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THE HOPE CONNECTION
MICHELE NEVERDON, LPC, CCTP

__________________________________________________________________________

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.

Client Name: ___________________________________ DOB: _______________

This Notice of privacy practices describes the privacy practices of Michele Neverdon, LPC, CCTP, 
owner of The Hope Connection.  Michele Neverdon, LPC, CCTP, wants you to know that nothing is 
more central to our operations than maintaining the privacy of our health information (“Protected Health 
Information” or “PHI”). PHI is information about you, including basic information about you, including 
demographic information, that may identify you and relates to your past, present, or future mental 
health condition and related health care services.

1) Statement of Our Duties

My office is fully committed to compliance with HIPPA guidelines. I am committed to maintaining the 
privacy of your personal health information and complying with all state and federal privacy laws. I am 
required to:

* Maintain the privacy of protected health information;

* Provide you with this notice of our legal duties and privacy practices with respect to your health
information;

* Abide by the terms of this notice;

* Notify you if I are unable to agree to a requested restriction on how your information is used or
disclosed;

* Accommodate reasonable request that you may make to communicate health information by
alternative means or at alternative locations; and

* Obtain written authorization to use or disclose your health information for reasons other than those
identified in this notice and permitted under law.

I reserve the right to change our information practices and to make the new provisions effective for all 
PHI I maintain. Revised notices may be provided to you by mail.

2) Statement of Your Rights

You have the right to know how I may use or disclose your personal health information. This notice 
informs you of those uses and disclosures. There are certain uses and disclosures of your personal 
health information that I am permitted or required to make by law without your permission. For al other 
uses and disclosures, I first must obtain your permission. In addition, you have the following rights: 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* The right to request that I place additional restrictions on our uses and disclosures of your PHI. This
means you may ask us not to disclose any part of your PHI to family members or friends who may be 
involved in your care. You may also request that your PHI not be disclosed for treatment, payment or 
healthcare operations. Your request must be in writing, and state the specific restrictions requested and 
to whom you want restrictions to apply. However, I are not obligated to agree to impose any such 
additional restrictions. If I believe it is in your best interest to permit use and disclosure of your 
protected health information, your PHI will not be restricted. You then have the right to use another 
healthcare professional.

* The right to access, inspect, and copy the PHI pertaining to you that I maintain in my files. However,
under federal law, you may not inspect or copy the following records: psychotherapy notes, information 
compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, 
and PHI that is subject to laws that prohibits access to PHI. You have the right to have me correct or 
amend any information that I created in error. Request to access or amend your health information 
should be sent to the ISOV owner/member at the address provided in Section 7 of this notice. If I deny 
your request for an amendment, you have the right to file a statement of disagreement with me and I 
may prepare a rebuttal of your statement and will provide you with a copy of any such rebuttal.

* You have the right to receive an accounting of the disclosures of your personal health information that
I make for purposes other than activities related to your treatment or other health care operations.

* You have the right to request that you receive confidential communications of personal health
information from me by alternative means or at an alternative location. You have the right to obtain a 
paper copy of this notice from me, upon request, even if you have agreed to accept this notice 
alternatively i.e., electronically.

3) Information I Collect About You

I collect the following categories of information about you from the following sources:

* Information that I obtain directly from you, in conversations or on forms that you fill out.

* Information that I obtain as a result of our transactions with you.

* Information that I obtain from your medical records or from medical professionals.

* Information that I obtain from other entities, such as health care providers.

4) Permissible Uses and Disclosures of Protected Information

Your PHI may be used and disclosed by your counselor or our office staff, and others of my office that 
are involved in your care and treatment for the purpose of providing mental health services to you, to 
support the operations of the agency, and any other use required by law.

* To carry out counseling functions. I will use and disclose your PHI to provide, coordinate, or manage
your mental health care and any related services. This includes the coordination or management of 
your mental health care with a third party. For example, I would disclose your  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PHI as necessary, to a home health agency that provides care to you. For example, your PHI may be 
provided to a physician or mental health provider to whom you have been referred to ensure that the 
care provider has the necessary information to treat you.

* To carry out certain health care operations. I may use or disclose, as needed, your PHI in order to
support the business activities of this agencies practice. These activities include, but are not limited to, 
quality assessment activities, employee review activities, training of mental health counselors, 
licensing, and conducting or arranging for other business activities. For example, I may disclose your 
PHI to mental health students that see clients at our agency. I may also call you by name in the waiting 
room when your counselor is ready to see you. I may also use or disclose your PHI, as necessary, to 
contact you to remind you of your appointment. Also, certain files are set up as a family, with each client 
having their own personal identification number. If you would like to be moved to your own personal file, 
please send us a request in writing along with your name, address, and phone number. I will need this 
information to verify I have the correct client and to establish the new file.

In situations permitted or required by law, I may use or disclose your PHI without your written 
permission for other purposes permitted or required by law, including the following:

* As authorized by and to use the extent necessary to comply with workers compensation or other no-
fault laws.

* To a health oversight agency for activities including audits or civil, criminal or administrative
proceedings.

* To a public health authority for purposes of public health activities (such as to the Food and Drug
Administration to report consumer product defects).

* To a law enforcement official for law enforcement purposes or in response to a court order or in the
course of any judicial or administrative proceedings.

* To a government authority, including a social service or protective services agency, authorized to
receive reports of abuse, neglect or domestic violence.

* For Purposes For Which I Have Obtained Your Written Permission. All other used or disclosures of
your PHI will be made only with your written permission, and you may revoke any permission that you 
give us at any time, in writing, except to the extent that your counselor or agency’s practice has taken 
an action in reliance on the use or disclosure indicated in the authorization.

5) Complaints About Misuse of Health Information

You may complain to us or to the Secretary of Health and Human Services if you believe that your 
rights with respect to our protection of your health information have been violated. You may file a 
complaint with us by submitting a complaint in writing to the address in Section 7. Your complaint 
should include as many details (such as names and dates) as possible. You will not be retaliated 
against in any way fro filing a complaint.
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6) Our Practices Regarding Confidentiality and Security

I restrict access to nonpublic information about you to those employees who need to know that 
information in order to provide products or services to you. I maintain physical, electronic, and 
procedural safeguards that comply with federal regulations to guard your nonpublic personal 
information.

7) Contact Information For Filing Complaints or Obtaining Further Information

If you have any questions or complaints, please contact:

The Hope Connection Office of Civil Rights
Michele Neverdon, LPC, CCTP U.S. Dept. of Health and Human Services
540.846.4190 Room 509F, HHH Building

Independence Ave., S.W.
Washington, DC 20201
OCR Hotlines-Voice: 1-800-368-1019

Client Signature:          Date:  

Client Name: 

Witness/Therapist Signature:       Date:  

Witness Name/Title: 

Signature:           Date:  
 (Parent/Guardian and/or Collateral Contact, if required)

Name and Title: 
 (Parent/Guardian and/or Collateral Contact, if required)
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