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NOTICE OF PRIVACY PRACTICES 

 
THIS NOTICE DESCRIBES HOW MENTAL HEALTH INFORMATION ABOUT 
YOU MAY BE USED, DISCLOSED AND SAFEGUARDED, AND HOW YOU CAN 
GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.  
 
The confidentiality of your personal health information is very important to us. Your 
medical record, generally containing information your symptoms, test results, diagnoses, 
and treatment, serves as a basis for planning your future care and treatment. We use this 
record to provide you with quality care and to comply with certain legal requirements. 
This notice applies to all of the records of your care generated by this practice, whether 
made by your personal provider or others working in this practice. This notice will tell 
you about the ways in which we may use and disclose health information about you.  
We are required by law to maintain the privacy of your protected health information and 
to provide you with notice of your privacy rights and of legal duties and privacy practices 
with respect to your protected health information. We are required to abide by the terms 
of this notice but reserve the right to change the terms of this notice. Before we make a 
significant change, this notice will be amended to reflect the changes and we will make 
the new notice available upon request. You may request a copy of our Privacy Notice at 
any time.  
 

USES AND DISCLOSURES OF HEALTH INFORMATION 
 
We will keep your health information confidential, using it only for the following 
purposes:  
 
Treatment: we may use your health information to provide you with our professional 
services. We have established “minimum necessary or need to know” standards that limit 
various staff members’ access to your health information according to their primary job 
functions. Everyone on our staff is required to sign a confidentiality statement.  
 
Disclosure: We may disclose and/or share your healthcare information with other health 
care professionals who provide treatment and/or service to you. These professionals will 
have a privacy and confidentiality policy like this one. Health information about you may 
also be disclosed to your family, friends and/or other persons you choose to involve in 
your care, only if you agree that we may do so.  
 
Payment: We may use and disclose your health information to seek payment for services 
we provide to you. This disclosure involves our business office staff and may include 
insurance organizations or other businesses that may become involved in the process of 
mailing statements and/or collecting unpaid balances.  
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Emergencies: We may use or disclose your health information to notify or assist in the 
notification of a family member or anyone responsible for your care, in case of any 
emergency involving your care, your location, your general condition or death, or 
necessary to prevent or lessen a serious and imminent threat to the health or safety of any 
person or the public. If at all possible we will provide you with an opportunity to object 
to this use or disclosure. Under emergency conditions or if you are incapacitated we will 
use our professional judgment to disclose only that information directly relevant to your 
care. We will also use our professional judgment to make reasonable inferences of your 
best interest by allowing someone to pick up certain forms of health information and/or 
supplies unless you have advised us otherwise.  
 
Healthcare Operations: We will use and disclose your health information to keep our 
practice operable. Examples of personnel who may have access to this information 
include, but are not limited to, our medical records staff, outside health or management 
reviewers and individuals performing similar activities.  
 
Required by Law: We may use or disclose your health information when we are 
required to do so by law (Court or administrative orders, subpoena, discovery request or 
other lawful process.) We will use and disclose your information when requested by 
national security, intelligence and other State and Federal officials and/or if you are an 
inmate or otherwise under the custody of law enforcement.  
 
Abuse or Neglect: We may disclose your health information to appropriate authorities if 
we reasonably believe that you are a possible victim of abuse, neglect, or domestic 
violence or the possible victim of other crimes. This information will be disclosed only to 
the extent necessary to prevent a serious threat to your health or safety or that of others.  
 
Public Health Responsibilities: We will disclose your health care information to report 
problems with products, reactions to medications, product recalls, disease/infection 
exposure and to prevent and control disease, injury and/or disability.  
 
Marketing Health-Related Services: We will not use your health information for 
marketing purposes unless we have your written authorization to do so.  
 
National Security: The health information of Armed Forces personnel may be disclosed 
to military authorities under certain circumstances. If the information is required for 
lawful intelligence, counterintelligence or other national security activities, we may 
disclose it to authorized Federal officials.  
 
Appointment Reminders: We may use or disclose your health information to provide 
you with appointment reminders, including, but not limited to, voicemail messages, 
postcards or letters.  
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YOUR PRIVACY RIGHTS AS OUR PATIENT 
 
Access: Upon written request, you have the right to inspect and get copies of your health 
information (and that of an individual for whom you are a legal guardian.) There will be 
some limited exceptions. If you wish to examine your health information you will need to 
complete and submit an appropriate request form.  
 
Amendment: You have the right to amend your healthcare information if you feel it is 
inaccurate or incomplete. Your request must be in writing and must include an 
explanation of why the information should be amended. Under certain circumstances 
your request may be denied.  
 
Non-routine Disclosures: You have the right to receive a list of non-routine disclosures 
we have made of your health care information (when we make a routine disclosure of 
your information to a professional for treatment and/or payment purposes, we do not keep 
a record of routine disclosures: therefore, these are not available.) You have the right to a 
list of instances in which we disclosed information for reasons other than treatment, 
payment or healthcare operations. We have 60 days to respond to your written request. If 
we do not act on your request within the 60 days, we will notify you that we are 
extending the response time by 30 days. If we do that we will explain the delay in writing 
and give you a new date of when to expect a response.  
 
Restrictions: You have the right to request that we place additional restrictions on our 
use or disclosure of your health information. We do not have to agree to these additional 
restrictions, but if we do, we will abide by our agreement, except in emergencies. 
Requests for further restricted access to your health care information must be submitted 
in writing.  
 
Electronic Notice: If you receive this notice on our website or by electronic mail (e-
mail), you are entitled to receive this notice in written form. Please contact us using the 
information listed at the end of this notice to obtain this notice in written form.  
 
Questions and Complaints: If you want more information about our privacy practices or 
have questions or concerns, please contact us using the information listed at the end of 
this notice. If you believe that we may have violated your privacy rights, or you disagree 
with a decision we made about access to your protected health information or in response 
to a request you made, you may complain to us using the contact information provided. 
You may also submit a written complaint to the U.S. Department of Health and Human 
Services. We will provide you with the address to file your compliant with the U.S. 
Department of Health and Human Services upon request. We support your right to 
protect the privacy of your protected health information. We will not retaliate in any way 
if you choose to file a complaint with us or with the U.S. Department of Health and 
Human Services.  
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NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT 
 
I understand that, under the Health Portability & Accountability Act of 1996 ("HIPPA"), 
I have certain rights to privacy regarding my protected health information. I understand 
that this information can and will be used to:  
 

§ Conduct, plan and direct my treatment and follow-up among the multiple 
healthcare providers who may be involved in that treatment directly and 
indirectly. 

§ Obtain payment from third-party payers. 
§ Conduct normal healthcare operations such as quality assessments and provider 

certifications.  
 
I have received, read and understand your Notice of Privacy Practices containing a more 
complete description of the users and disclosures of my health information. I understand 
that Tidal Mental Health, LLC has the right to change its Notice of Privacy Practices 
from time to time and that I may contact Tidal Mental Health, LLC at any time at the 
address provided to obtain a current copy.  
 
I understand that I may request in writing that you restrict how my private information is 
used or disclosed to carry out treatment, payment or health care operations. I also 
understand you are not required to agree to my requested restrictions, but if you do agree 
then you are bound to abide by such restrictions.  
 

 
Name (print) ___________________________ Date of Birth ________________  
 
 
Signature ______________________________ Date _______________________  

 

Witnessed by: Sarah Smigliani, PMHNP-BC  

 

Signature ______________________________ Date _______________________  


