Melinda R. Mogowski, M.S., L.C.M.H.C,, L.C.S.W
P.O. Box 3707
Kill Devil Hills, NC 27948

HIPAA Notice of Privacy Practices Statement

How We Collect Information About You: In my private mental health counseling
practice, I collect data through a variety of means including but not necessarily
limited to letters, phone calls, emails, voice mails, and from the submission of
documentation that is either required by law, or necessary to provide counseling
services.

What We Do Not Do With Your Information: Information about your financial
situation and medical and psychological conditions and care that you provide to me
in writing, via email, on the phone (including information left on voice mails),
contained in or attached to intake forms, or directly or indirectly given to me, is held
in strictest confidence.

I do not give out, exchange, barter, rent, sell, lend, or disseminate any information
about clients who receive my services that is considered patient confidential, is
restricted by law, or has been specifically restricted by a patient/client in a signed
HIPAA consent form.

How We Do Use Your Information: Information is only used as is reasonably
necessary to provide you with counseling services which may, in rare instances,
require communication between Melinda R. Mogowski, LPC, LCSW, and health care
providers, medical or social service providers, pharmacies, insurance companies, and
other mental health providers. Such communication is only made with your express
permission, in writing, and may be revoked in writing without consequence. Under
only these circumstances information may be released without your permission: 1
determine that you are a danger to yourself or others; I determine that you or a
child or elder has been or is in imminent danger of being abused or neglected; I am
ordered by a court of law to disclose information.

If you provide information with the intent or purpose of fraud or that results in either
an actual crime of fraud for any reason including willful or un-willful acts of
negligence whether intended or not, your non-medical information can be given to
legal authorities including police, investigators, courts, and/or attorneys, as well as
any other information as permitted by law.

Limited Right to Use Non-Identifying Personal Information From Letters,
Notes, and Other Sources: Any letters, correspondence, evaluations or thank you
notes sent to us become the exclusive property of Melinda R. Mogowski, LPC, LCSW.
We reserve the right to use non-identifying information about our clients for
purposes of data collection and evaluation of services only. No identifying information
(names, addresses, phone numbers, contact information of any kind) will be used.



Melinda R. Mogowski, M.S., L.C.M.H.C,, L.C.S.W
P.O. Box 3707
Kill Devil Hills, NC 27948

Authorization to Use or Disclose My Health Information

Patient name: Date of
birth: Previous name:

I. My Authorization
You may use or disclose the following health care information (check all that apply):

[2] All my information maintained by the above-named practice
[2) My information relating to the following treatment or condition:

[2]My health information for the date (s):
[2]Other:

You may disclose this health information to:

Name (or title) and
organization

Address: City State
Zip

Reason(s) for this authorization (check all that apply):

(2] at my request

(2] other
(specify)

This authorization ends: [2] on (date)
[2] when the following event occurs

II. My Rights

I understand I do not have to sign this authorization in order to get treatment. I may revoke this
authorization in writing. If I did, it would not affect any actions already taken by the above-
named practice based upon this authorization. I may not be able to revoke this authorization if
its purpose was to obtain payment via insurance. Two ways to revoke this authorization are:
* Fill out a revocation form. The form is available from the office.
or
*  Write a letter to the office.

Once the office discloses health information, the person or organization that receives it may re-
disclose it. Privacy laws may no longer protect it.

Patient or legally authorized individual signature Date

Printed Name if signed on behalf of the patient ~ Relationship (parent, legal guardian, etc.) Witness



HIPAA CONSENT FORM

By my signature I attest that I have received a copy of the HIPAA
Privacy Practices for Melinda R. Mogowski, MS, LCMHC, LCSW.

Signature

Date

Witness



