Gia Vajrini Buonaguro, MFT

PSYCHOTHERAPY ¢ EMDR ¢ FLOWER ESSENCES ASTROLOGY

HIPAA Privacy:

What is HIPAA: HIPAA, The Health Insurance Portability and Accountability Act, mandates the use
of standards for the electronic exchange of health care datg; to specify what medical and
administrative code sets should be used within those standards; to reguire the use of national
identification systems for health care patients, providers, payers (or plans), and employers (or
sponsors); and to specify the types of measures required to protect the security and privacy of
personally identifiable health care information.

Gia Buonaguro, MFT: I have been and always will be totally committed to maintaining your
confidentiality. | will only release information about you in accordance with HIPAA policies, state
and local laws.

Treatment: Your mental health information may be disclosed to other health care
professionals for the purpose of providing treatment.

My duties as your therapist: | am required by law to maintain the privacy of your protected
health information and to provide you with this notice of privacy practices. | am also are
required to abide by the privacy policies and practices that are outlined in this notice.

Payment: Your health information may be used to seek payment from your health plan, from
other sources of coverage that you may use to pay for services. For example, your health plan
may request and receive information on dates of service, the services provided, and the
medical condition being treated.

Law Enforcement: In the event of reported violence or life threatening dangers your health
information may be disclosed to law enforcement agencies to support government audits and
inspections, to facilitate law-enforcement investigations, and to comply with government-
mandated reporting.

Other uses and disclosures that require your authorization: Disclosure of your mental health
information or its use for any purpose other than those listed above requires your specific
written authorization. Your mental health information may be transmitted electronically, either
for collection of payment, collateral treatment, in email communication between us, or in any
other health care operations in my practice. These HIPAA privacy practices are put forth in all of
those circumstances. If you change your mind after authorizing a use or disclosure of your
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information, you must sulbbmit a written revocation of the authorization. However, your decision
to revoke the authorization will not affect or undo any use or disclosure of information that
occurred before you notified us of your decision to revoke your authorization.

Individual rights: You have certain rights under the federal privacy standards. These rights
include but are not limited to:

The right to request restrictions on the use and disclosure of your protected health information.
The right to receive confidential communications concerning your medical condition and
treatment.

The right to inspect and copy your protected health information.

The right to amend or submit corrections to your protected health information.

The right to receive an accounting of how and to whom your protected health information has
been disclosed.

The right to receive a printed copy of this notice.

Request to inspect protected health information: You may generally inspect or copy the
protected health information that | maintain. As permitted by federal regulation, | require that
requests to inspect or copy protected health information be submitted in writing. You may
obtain a form to request access to your records by contacting myself during normal business
hours. Your request may or may not be granted, depending upon the reasoning for disclosure.

Complaints: If you would like to submit a comment or complaint about my privacy practices,
you can do so by sending a letter outlining your concerns to this office. If you believe that your
privacy rights have been violated, you should send a letter describing the cause of your
concern to this office. You will not be penalized or otherwise retaliated against for filing @
complaint.

Signature Date
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