

(c) If I am required by a court of law (court order) to turn over records to the court or an ordered to testify regarding those records and our therapy sessions.

Any other uses and disclosures will be made only with your express written authorization.  You will be provided an authorization form upon request.

NOTICE OF PRIVACY PRACTICES CONTINUED...

Please sign to indicate that you understand the operational use of your information for treatment, payment and heath care operations stated above.  Please initial  below to indicate that this form has been verbally explained to you by Angela Soper at the time of your initial appointment.

(initials)____________

____________________________________________                     ______________________________

Signature of Client/Responsible Party



    Date

____________________________________________                     ______________________________

Signature of Client/Responsible Party                                                Date


